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to  all  this  — transportation  to  and  from  each  airport  in  Las  Vegas,  San  Francisco 
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pounds  per  person  is  included. 
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BSP®  disposable  unit 


HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


BROMSULPHALEIN® 
IN  A COMPLETE, 
STERILE, 
DISPOSABLE, 

& ECONOMICAL 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit 

The  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  dosage  schedule 
imprinted  on  the  barrel,  a sterile  needle, 
alcohol  swab  and  a 7.5  ml.  or  10  ml.  size 
ampule  of  terminally  sterilized  BSP 
solution.  Each  unit  contains  complete 
directions  for  use,  precautions  and 
contraindications. 


PATIENT-UNIT. 


This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor  -—  the  most 
costly  commodities. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


< espos  > 


BALTIMORE,  MARYLAND  21201 


The  estrogen  component  in  MEDIATRIC  is  PREMARIN®  (conjugated  estrogens-equine),  the 
orally  active,  natural  estrogen  so  widely  prescribed  for  its  physiologic  and  metabolic  benefits. 
The  combination  of  estrogen  and  methyltestosterone  can  help  maintain  anabolic 
balance  to  forestall  premature  degenerative  changes  related  to  estrogen  deficiency. 
MEDIATRIC  also  supplies  a small  amount  of  methamphetamine  HCA  to  provide  a gentle 
mood  uplift,  and  nutritional  supplements  specially  selected  to  meet  the  needs  of  the  aging. 


CONTRAINDICATION : Carcinoma 
of  the  prostate,  due  to 
methyltestosterone  component. 
warning:  Some  patients  with 
pernicious  anemia  may  not  respond 
to  treatment  with  the  Tablets  or 
Capsules,  nor  is  cessation  of  response 
predictable.  Periodic  examinations 
and  laboratory  studies  of  pernicious 
anemia  patients  are  essential  and 
recommended. 

SIDE  effects:  In  addition 


to  withdrawal  bleeding,  breast 
tenderness  or  hirsutism  may 
occur. 

SUGGESTED  dosages:  Male  and 
female— I Tablet  or  Capsule,  or  3 
teaspoonfuls  Liquid,  daily  or  as 
required. 

In  the  female:  To  avoid  continuous 
stimulation  of  breast  and 
uterus,  cyclic  therapy  is  recom- 
mended (3  week  regimen  with  I 
week  rest  period— Withdrawal 


bleeding  may  occur  during  this 
1 week  rest  period). 

In  the  male:  A careful  check  should 
be  made  on  the  status  of  the  prostate 
gland  when  therapy  is  given  for 
protracted  intervals. 
supplied:  No.  752— mediatric 
Tablets,  in  bottles  of  100  and  1,000. 
No.  252— MEDIATRIC  Capsules,  in 
bottles  of  30,  100,  and  1,000. 

No.  910— MEDIATRIC  Liquid,  in 
bottles  of  16  fluidounces. 


Each 

MEDIATRIC 
Tablet  or 
Capsule 
contains: 

Each  15  cc. 

(3  teaspoonfuls) 
of  MEDIATRIC 
Liquid 
contains: 

Conjugated  estrogens-equine  (PREMARIN®) 

0.25  mg. 

0.25  mg. 

Methyltestosterone 

2.5  mg. 

2.5  mg. 

Methamphetamine  HCI 

1.0  mg. 

1 .0  mg. 

Cyanocobalamin 

2.5  meg. 

1 .5  meg. 

Intrinsic  factor  concentrate 

8.0  mg. 

— 

Thiamine  HCI 

— 

5.0  mg. 

Thiamine  mononitrate 

10.0  mg. 

— 

Riboflavin 

5.0  mg. 

— 

Niacinamide 

50.0  mg. 

— 

Pyridoxine  HCI 

3.0  mg. 

— 

Calcium  pantothenate 

20.0  mg. 

— 

Ferrous  sulfate  exsiccated 

30.0  mg. 

— 

Ascorbic  acid 

100.0  mg. 

(Contains 
15%  alcoholt) 
tSome  Loss 
Unavoidable 

Mediatric  tablets  • capsules  • liquid 

Steroid-nutritional  compound 
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Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 

NEWS  Printing  Company 
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Owned  by  The  Huse  Publishing  Co. 
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Envelopes  • Office  Forms 
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000000000000000000000000000000000006 


Gilmour-Danielson 
Drug  Company 
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1701  South  17th  Street 
Phone  423-2329 


- FREE  DELIVERY  - 


Prescriptions  . . . 

. . . Ethical  Service 
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Occupational  Health  Program  — M.  B.  Bond, 

J.  E.  Buckwalter,  and  D.  K.  Perkin  (931 

14th  St,  Denver).  Arch  Environ  Health 

17:408-415  (Sept)  1968. 

A description  and  discussion  are  given  of 
efforts  to  evaluate  the  costs  vs  benefits  of 
an  occupational  health  program  during  its 
early  development  in  a company  of  27,000 
employees.  Many  activities  cannot  be  as- 
signed to  dollar  value ; however,  certain 
functions  do  permit  an  estimate  of  this  type. 
Sickness  absence  costs  have  decreased  sig- 
nificantly during  the  four-year  period  under 
study  during  a time  when  other  factors  in- 
dicate these  costs  should  increase.  The 
medical  department  is  considered  a neces- 
sary part  of  the  program  to  control  these 
expenses  though  without  depriving  any  em- 
ployee of  deserved  benefits.  Decreased  ex- 
penses for  disability  and  medical  care  of 
occupational  injuries  have  been  demonstrat- 
ed. Values  have  been  assigned  to  the  rou- 
tine employee  and  applicant  visits  to  the 
medical  department  and  significant  dollar 
value  to  the  company  calculated.  Costs  of 
operating  this  occupational  health  program 
have  been  described. 


“I’ve  certainly  enjoyed  listening  to  your 
symptoms  — now  I have  to  get  back  to  wash- 
ing my  windows!” 
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Electroencephalographic  Features  in  Poster- 
ior Fossa  Tumors  in  Children  — J.  Mar- 
tinius,  A.  Matthes,  and  C.  T.  Lombroso 
(Harvard  Medical  School,  Boston).  Elec- 
troenceph  Clin  Neurophysiol  25:128-239 
(Aug)  1968. 

The  EEC’s  of  154  children  up  to  14  years 
of  age  with  tumors  of  the  posterior  fossa 
(PFT)  are  reported.  In  77  cases  the  tumor 
was  located  within  the  cerebellum,  in  47  in 
the  fourth  ventricle,  and  in  30  in  the  brain 
stem.  A normal  EEC  was  obtained  in  37 
patients  (24%).  So-called  “transmitted” 
rhythms  were  the  most  frequent  abnormal- 
ity encountered  (59%)  and  are  thought  to 
correlate  best  with  acute  or  subacute  dila- 
tation of  the  third  ventricle.  Next  in  fre- 
quency were  posterior  arrhythmic  slow 
waves  (51%).  These  appeared  to  be  more 
characteristic  of  PFT.  Lateralizing  signs  in 
the  EEC  were  found  to  be  less  reliable  than 
the  clinical  but  more  reliable  than  the  radio- 
logical signs.  Tumors  of  the  fourth  ventricle 
have  the  greatest  likelihood  to  cause  EEC 
abnormalities.  A long  duration  of  symp- 
toms did  not  increase  the  incidence  of  EEC 
abnormalities.  Pressure  increase  with  third 
ventricle  dilatation  occupies  a key  position 
as  a pathogenetic  mechanism,  certainly  for 
transmitted  abnormalities;  direct  or  indirect 
effects  of  a rapidly  expanding  mass  in  the 
posterior  fossa  are  suggested  as  a possible 
mechanism  for  the  posterior  arrhythmic, 
nonreactive,  delta  waves. 


“Your  wife  wanted  you  to  call  home,  but  I 
told  her  you  wei’e  too  busy  for  house  calls!” 


Y ~ 1 

Full  speed  ahead,  ' 
Fred.  These  solid  | 
Cough  Calmers 
can  control  that 
cough  for  6 to 
8 hours.  ^ 


aJtre  a 
o faJre 
I syrnp. 


Cough  CalinOT 


Each  Cough  Calmer^*^  contains  the  same  active  ingredients 
as  a hall-teaspoonful  of  Robitussin-DM®;  Glyceryl  guaiaco- 
late,  50  mg..  Dextromethorphan  hydrobromide,  7.5  mg. 
A H-  Robins  Company,  Richmond,  Virginia  23220 
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Surgical  Counts  and  Standard  Operating 
Room  Procedure  — H.  Zubkoff  (Mount 
Sinai  Hosp  of  Greater  Miami,  Miami  Beach, 
Fla).  Hospitals  42:118-123  (Aug  16) 
1968. 

Directives  for  surgical  counts  in  the  oper- 
ating room  vary  greatly  from  one  hospital 
to  another.  The  preparation  of  a standardized 
directive  to  be  used  nationally  is  proposed. 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double-spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (8%  by  11  in.)  white  paper.  Wide  margins 
(at  least  1^  in.  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  comer  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  "top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
6 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company,  Norfolk,  Nebr.  68701. 
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MEDICAL  SPACE 
NOW  AVAILABLE  IN 
THE  SHARP  BUILDING 

Lincoln's  Largest  Medical 
and  Office  Building 

CAR-PARK 
560  CAR 
SPACES 

Adjoining,  with 
connecting 
bridge  for  Doc- 
tors and  Patients. 

Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
Sharp  Building 


Since  7925 

Nebraska's 

Leading 

Physicians  and 
Surgica 
Supply  House 

Phone  HE  5-2105 


HoiVLEY  MEDIM 

SUPPLY  CDMPAIVY 

2415  *'b"  St.,  Lincoln  I,  Nebraska 
AUTHORIZED  CONTRACT  AGENT 


High  Blood  Pressure  and  Oral  Contracep- 
tives — M.  A.  Newton  et  al  (Dept  of 

Medicine,  Columbia  Univ,  New  York). 

Amer  J Obstet  Gynec  101:1037-1045  (Aug 

15)  1968. 

Development  or  augmentation  of  hyper- 
tensive disease  associated  with  use  of  oral 
contraceptives  suggests  a causal  role  for  the 
hormonal  substances  in  certain  susceptible 
individuals.  Factors  which  might  sensitize 
to  the  pressor  effect  of  these  drugs  remain 
undefined.  However,  the  effect  may  be  re- 
lated to  marked  associated  changes  observed 
in  certain  components  of  the  renin-angioten- 
sin - aldosterone  hormonal  interaction.  The 
contraceptive  medications  consistently  pro- 
duced large  sustained  increases  in  plasma 
concentration  of  renin  substrate.  Transient 
or  sustained  increases  in  plasma  renin  and 
in  aldosterone  were  less  consistently  ob- 
served. Parallel  in  vitro  studies  demonstrat- 
ed that  renin  substrate  is  normally  not  pres- 
ent in  excess  because  the  contraceptive-in- 
duced increased  substrate  concentration  was 
always  accompanied  by  a significantly  in- 
creased capacity  for  angiotensin  formation 
when  renin  was  added  to  the  plasma.  The 
induced  hoi*monal  changes,  together  with 
associated  changes  in  sodium  metabolism, 
possibly  could  compromise  the  buffer  capa- 
city of  the  renin-angiotensin-aldosterone  hor- 
monal system,  thus  permitting  exaggerated 
(pressor)  responses  to  circulating  renin 
when  it  is  released  by  the  normal  physio- 
logical stimuli. 
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Brief  Narcosis  and  Laryngospasm  — F.  Ver- 
gano  et  al  (C.  A.  Zaccagna,  Via  S.  Secondo, 
22,  Turin,  Italy).  Minerva  Anest  34:846- 
848  (July)  1968. 

Atomized  isoproterenol  was  used  in  the 
prevention  of  laryngospasms  at  termination 
of  brief  narcosis.  Of  1,514  patients  treated 
for  various  conditions,  52  had  more  or  less 
severe  episodes  of  laryngospasm.  Timely 
administration  of  atomized  isoproterenol  al- 
ways overcame  the  spasms  and  enabled  the 
patients  to  have  complete  oxygenization. 


Have  Something  to  Say? 

. . . to  your  colleagues  in  a clinical  article? 
Or  to  the  public  in  a popular  book? 
Perhaps  a convention  speech? 

Experienced  Medical  Writer  will  research 
and  write  it  for  you.  The  "know  how"  to 
make  it  memorable. 

H.  B.  Rames,  2767  Scott,  Lincoln 


Physicians'  Classified 

WANTED  — Two  general  practitioners  to 
join  two  general  practitioners  in  a large 
well-established  practice  of  over  30  years  in 
a town  with  population  of  800  and  covers 
large  rural  area  of  approximately  5,000.  Lo- 
cation is  50  miles  north  of  Minneapolis,  Minne- 
sota in  excellent  hunting  and  fishing  area 
with  golf,  bowling  and  other  recreation  also 
available.  Have  local  community  hospital, 
medicare  approved  and  equipped  for  general 
medicine  and  major  and  minor  surgery.  Sal- 
ary negotiable,  partnership  available.  New 
clinic  planned.  For  references  contact  Dr. 
Gerald  Larson,  Cambridge,  Minnesota;  Dr. 
Richard  Varco,  Department  of  Surgery,  Uni- 
versity of  Minnesota;  Dr.  Dean  Rizer,  Intern- 
ist, Medical  Arts  Building,  Minneapolis,  Min- 
nesota; Dr.  Paul  Larson,  OB  Gyn,  Medical 
Arts  Building,  Minneapolis,  Minnesota.  If 
interested  send  application  and  references  to 
Braham  Clinic,  Attn:  Wm.  T.  Nygren,  M.D., 
Braham,  Minnesota  55006,  or  phone  area  code 
612-396-3355  between  hours  of  10-12  a.m.  or 
1-5  p.m.  Monday  through  Friday.  If  after 
hours  phone  612-396-2153.  May  call  collect. 
If  acceptable,  expenses  for  personal  interview 
will  be  allowed. 


PATHOLOGY  RESIDENCY  — Openings 
available  in  500-bed  modern  hospital;  approved 
for  4 years  in  anatomic  and  clinical  pathology; 
active  school  of  Medical  Technology;  Stipend 
as  follows — $7200  first  year,  $7800  second 
year,  $8400  third  year,  $9000  fourth  year; 
additional  $50  per  month  paid  to  married  stu- 
dents; furnished  apartments  provided  mar- 
ried students;  meals  while  on  duty;  uniforms 
and  uniform  laundry  also  provided.  Contact: 
Director  of  Laboratories,  Research  Hospital 
and  Medical  Center,  Meyer  at  Prospect,  Kan- 
sas City,  Missouri  64132. 

NEBRASKA  LICENSED  — Physician  with 
surgical  training  desires  academically  orient- 
ed group  or  clinic  association  in  or  near  Oma- 
ha. Prefer  no  obstetrics.  Write  Box  81,  Ne- 
braska State  Medical  Journal,  1315  Sharp 
Building,  Lincoln,  Nebraska  68508. 


NEEDED  — Two  physicians  needed  in  the 
progressive  community  of  Arapahoe,  popu- 
lation 1,200.  Facilities  available  or  we  will 
build  to  suit.  Contact:  R.  A.  Pentz,  D.D.S., 
407  Nebraska  Avenue,  Arapahoe,  Nebraska. 

CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebraska,  3 nursing  homes  in  town,  good 
territory.  Write  Box  8,  Beaver  City,  Nebraska. 

$24,000  TO  $32,500  NET  guaranteed  first 
year  PLUS  many  fringe  benefits  depending 
upon  experience  and  qualifications.  Need  both 
general  surgeon  and  internist  (Board  certified 
or  Board  eligible)  who  would  also  do  some 
general  practice  and  a small  amount  of  in- 
dustrial medicine  (10-20  minutes/day)  or  GP 
interested  or  experienced  in  surgery.  These 
openings  are  available  immediately  or  would 
sign  contract  if  finishing  residency  in  June. 
Partnership  available  2nd  year  or  sooner  with 
absolutely  no  investment  necessary  for  even- 
tual full  partnership.  Practice  net  income 
quite  large  because  of  high  collection  rate  and 
exceedingly  low  overhead.  Over  95%  of  pa- 
tients are  fully  insured  for  any  and  all  serv- 
ices rendered.  All  of  the  above  is  possible 
because  of  unique  association  between  clinic 
and  3 large  industries  in  town  employing  a 
total  of  2100.  Town  of  3500  economically  un- 
surpassed in  all  aspects  located  in  beautiful 
NE  Minnesota’s  Superior  National  Forest. 
Large  unopposed  clinic  fully  equipped  in  all 
aspects.  Staff  consists  of  4 X-ray  techs,  1 lab 
tech,  1 RN,  and  3 secretaries.  Good  housing 
for  rent  or  purchase.  Equal  vacation  (6 
wks)  and  rotating  night  and  weekend  call. 
Fifteen  minutes  from  modern  hospital  with 
radiology  and  pathology  consultation.  Excel- 
lent school  system  and  most  churches  repre- 
sented. Unexcelled  hunting-fishing-golfing- 
camping-boating-skiing-fi’esh  air.  All  replies 
confidential.  Call  after  6 p.m.  or  write  with 
particulars  and  resume  of  background.  T.  C. 
Leach,  MD,  Babbitt,  Minnesota  55706.  (218)- 

827-6830. 
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HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF  | 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION  j 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor"  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even  | 

when  massive  doses  (25  tablets  per  day) 
were  administered.  ' 

■ Supplied  in  bottles  of  twenty-five  3,000  i 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 


Tobacco  in  Cardiovascular  Disease  — J.  Har- 
kavy  (1165  Park  Ave,  New  York).  Ann 
Allergy  26:447-459  (Aug)  1968. 

Evidence  shows  that  denicotinized  tobacco 
extract  is  both  intigenic  and  allergenic.  An- 
tigenicity was  demonstrated  by  the  Schulz- 
Dale  reaction  in  the  intestinal  segments  of 
tobacco-sensitized  rats  and  in  myocardial 
and  coronary  lesions  in  rabbits  immunized 
with  denicotinized  tobacco.  Allergenicity  was 
indicated  by  the  presence  of  positive  skin 
reaction  to  tobacco  in  atopic  and  nonatopic 
smokers  with  symptoms  in  the  heart  and 
blood  vessels,  associated  with  the  presence 
of  reagins  and  perivasular  eosinophilia  in  bi- 
opsies of  positive  skin  reactions  to  tobacco. 


Trial  of  Methysergide  in  Mania  — L.  Has- 
kovec  and  K.  Soucek  (Psychiatric  Clinic, 
Charles  University,  Prague) . Nature 
(London)  219:567-508  (Aug  3)  1968. 

Ten  in-patients  with  typical  manic  attacks 
were  studied.  Seven  showed  very  good,  and 
one  good  improvement;  one  remained  sta- 
tionary and  one  deteriorated.  The  effects 
of  methysergide  were  evident  after  24 
hours  and  well  marked  after  48  hours.  The 
results  establish  that  methysergide  is  a spe- 
cific and  potent  anti-manic  agent.  This  con- 
firms Dewhurst’s  prediction  and  adds  fur- 
ther support  to  his  general  theory. 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double-spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (8%  by  11  in.)  white  paper.  Wide  margins 
(at  least  1^  in.  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  comer  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  "top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and.  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company,  Norfolk,  Nebr.  68701. 


TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN,TINETEST 

• (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25's. 


330-8/6135 
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to  run  reprints — 
write  us  for  prices 

NEWS  Printing  Company 

118  North  Fifth 
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Help  the  Needy! 


This  patient  may  appear  to  “have  everything’’  but,  like  so  many  people  getting  along 
in  years,  she  may  well  be  in  medically . Though  there  is  no  evidence  of  organic 

disease,  she  does  have  symptoms  (fatigue,  vague  aches  and  pains,  malaise)  that  may  be 
indicative  of — 

a need  to  maintain  anabolic  balance ...  to  counteract  declining  gonadal  hormone 
secretion  and  forestall  premature  degenerative  changes  related  to  estrogen  deficiency; 

a need  for  mood  elevation ...  to  impart  a gentle  emotional  uplift; 

a need  for  nutritional  supplementation ...  to  compensate  for  the  poor  eating  habits 
and  subsequent  dietary  insufficiency  of  so  many  older  people. 

For  these  needs,  consider  MEDIATRIC  for  your  next  “needy”  patient . . . medically. 


For  a hi^  index 
of confidence... 
Gantanof 

(sul^methoxazole) 

in  antibacterial 
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Artist's  rendition  of  E.  coli.  /Is  with 
most  strains  of  E.  coli,  these  have 
flagella  and  are  motile. 


kidney  function  tests  should  be 
performed.  Clinical  data  insuffi- 
cient on  prolonged  or  recurrent 
therapy  in  chronic  renal  diseases 
of  children  under  6 years. 
Precautions:  Occasional  failures 
may  occur  due  to  resistant  micro- 
organisms. Not  effective  in  virus 
and  rickettsial  infections.  Sul- 
fonamides not  recommended  for 
therapy  of  acute  infections  caused 
by  group  A beta-hemolytic  strepto- 
cocci. At  present,  penicillin  is  drug 
of  choice  in  acute  group  A beta- 
hemolytic  streptococcal  infections; 
although  Gantanol  has  produced 
favorable  bacteriologic  conversion 
rates  in  this  infection,  data  insuffi- 
cient on  long-term  follow-up  stud- 
ies as  to  its  effect  on  sequelae  of 
rheumatic  fever  or  acute  glomeru- 
lonephritis. If  other  treatment 
cannot  be  used  and  Gantanol  is 
employed  in  such  infections,  im- 
portant that  therapy  be  continued 
in  usual  recommended  dosage  for 
at  least  1 0 days.  Observe  usual  sul- 


fonamide therapy  precautions,  in- 
cluding adequate  fluid  intake.  Use 
with  caution  if  history  of  allergies 
and/or  asthma.  Follow  closely  pa- 
tients with  renal  impairment  since 
this  may  cause  excessive  drug  ac- 
cumulation. Need  for  indicated 
local  measures  or  surgery  not  ob- 
viated in  localized  infections. 
Adverse  Reactions:  Depending  up- 
on the  severity  of  the  reaction, 
may  withdraw  drug  in  event  of 
headache,  nausea,  vomiting,  urti- 
caria, diarrhea,  hepatitis,  pancre- 
atitis, blood  dyscrasias,  neurop- 
athy, drug  fever,  Stevens-Johnson 
syndrome,  skin  rash,  injection  of 
the  conjunctiva  and  sclera,  pete- 
chiae,  purpura,  hematuria  and 
crystalluria. 


Roche 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin’s  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 
or 

HISTO? 

(Histoplasmosis— ‘‘The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HISTOPLASMINJINE  TEST 

(Rosenthal) 

The  LEDERTINE’^’^  Applicator  with  the  Blue  Handle 
Precautions— Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  compounds). 


Ask  your  representative  for  details  or  write  Medical  Advisory  Dept., 
Lederle  Laboratories.  Pearl  River.  New  York  1096S.  406-8 


Gilmour-Danielson 
Drug  Company 

142  South  13th  Street 
Phone  432-1246 

1701  South  17th  Street 
Phone  423-2329 


- FREE  DELIVERY  - 


Prescriptions  . . . 

. . . Ethical  Service 

ESTABLISHED  1927 


Vagotomy  and  Acid  Secretion  in  Patients 
With  Gastric  Ulcer  — G.  R.  Giles,  M.  C. 
Mason,  and  C.  G.  Clark  (Univ  College 
Hosp  Medical  School,  London).  Lancet  2: 
306-309  (Aug  10)  1968. 

The  effect  of  vagotomy  on  acid  secretion 
was  examined  in  patients  with  gastric  ulcer 
and  in  patients  with  combined  gastric  and 
duodenal  ulcers.  Healing  of  the  gastric  ulcer 
is  dependent  upon  complete  vagotomy  which 
achieves  its  effect  by  reducing  both  nervous 
and  hormonal  stimulation  of  the  parietal 
cells. 


Gravity  Gastric  Cooling  Device  for  Massive 
Upper  Gastrointestinal  Hemorrhage,  Em- 
ploying Water,  Ice,  and  an  Impeller  Pump 

— A.  J.  Lande  et  a (Univ  of  Minnesota 
Medical  School,  Minneapolis).  Surgery 
64:706-709  (Oct)  1968. 

The  functional  safety  and  efficiency  of 
the  gravity  perfusion  system  employing  ice 
and  water  as  the  refrigerant  has  been  es- 
tablished in  a two-year  period  of  develop- 
ment. A clinical  trial  with  11  patients  with 
massive  gastric  hemorrhage  suggests  that 
this  system  will  be  valuable  and  convenient 
in  the  management  of  this  kind  of  patient. 


“Oh,  sure!  You  can  prescribe  trips  to  Flor- 
ida and  ocean  voyages  for  all  your  silly, 
neurotic  patients,  but  when  it  comes  to  your 
very  own  wife  . . . .” 
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" TEPANIL  —the  right  start  in 

support  of  the  weight-control 
program  you  recommend.  It 
reduces  the  appetite.  Doesn’t  kill  it. 
Weight  loss  is  significant— gradual— yet  there  is  a relatively 
low  incidence  of  CNS  stimulation.  Because  TEPANIL  works 
on  the  appetite,  not  on  the  ''nerves.'" 

Contraindications:  Contraindicated  concurrently  with  MAO  inhibitors,  in  patients  hypersensitive 
to  diethylpropion  hydrochloride,  and  in  emotionally  unstable  patients  known  to  be  susceptible  to 
drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  great  caution  when  prescribing 
for  patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Should  not  be  used  during 
the  first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 

Side  Effects:  While  rarely  causing  therapy  to  be  withdrawn,  side  effects  may  occur  occasionally; 
CNS  effects  (such  as  insomnia,  nervousness,  jitteriness),  dryness  of  mouth,  thirst,  nausea,-  ab- 
dominal distress,  constipation,  headache,  allergic  response  including  urticaria  or  other  dermatitis; 
rarely  associated  with  tachycardia,  cardiac  arrhythmia  or  ECG  changes. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet  daily,  swal- 
lowed whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three  times  daily,  one 
hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in  midevening  to  overcome 
night  hunger. 

Use  in  children  under  12  years  of  age  is  not  recommerided. 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA.  PENNSYLVANIA  19144 


Tepanil  Ten-tdb 

(diethylpropion  hydrochloride) 
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Prevention  of  Executive  Obsolescence  — A. 

Ochsner  (Ochsner  Clinic,  New  Orleans).  J 

Amer  Geriat  Soc  16:1077-1082  (Oct)  1968. 

Executive  obsolescence  and  premature 
senility  can  be  controlled  to  a great  extent 
by  avoiding  factors  which  accelerate  the 
aging  process.  Prophylactic  measures  in- 
due exercise  such  as  walking,  with  or  with- 
out jogging,  to  the  point  of  tolerance,  avoid- 
ance of  sedentary  occupations,  walking  up 
and  down  stairs  instead  of  using  an  elevator, 
prevention  of  boesity  or  reduction  of  over- 
weight, and  abstinence  from  tobacco  smok- 
ing. 


Symptoms  of  Carcinoma  of  Colon  and  Rec- 
tum — N.  Keddie  (52  Nelson  St,  Man- 
chester, England)  and  A.  Hargreaves. 
Lancet  2:749-750  (Oct  5)  1968. 

Among  254  patients  with  carcinomas  of 
the  colon  and  rectum,  the  classic  symptoms 
were  uncommon  and  the  duration  of  symp- 
toms was  not  related  to  prognosis.  Abdom- 
inal pain  varied  in  site  and  nature  and  was 
sometimes  characteristic  of  upper  gastro- 
intestinal disease.  Pain  associated  with  rec- 
tal carcinoma  did  not  necessarily  indicate  ad- 
vanced disease.  Systemic  symptoms  were 
common. 


“Nurse,  fetch  me  my  stethoscope  . . . it’s  in 
the  refrigerator!” 
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Mortality  From  Myocardial  Infarction  Be- 
fore and  After  Establishment  of  Coronary 
Care  Unit  — I.  D.  Fagin  and  R.  Rajagopal 
(Mount  Carmel  Mercy  Hosp,  Detroit).  J 
Amer  Geriat  Soc  16:908-918  (Aug)  1968. 

In  a study  of  657  patients,  a retrospective 
comparison  was  made  of  the  mortality  rates 
for  myocardial  infarction  during  respective 
one-year  periods,  before  and  after  the  estab- 
lishment of  a coronary  care  unit  in  the  hos- 
pital. No  significant  changes  were  observed. 
The  mortality  rates  for  patients  with  myo- 
cardial infarction  admitted  to  the  coronary 
care  unit  for  the  initial  portion  of  their  hos- 
pital stay  did  not  differ  significantly  from 
those  for  patients  admitted  directly  to  the 
general  medical  service  during  the  same 
year.  The  higher  salvage  rate  of  cardiac- 
arrest  patients  in  the  coronary  care  unit 
justifies  the  establishment  of  these  special 
units. 


Physicians'  Classified 

Advertisements  in  this  column  are  at  a rate  of  ten 
cents  per  word  with  a minimum  of  $4.00  per  insertion. 
Copy  must  be  received  by  the  fifth  of  the  month  pre- 
ceding date  of  publication  and  should  not  exceed  50 
words.  Advertisements  from  members  of  the  Ne- 
braska State  Medical  Association  will  be  accepted 
without  charere  for  one  issue.  Each  advertisement 
will  be  taken  out  following:  its  first  appearance  unless 
otherwise  instructed.  Where  numbers  follow  adver- 
tisements. replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building, 
Lincoln.  Nebraska  68508. 


NEEDED  — Two  physicians  needed  in  the 
progressive  community  of  Arapahoe,  popu- 
lation 1,200.  Facilities  available  or  we  will 
build  to  suit.  Contact:  R.  A.  Pentz,  D.D.S., 
407  Nebraska  Avenue,  Arapahoe,  Nebraska. 


PHYSICIAN  WANTED  — $60,000  gross  in- 
come. Refer  surgery  and  O.B.  $70,000  Clinic 
building  fully  equipped.  No  investment  neces- 
sary. Illness  makes  retirement  imperative. 
Practice  well  established.  Call  collect:  Walter 
E.  Goehiing,  M.D.,  Blair,  Nebraska,  402-426- 
4131  office;  402-426-2139  residence. 

TWO  YOUNG  GENERAL  PRACTITION- 
ERS WANTED  — Salary  first  year,  then  per- 
centage leading  to  three  way  partnership. 
New  three  man  clinic,  43  bed  hospital  across 
the  street,  new  70  bed  nursing  home  in  central 
Nebraska  town  of  2500.  Excellent  schools 
and  recreational  facilities.  Housing  available 
in  June.  Wanted  June  15  to  July  1.  Write 
Box  83,  Nebraska  State  Medical  Journal,  1315 
Sharp  Building,  Lincoln,  Nebraska  68508. 


Vinblastine  in  Treatment  of  Advanced 
Hodgkin’s  Disease  — W.  D.  Sohier,  Jr. 
(Massachusetts  General  Hosp,  Boston), 
R.  I.  L.  Wong,  and  A.  C.  Aisenberg.  Can- 
cer 21 :467-472  (Aug)  1968. 

In  35  cases  of  advanced  Hodgkin’s  disease 
(stage  III  B to  IV  B)  of  whom  33  were  no 
longer  responsive  to  the  alkylating  agents, 
vinblastine  produced  clinically  useful  remis- 
sions in  22  patients  (64%).  Complete  ob- 
jective responses  were  unusual,  but  one  third 
of  these  cases  experienced  partial  remissions 
of  more  than  one  year’s  duration  accom- 
panied by  marked  amelioration  of  symptoms. 
Serious  toxicity  was  not  encountered.  There 
was  no  relationship  between  vinblastine  re- 
sponse and  prior  response  to  the  alkylating 
agents.  Despite  the  disadvantage  of  being 
secondary  therapy,  vinblastine  appeared  su- 
perior to  the  alkylating  agents  in  the  quality 
and  length  of  remissions. 


CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebraska,  3 nursing  homes  in  town,  good 
territory.  Write  Box  8,  Beaver  City,  Nebraska. 

WANTED  — Two  general  practitioners  to 
join  two  general  practitioners  in  a large 
well-established  practice  of  over  30  years  in 
a town  with  population  of  800  and  covers 
large  rural  area  of  approximately  5,000.  Lo- 
cation is  50  miles  north  of  Minneapolis,  Minne- 
sota in  excellent  hunting  and  fishing  area 
with  golf,  bowling  and  other  recreation  also 
available.  Have  local  community  hospital, 
medicare  approved  and  equipped  for  general 
medicine  and  major  and  minor  surgery.  Sal- 
ai*y  negotiable,  partnership  available.  New 
clinic  planned.  For  references  contact  Dr. 
Gerald  Larson,  Cambridge,  Minnesota;  Dr. 
Richard  Varco,  Department  of  Surgery,  Uni- 
versity of  Minnesota;  Dr.  Dean  Rizer,  Intern- 
ist, Medical  Arts  Building,  Minneapolis,  Min- 
nesota; Dr.  Paul  Larson,  OB  Gyn,  Medical 
Arts  Building,  Minneapolis,  Minnesota.  If 
interested  send  application  and  references  to 
Braham  Clinic,  Attn:  Wm.  T.  Nygren,  M.D., 
Braham,  Minnesota  55006,  or  phone  area  code 
612-396-3355  between  hours  of  10-12  a.m.  or 
1-5  p.m.  Monday  through  Friday.  If  after 
hours  phone  612-396-2153.  May  call  collect. 
If  acceptable,  expenses  for  personal  interview 
will  be  allowed. 
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Effect  of  Oral  Contraceptives  on  Total-Body 
Potassium  — M.  A.  Flynn,  W.  Coffman, 
and  D.  Hall  (Univ  of  Missouri,  Columbia). 
Arch  Environ  Health  17:848-849  (Dec) 
1968. 

In  order  to  delineate  one  facet  of  the  ef- 
fects of  sjmthetic  progestogens  of  basic  in- 
tracellular and  extracellular  electrolyte  and 
fluid  distribution,  total-body  potassium  was 
calculated,  after  background  counts,  from 
the  average  of  three,  two-minute  counts  of 
gamma  emissions  of  naturally  occurring 
radioactive  by  whole-body  counting  of 
two  groups  of  women  of  childbearing  age. 
One  group  consisted  of  42  women  taking  a 
constant  dosage  of  several  combinations  of 
commercially  available  synthetic  steroids 
comprising  antifertility  agents,  over  a period 
of  nine  months  to  four  years.  A second 
group  of  39  women  were  not  taking  these 
drugs.  Results  showed  that  total  body  po- 
tassium was  the  same  in  each  group.  Body 
potassium  correlates  well  with  intracellular 
water,  which  appears  to  be  unaffected  by 
antifertility  agents. 


“Congratulations,  sir,  you’re  the  first  per- 
son I’ve  seen  all  morning  who  hasn’t  been  on 
Medicare!’’ 


ACHROMYCIN'  V 

TETRACYCLINE 

Contraindications:  Hypersensitivity 
to  tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower 
doses  are  indicated;  during  pro- 
longed therapy  consider  serum 
level  determinations.  Photody- 
namic reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treat- 
ment if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organ- 
isms may  overgrow;  treat  superin- 
fection appropriately.  Tetracycline 
may  form  a stable  calcium  com- 
plex in  bone-forming  tissue  and 
may  cause  dental  staining  during 
tooth  development  (last  half  of 
pregnancy,  neonatal  period,  in- 
fancy, early  childhood). 

Side  Effects:  Gastrointestinal- 
anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Sk/n— maculo- 
papular  and  erythematous  rashes; 
exfoliative  dermatitis;  photosensi- 
tivity; onycholysis,  nail  discolora- 
tion. k/c/ney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— 
urticaria,  angioneurotic  edema, 
anaphylaxis,  /nfracran/a/— bulging 
fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hy- 
poplasia. B/ood— anemia,  thrombo- 
cytopenic purpura,  neutropenia, 
eosinophilia.  /./Ver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medi- 
cation and  treat  appropriately. 


LEDERLE  LABORATORIES 
A Division  of 

American  Cyanamid  Company 
Pearl  River,  New  York  10965 

359-8 
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Lactinex 

TABLETS  & GRANULES 

■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


Lactinex  contains  both  Lactobacillus  acidophilus  and 
L.  bulgaricus  in  a standardized  viable  culture,  with  the 
naturally  occurring  metabohc  products  produced  by 
these  organisms. 

Lactinex  has  been  shown  to  be  useful  in  the  treat- 
ment of  gastrointestinal  disturbances,  and  for  relieving 
the  painful  oral  lesions  of  fever  bhsters  and  canker 
sores  of  herpetic  origin.^’^-^-^-^.e.^.s 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on 
request. 

HYNSON,  WESTCOTT  & DUNNING,  INC. 

Baltimore,  Maryland  21201 

(LX'QB) 
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Posterior  Subcapsular  Cataracts  Related  to 
Long-Term  Corticosteroid  Treatment  in 
Children  — M.  Bihari  and  B.  J.  Grossman 
65th  St  at  Lake  Michigan,  Chicago) . Amer 
J Dis  Child  116:604-608  (Dec)  1968. 

The  literature  on  the  occurrence  of  pos- 
terior subcapsular  cataracts  (PSC)  associat- 
ed with  long-term  corticosteroid  therapy  is 
reviewed  with  special  reference  to  the  re- 
ports of  this  complication  in  children. 
Thirteen  children  were  observed  to  develop 
PSC  while  on  long-term  corticosteroid  ther- 
apy for  a variety  of  chronic  diseases.  The 
PSC  which  developed  in  these  children  ap- 
pear to  be  related  to  the  dose  and  duration 
of  corticosteroid.  The  observation  of  this 
complication  in  children,  a population  in 
which  acquired  cataracts  is  small,  further 
strengthens  the  argument  in  favor  of  long- 
term corticosteroid  dose  as  an  etiological 
factor  in  the  development  of  PSC. 


Rehabilitation  of  the  Through  - Knee  Am- 
putee — P.  F.  Early  (158  Styal  Rd,  Gat- 

ley,  Cheshire,  England). 

Brit  Med  J 4:418-421  (Nov  16)  1968. 

Of  101  through-knee  amputees  (first  seen 
at  the  Manchester  limb-fitting  center  from 
1957  to  1965)  most  amputations  were  per- 
formed for  trauma  or  vascular  disease.  The 
time  from  amputation  to  measurement  for 
the  first  prosthesis  averaged  12  weeks  in 
cases  of  primary  healing,  and  21  weeks 
when  healing  was  delayed.  Of  the  total, 
83%  were  successfully  fitted  with  artificial 
limbs;  10%  failed  to  use  either  a limb  or  a 
pylon.  Three  fourths  of  those  with  outdoor 
mobility  returned  to  work.  Disarticulation  at 
the  knee  has  several  advantages  over  the 
above-knee  amputation,  especially  the  fact 
that  the  long  end-bearing  stump  facilitates 
balance  and  contiol  of  the  prosthesis.  Dis- 
advantages are  the  frequency  of  delayed 
healing  (36%),  lack  of  an  internal  knee 
mechanism  in  the  artificial  limb,  and  the 
bulky  appearance  of  the  limb.  Results  could 
be  improved  by  careful  selection  of  patients 
and  attention  to  operative  detail : stump 
bandaging  and  exercises,  earlier  attendance 
for  limb-fitting,  and  improvements  in  de- 
sign and  production  of  prostheses. 
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Ten- Year  Cervical  Smear  Screening  Pro- 
gram — C.  E.  Marshall  (200  15th  Ave  E, 
Seattle).  Lancet  2:1026-1029  (Nov  9), 
1968. 

Cervical  screening  was  carried  out  at  a 
large  medical  center  for  ten  years,  the  num- 
ber of  smears  examined  rising  to  over 
22,000/annum  in  the  latest  year.  The  true 
prevalence  rate  of  carcinoma  of  the  cervix 
in  a semiclosed  community  repeatedly 
screened  is  about  0.1%.  The  incidence  rate 
of  carcinoma  of  the  crevix  may  be  about 
0.03%  per  annum.  The  average  age  at  dis- 
covery of  carcinoma  in  situ  in  this  population 
frequently  screened  has  been  32  during  the 
past  three  years,  much  lower  than  formerly ; 
this  could  be  due  to  changing  social  condi- 
tions. The  usually  accepted  ten-year  inter- 
val between  in  situ  and  invasive  carcinoma 
may  be  invalid.  Fears  previously  held  that 
it  would  be  difficult  to  persuade  women  to 
attend  for  regular  smears  have  proved  to 
be  unfounded. 


Residual  Pulmonary  Findings  in  Clinical  Hya- 
line Membrane  Disease  — F.  M.  Shepard 
et  al  ( M.  Stahlman,  Vanderbilt  Hosp, 
Nashville,  Tenn).  New  Eng  J Med  279: 
1063-1070  (Nov  14)  1968. 

Seventy  infants  who  had  clinical  hyaline 
membrane  disease  as  neonates  were  followed 
from  two  to  five  years  with  repeated  physi- 
cal examinations  and  x-ray  films  of  the 
chest.  Nineteen  had  such  severe  symptoms 
that  they  required  mechanical  ventilatory 
assistance  for  periods  ranging  from  17  to 
116  hours.  During  the  follow-up  period  six 
of  the  19  had  radiological  evidence  sugges- 
tive of  pulmonary  fibrosis  or  overexpansion, 
or  both.  Only  two  had  clinical  evidence  of  fre- 
quent infections  and  expiratory  wheezing  that 
failed  to  respond  to  bronchodilator  therapy; 
lung  biopsies  in  these  two  infants  indicated 
patchy  areas  of  peribronchial  and  alveolar- 
fibrosis.  Subsequently,  both  showed  clinical 
improvement.  The  clinical,  radiological,  and 
pathological  squelae  that  occurred  in  these 
infants  surviving  clinical  hyaline  membrane 
disease  appear  to  result  from  the  reparative 
process  of  the  lung  to  the  perinatal  insult 
that  produces  the  original  disease. 


ACHROMYCIN*  V 


“Well,  since  you  broke  your  leg  falling  out 
of  a tree.  I’ve  decided  to  call  in  a tree  sur- 
geon.” 
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Valium®  (diazepam)  t.i.d.  and  h.s, 

B.A.  (cum  laude) . . .V.V.  (at  thirty-two) ...  symbols  that  illuminate  the 
quality  of  a life. . . the  satisfactions  of  achievement,  as  well  as  its 
price... the  pressures  and  stresses  that  can  often  create  cardiac 
manifestations  of  psychic  tension.  For  this  kind  of  patient— with  no 
demonstrable  pathology— consider  the  singular  benefits  of  Valiiun 
(diazepam). 

With  its  pronounced  calming  action,  Valium  can  relieve  psychic 
tension  promptly,  attenuating  its  somatic  signs  and  symptoms. 
Further,  Valium  is  distinctly  useful  when  somatic  and  depressive 
symptomatology  (secondary  to  psychic  tension)  coexist.  And  Valium 
is  generally  well  tolerated;  in  proper  maintenance  dosage,  it  seldom 
dulls  the  senses  or  interferes  with  functioning. 

When  psychic  tension-related  insomnia  appears,  an  h.s.  dose  added  to 
the  t.i.d.  schedule  helps  promote  sleep. 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity  caused  by 
upper  motor  neuron  disorders,  athetosis,  stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy) . 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children  under  6 months 
of  age.  Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increased  dosage  of  stemdard  anticonvulsant  medication;  abrupt  with- 
drawal may  be  associated  with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  have  occurred  following  abrupt  discontinuance.  Keep 
addiction-prone  individuals  under  careful  surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In  pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in  libido,  nau- 
sea, fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipation,  head- 
ache, incontinence,  changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spasticity,  insomnia,  rage,  sleep  distur- 
bances, stimulation,  have  been  reported;  should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice;  periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Valium*  (diazepam) 

2-mg,  5-mg,  10-mg  tablets  t.i.d.  or  q.i.d. 

to  help  relieve  psychic  tension 
and  its  somatic  symptoms 


HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  unrelated  diseases  as 
TB,  leukemia,  pneumonia  and  syphilis.  Use  the  blue 
Histoplasmin  LEDERTINE'^  Applicator  as  the  first  step 
in  differential  diagnosis  and  as  a routine  step  in  physical 
examinations  for  the  permanent  records  of  your  patients. 

HISTOPLASMIN,  TINE  TEST 

(Rosenthal) 

Precautions— Nonspecific  reactions  are  rare,  but  may  occur.  Vesi- 
culation,  ulceration  or  necrosis  may  occur  at  test  site  in  highly 
sensitive  persons.  The  test  should  be  used  with  caution  in  pa- 
tients known  to  be  allergic  to  acacia,  or  to  thimerosal  (or  other 
mercurial  compounds). 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Sudden  Death  in  Babies:  New  Observations 
in  Heart  — T.  N.  James  (Univ  of  Alabama 
Medical  Center,  Birmingham) . Amer  J 
Cardiol  22:479-506  (Oct)  1968. 

The  cardiac  conduction  system  in  babies 
dying  suddenly  and  unexpectedly  was 
studied.  Necropsy  provided  no  explanation. 
Forty  such  hearts  were  compared  with  16 
hearts  from  babies  of  the  same  age  range 
who  had  died  of  known  causes,  and  the 
hearts  from  five  stillbirths  at  term  and  one 
5-month  fetus.  An  unusual  histological  pro- 
cess involved  the  AV  node  and  His  bundle 
of  56  of  the  62  hearts,  including  all  the 
hearts  in  the  sudden  unexplained  deaths  as 
well  as  all  the  deaths  of  known  cause.  The 
hearts  of  the  stillbirths  and  the  fetus  did 
not  show  this  change,  nor  do  adult  human 
hearts.  This  histological  process  consisted 
of  a resorptive  degeneration  involving  the 
left  portion  of  the  His  bundle  and  the  left 
margin  of  the  AV  node.  There  was  no  as- 
sociated inflammation  or  significant  hemor- 
rhage. There  was  focal  degeneration  of  con- 
duction tissue  cells  which  were  being  re- 
moved by  macrophages  and  replaced  with 
collagen  by  young  fibroblasts. 


Auscultation  of  Fetal  Heart  Rate  — E.  Day, 
L.  Maddern,  and  C.  Wood  (Queen  Vic- 
toria Hosp,  Lonsdale  St,  Melbourne). 
Brit  Med  J 4:422-423  (Nov  16)  1968. 

The  error  of  auscultation  of  fetal  heart 
rate  was  assessed  by  comparison  to  moni- 
tored fetal  heart  rate  recorded  electronical- 
ly, using  an  electrode  applied  to  the  fetal 
scalp  to  detect  the  fetal  ECG.  Auscultation 
of  the  fetal  heart  rate  was  shown  to  be  sub- 
ject to  three  types  of  error:  a random  er- 
ror where  20%  of  observations  were  inac- 
curate by  more  than  15  beats/minute,  a 
biased  error  whereby  high  or  low  fetal  heart 
rate  tends  to  be  counted  in  the  normal 
range,  and  an  error  based  on  the  inability 
to  count  the  heart  rate  during  contractions. 
In  spite  of  these  limitations,  a clinically  ob- 
served fetal  heart  rate  of  more  than  160 
beats /minute  was  demonstrated  to  be  as- 
sociated with  significantly  lower  Apgar 
score  of  babies  at  birth.  Clinical  ausculta- 
tion of  fetal  heart  rate  can  be  improved. 
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Azo  for  the  pain 
Gantanol" 

(sulfamethoxazole) 

for  the  pathogens 

Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Urinary  tract  infections 
with  associated  pain  or  discomfort 
when  due  to  susceptible  organisms; 
prophylactically  in  urologic  surgery, 
catheterization  and  instrumentation. 
Contraindicated  in  sulfonamide-sen- 
sitive patients,  pregnant  females  at 
term,  premature  infants,  newborn  in- 
fants during  the  first  three  months  of 
life,  glomerular  nephritis,  severe  hep- 
atitis, uremia  and  pyelonephritis  of 
pregnancy  with  gastrointestinal  dis- 
turbances. 

Warnings:  Use  only  after  critical  ap- 
praisal in  patients  with  liver  damage, 
renal  damage,  urinary  obstruction  or 
blood  dyscrasias.  If  toxic  or  hypersen- 
sitivity reactions  or  blood  dyscrasias 
occur,  discontinue  therapy.  In  closely 
intermittent  or  prolonged  therapy, 
blood  counts  and  liver  and  kidney 
function  tests  should  be  performed. 
Precautions:  Observe  usual  sulfona- 
mide therapy  precautions  including 
maintenance  of  an  adequate  fluid  in- 
take. Use  with  caution  in  patients  with 
histories  of  allergies  and/or  asthma. 
Patients  with  impaired  renal  function 
should  be  followed  closely  since  renal 
impairment  may  cause  excessive  drug 
accumulation.  Occasional  failures 
may  occur  due  to  resistant  microorga- 
nisms. Not  effective  in  virus  and  rick- 
ettsial infections. 

Adverse  Reactions:  Headache,  nau- 
sea, vomiting,  urticaria,  diarrhea,  hep- 
atitis, pancreatitis,  blood  dyscrasias, 
neuropathy,  drug  fever,  skin  rash, 
Stevens-Johnson  syndrome,  injection 
of  the  conjunctiva  and  sclera,  pete- 
chiae,  purpura,  hematuria  or  crystal- 
luria  may  occur,  in  which  case  the 
dosage  should  be  decreased  or  the 
drug  withdrawn. 

Dosage:  Adults  — 4 tablets  initially, 
then  2 tablets  morning  and  evening. 
How  Supplied:  Tablets,  bottles  of  50. 


Roche 
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Operative  Culdoscopy  — M.  J.  Clyman  (973 

Park  Ave,  New  York).  Obstet  Gynec  32: 

840-845  (Dec)  1968. 

Therapeutic  aspects  at  the  time  of  culdo- 
scopy  are  presented.  New  instruments  are 
described  which  were  devised  for  this  pur- 
pose and  allow  one  to  lyse  pelvic  adhesions, 
take  ovarian  biopsies,  do  tubal  ligation,  per- 
form wedge  resection  of  the  ovaries,  open 
ends  of  fallopian  tubes,  remove  ectopic  preg- 
nancies, etc.  A new  retractor  allows  good 
vaginal  exposure.  The  procedure  is  per- 
formed with  good  analgesia  and  local  anes- 
thesia. The  risk  of  infection  by  this  tech- 
nique is  minimal.  Over  400  procedures  have 
been  performed  by  the  author  with  good  re- 
sults. It  obviates  the  need  for  many  lap- 
arotomies; the  hospital  stay  is  short. 


One- Year  Follow-Up  Study  of  Measles  Vac- 
cine Antibodies  — (Hong  Kong  Measles 
Vaccine  Committee,  Hong  Kong,  China). 
Med  J Aust  2:831-832  (Nov  9)  1968. 

Blood  samples  were  obtained  from  132 
(46.9%)  of  281  children  who  were  vaccinat- 
ed in  one  of  the  Child  Health  Centers.  A 
one-year  follow-up  study  of  measles  vaccine 
antibodies  demonstrated  that  the  antibody 
levels  remained  satisfactory  although  ap- 
proximately 20%  of  children  showed  a four- 
fold decline  when  compared  with  antibody 
levels  found  one  month  after  vaccination. 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double-spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (8%  by  11  in.)  white  paper.  Wide  margins 
(at  least  1%  in.  on  left)  should  be  left  free  of  typing. 

On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  comer  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 

shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  "top.”  Drawings  and  charts  intended  for 

cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Reprints  should  be  ordered  from  the  printer.  NEWS 

Printing  Company,  Norfolk,  Nebr.  68701. 
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Full  speed  ahead, 
Fred,  These  solid 
Cough  Calmers 
can  control  that 
cough  for  6 to 
8 hours. 


Cotta  make  a 
pit  stop  to  take 
my  cough  syrup. 


Ci'i'j  ti  Calmeis 


Each  Cough  Calmer^”  contains  the  same  active  ingredients 
as  a half-teaspoonlul  of  Robitussin-DM®;  Glyceryl  guaiaco- 
late,  SO  mg  , Dextromethorphan  hydrobromide,  7.5  mg. 
A H Robins  Company,  Richmond,  Virginia  23220 
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“Isn’t  that  the  Blue  Cross  premium  you  were 
supposed  to  mail  three  weeks  ago?” 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Leroy 

Lee.  Omaha.  Counties : Douglas. 
Sarpy. 

Second  District:  Councilor:  John 

T.  McGreer,  Jr.,  Lincoln.  Coun* 
ties : Lancaster.  Otoe.  Cass. 

Third  District:  Councilor:  Wm. 

Glenn.  Falls  City.  Counties : 
Gage.  Johnson,  Nemaha,  Pawnee. 
Richardson. 

Fourth  District:  Councilor:  Robert 
Benthack,  Wayne.  Counties : 
Knox,  Cedar,  Dixon.  Dakota. 
Antelope.  Pierce.  Thurston.  Mad- 
ison, Stanton.  Cuming,  Wayne. 

Fifth  District:  Councilor:  H.  D. 

Kuper,  Columbus.  Counties : Burt, 
Washington,  Dodge,  Platte,  Col- 
fax, Boone.  Nance,  Merrick. 

Sixth  District:  Councilor:  Houtz 

Steenburg,  Aurora.  Counties: 
Saunders,  Butler,  Polk,  Seward, 
York,  Hamilton. 

Seventh  District:  Councilor:  C.  F. 
Ashby,  Geneva.  Counties : Saline, 
Clay.  Fillmore,  Nuckolls,  Thayer, 
Jefferson. 

Eighth  District:  Councilor:  Robert 
Waters,  O’Neill.  Counties : Cher- 
ry, Keyapaha.  Brown,  Rock,  Holt. 
Sheridan,  Boyd. 

Ninth  District:  Councilor:  H.  V. 

Smith.  Kearney.  Counties : Hall, 
Custer,  Valley,  Greeley,  Sher- 
man, Howard,  Dawson,  Buffalo, 
Grant,  Hooker,  Thomas,  Blaine, 
Wheeler,  Loup,  Garfield. 

Tenth  District : Councilor : Charles 

W.  Landgraf,  Jr.,  Hastings. 
Counties : Gosper,  Phelps,  Adams, 
Furnas,  Harlan.  Webster.  Kear- 
ney, Red  Willow,  Chase,  Frontier, 
Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  Bruce 
F.  Claussen.  North  Platte.  Coun- 
ties: Lincoln.  Perkins,  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  A.  J. 

Alderman,  Chadron.  Counties : 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne,  Sioux, 
Dawes. 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 

COMPONENT  COUNTY  SOCIETIES 

COUNTY  PRESIDENT  SECRETARY 

Adams L.  S.  McNeill,  Hastings Frank  Kamm,  Blue  Hill 

Boone Roy  J.  Smith Wm.  Reardon,  St.  Edward 

Box  Butte D.  D.  Shannon,  Alliance F.  P.  Sucgang,  Alliance 

Buffalo John  McCammond,  Kearney .John  H.  Bancroft,  Kearney 

Burt L.  E.  Sauer,  Tekamah Isaiah  Lukens,  Tekamah 

Butler Wm.  C.  Niehaus,  David  City Lawrence  Rudolph,  David  City 

Cass Richard  Brendel,  Plattsmouth H.  W.  Worthman,  Louisville 

Cheyenne-Kimhall-Deuel L.  S.  O’Holleran,  Sidney W.  C.  Barr,  Chappell 

Clay H.  V.  Nuss,  Sutton 

Cuming Eugene  Sucha.  West  Point Roger  Dilley,  Wisner 

Custer Clyde  Wilcox,  Ansley Thomas  Lucas,  Broken  Bow 

Dawson John  C.  Finegan.  Lexington Wayne  Weston,  Lexington 

Dodge H.  F,  Yost,  Fremont W.  B.  Eaton,  Fremont 

Fillmore C.  F.  Ashby,  Geneva 

Five  County Charles  J.  Muffly,  Pender John  Keovvn,  Pender 

Four  County M.  E.  Markley,  Ord Paul  Martin,  Ord 

Gage John  Chapp,  Beatrice P.  C.  Gillespie,  Beatrice 

Garden-Keith-Perkins Robert  Taylor,  Ogallala H.  W.  Rounsborg,  Oshkosh 

Hall P.  T.  Sloss,  Grand  Island Barton  Urbauer,  Grand  Island 

Hamilton J.  M.  Woodard,  Aurora E.  A.  Steenburg,  Aurora 

Holt  & Northwest William  F.  Becker,  Lynch R.  Murphy,  Ainsworth 

Howard E,  Howard  Reeves,  Scotia E.  C.  Hanisch,  St.  Paul 

Jefferson G.  O.  Johnson,  Fairbury Frank  Falloon,  Fairbury 

Knox R.  L.  Tollefson,  Wausa D.  J.  Nagengast,  Bloomfield 

Lancaster Ma.vnard  A.  Wood,  Lincoln Wm.  F.  Nye.  Lincoln 

Lincoln C.  E.  Sturdevant,  North  Platte John  Ford,  North  Platte 

Madison R.  E.  Klaas,  Norfolk Francis  Martin,  Norfolk 

Northwest R.  L.  Hook,  Rushville L.  H.  Hoevet,  Chadron 

Nuckolls Robert  Howe,  Nelson T.  C.  Kiekhaefer,  Superior 

Omaha-Douglas John  D.  Coe.  Omaha Donald  J.  Pavelka,  Omaha 

Otoe A.  H.  Bonebrake.  Nebr.  City W.  C.  Kenner,  Nebraska  City 

Phelps Robert  Best.  Holdrege Ralph  Nicholson,  Holdrege 

Pierce  - Antelope A.  E.  Mailliard,  Osmond W.  I.  Devers.  Pierce 

Platte C.  D.  Heine.  Columbus A.  H.  Liebentritt.  Columbus 

Saline V.  Franklin  Colon,  Friend Lyle  Nelson,  Crete 

Saunders Stephen  E.  Wallace.  Wahoo John  E.  Hansen.  Wahoo 

Scotts  Bluff Calvin  M.  Oba.  Scottsbluff John  H.  Floyd.  Scottsbluff 

Seward Robert  Herpolsheimer,  Seward.  Roger  Meyer.  Utica 

S.E.  Nebr H.  C.  Stewart,  Pawnee  City Marvin  E.  Holsclaw,  Auburn 

S.W.  Nebr. George  A.  Harris,  Cambridge F.  W.  Karrer,  McCook 

Thayer F.  A.  Mountford,  Davenport R.  F.  Decker,  Byron 

Washington W.  E.  Goehring,  Blair K.  C.  Bagby,  Blair 

York J.  S.  Bell,  York B.  N.  Greenberg,  York 


42-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


Peritoneal  Dialysis  in  Treatment  of  Acute 
Pancreatitis  — H.  Bolooki  (Univ  of  Miami 
School  of  Medicine,  Miami,  Fla)  and  M.  L. 
Gliedman.  Surgery  64:466-471  (Aug) 
1968. 

Peritoneal  dialysis  was  used  in  the  treat- 
ment of  five  patients  with  acute  pancreatitis. 
Conventional  methods  of  therapy  had  not 
been  effective  in  changing  the  course  of 
their  disease.  In  most  of  the  patients  a 
dramatic  improvement  was  noted  after  peri- 
toneal dialysis.  There  was  regression  of  the 
psychological  manifestations,  disappearance 
of  abdominal  pain,  and  restoration  of  intest- 
inal motility  and  bowel  function.  Further 
plasma  or  blood  transfusions  were  not  need- 
ed, and  a remarkably  short  course  followed 
the  discontinuation  of  the  peritoneal  di- 
alysis. 


Anesthesia  in  Acoustic  Neuroma  Surgery — 
S.  Whitehouse  (113  S Alvarado,  Los  An- 
geles. Arch  Otolaryng  88:628-630  (Dec) 
1968. 

In  general  anesthesia  for  acoustic  neuroma 
surgery,  maintenance  of  a light  plane  of 
anesthesia  helps  prompt  detection  of  vital 
sign  changes,  associated  with  removal  of 
the  tumor  from  the  brain  stem,  promptly. 


“I  can  honestly  say  it  hurt  me  more  than  it 
did  him.” 


TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu- 
lin testing  with  the  white  LEDERTINE^'^  Applicator 
a routine  part  of  your  physical  examinations? 

TUBERCULIN 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 

Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 
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A Division  of  American  Cyanamid  Company,  Pearl  River,  N.Y. 
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NEEDED  — Two  physicians  needed  in  the 
progressive  community  of  Arapahoe,  popu- 
lation 1,200.  Facilities  available  or  we  will 
build  to  suit.  Contact:  R.  A.  Pentz,  D.D.S., 
407  Nebraska  Avenue,  Arapahoe,  Nebraska. 


CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebraska,  3 nursing  homes  in  town,  good 
territory.  Write  Box  8,  Beaver  City,  Nebraska. 


OPPORTUNITY  to  develop  group  practice 
in  busiest  para-urban  community  in  Kansas. 
New  office  building  — hospital  20  blocks 
away.  Surgeon  and  experienced  GP  already 
busy.  Unlimited  opportunity  for  additional 
physicians  in  all  areas  of  practice.  Contact: 
Donald  J.  Smith,  M.D.,  8600  West  95th, 

Overland  Park,  Kansas  66212. 


WANTED:  GENERAL  PRACTITIONER. 

Have  accepted  position  on  the  Arch-Bishop 
Bergen  Mercy  Hospital  staff.  Will  leave 
practice  at  Oakland,  Nebr.,  May  1st.  Forty 
Bed  Hospital  and  office  Main  Street  space  of 
five  examining  rooms  equipped  available.  Call 
collect  Oakland,  Nebr.,  685-5454. 


WANTED  TO  BUY  — Used  office  furni- 
ture and  equipment.  Richard  C.  Hanisch, 
M.D.,  P.  0.  Box  236,  St.  Paul,  Nebraska.  Tele- 
phone: 308-754-4751  or  308-754-4045. 
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BSP®  disposable  unit 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


BROMSULPHALEIN® 
IN  A COMPLETE, 
STERILE, 
DISPOSABLE, 

& ECONOMICAL 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  nov\/  packaged  in  a 
complete  individual  patient-unit 

The  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  dosage  schedule 
imprinted  on  the  barrel,  a sterile  needle, 
alcohol  swab  and  a 7.5  ml.  or  10  ml.  size 
ampule  of  terminally  sterilized  BSP 
solution.  Each  unit  contains  complete 
directions  for  use,  precautions  and 
contraindications. 


PATIENT-UNIT. 


This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor  — the  most 
costly  commodities. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 


to  the  brain 


ARLlDlfsl 

, ww^-.  DECREASES 
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HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  unrelated  diseases  as 
TB,  leukemia,  pneumonia  and  syphilis.  Use  the  blue 
Histoplasmin  LEDERTINE^”  Applicator  as  the  first  step 
in  differential  diagnosis  and  as  a routine  step  in  physical 
examinations  for  the  permanent  recordsof  your  patients. 

HISTOPLASMIN,  TINE  TEST 

(Rosenthal) 

Precautions— Nonspecific  reactions  are  rare,  but  may  occur.  Vesi- 
culation,  ulceration  or  necrosis  may  occur  at  test  site  in  highly 
sensitive  persons.  The  test  should  be  used  with  caution  in  pa- 
tients known  to  be  allergic  to  acacia,  or  to  thimerosal  (or  other 
mercurial  compounds). 

It^j^  LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company.  Pearl  River,  New  York 
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Factors  Affecting  Prognosis  in  Clinical 

Shock  — R.  F.  Wilson  and  R.  Krome  (1400 

Chrysler  Freeway,  Detroit).  Ann  Surg 

69:93-101  (Jan)  1969. 

The  outcomes  for  203  patients  admitted  to 
a shock  unit  were  correlated  with  the  state 
of  consciousness,  urine  output,  ventilatory 
difficulty,  liver  disease,  acid  - base  balance, 
and  age.  Anuria,  coma,  and  respiratory  dif- 
ficulty were  associated  with  such  a poor 
prognosis  that  they  were  called  lethal  signs. 
Patients  with  no  lethal  signs  were  graded 
as  stage  1 shock  and  those  with  all  three 
lethal  signs  were  graded  as  stage  4 shock. 
This  staging  was  done  without  consideration 
of  the  etiology  of  the  shock  or  the  therapy 
used.  Although  one  lethal  sign  did  not 
necessarily  indicate  a general  deterioration 
of  the  patients,  two  or  more  did.  Survival 
varied  from  29.5%  for  patients  in  stage  1 
to  3.3%  in  the  patients  in  stages  3 or  4. 
None  of  the  patients  with  liver  disease  sur- 
vived the  hospital  stay.  Survival  rates  were 
greatly  diminished  when  the  PCO2  was  over 
55  mm  Hg  and  the  standard  bicarbonate 
was  less  than  15  mEq/liter.  In  patients  with 
no  lethal  signs,  an  arterial  pH  of  7.30  or 
higher  had  a survival  rate  (34.8%)  over  six 
times  greater  than  patients  with  pH  7.29  or 
less  (5.6%).  The  survival  rate  in  seven  pa- 
tients less  than  20  years  of  age  (42.9%)  was 
far  superior  to  the  7.3%  found  in  patients 
70  years  of  age  or  older. 


Effect  of  Prednisone  on  Suiwival  of  Patients 
With  Cirrhosis  of  the  Liver  — Copen- 
hagen Study  Group  for  Liver  Diseases  (N. 
Tygstrup,  Medical  Dept  A,  Rigshospitalet, 
Blegdamsvej,  Copenhagen).  Lancet  1: 
119-121  (Jan  18)  1969. 

The  survival  of  169  prednisone-treated  pa- 
tients with  cirrhosis  was  compared  with  that 
of  165  control  patients.  The  death  rates 
were  the  same  in  both  groups,  but  among 
female  patients  without  ascites,  the  death 
rate  of  the  prednisone-treated  patients  was 
significantly  decreased.  In  patients  with 
ascites,  prednisone  seemed  to  increase  the 
death  rate. 
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Studies  on  Clot-Promoting  Effect  of  Skin  — 

D.  Ogston,  C.  M.  Ogston,  and  0.  D.  Rat- 
noff  (Case  Western  Reserve  Univ  School 
of  Medicine,  Cleveland).  J Lab  Clin  Med 
73:70-77  (Jan)  1969. 

Contact  with  human  skin  accelerated  the 
clotting  time  of  human  plasma  and  whole 
blood.  This  activity  was  greatest  in  areas 
rich  in  sebaceous  secretion  and  was  reduced 
by  prior  cleansing  of  the  skin  with  alcohol. 
The  activity  was  diminished  if  the  plasma 
was  deficient  in  Hageman  factor. 

Accommodation  During  General  Anesthesia 
— P.  G.  Burch  (Dept  of  Ophthalmology, 
Naval  Hosp,  National  Naval  Medical  Cen- 
ter, Bethesda,  Md).  Arch  Ophthal  81: 
202-206  (Feb)  1969. 

In  order  to  determine  whether  accommo- 
dation occurs  during  general  anesthesia, 
retinoscopy  was  performed  on  anesthetized 
patients  before  and  after  cycloplegia.  Ac- 
commodation averaging  2.81  diopters  was 


shown  with  cycloplegia  by  tropicamide  and 
1.89  diopters  with  cycloplegia  by  cyclopen- 
tolate  hydrochloride.  Patients  not  receiv- 
ing a cycloplegic  drug  showed  a partial  loss 
of  this  accommodation  during  prolonged 
anesthesia. 

Prognosis  of  General  Paresis  After  Treat- 
ment — E.  Wilner  and  J.  A.  Brody  (Na- 
tional Institute  of  Neurological  Diseases 
and  Blindness,  Bethesda,  Md).  Lancet  2: 
1370-1371  (Dec  28)  1968. 

A follow-up  of  100  patients  with  general 
paresis  who  had  survived  at  least  ten  years 
after  initial  treatment  revealed  that  at  least 
31%  had  had  new  signs  of  neurological  dis- 
ease subsequent  to  treatment.  In  64  patients 
who  received  penicillin  therapy,  either  alone 
or  in  combination  with  other  therapy,  39% 
had  new  neurological  signs.  These  rates 
are  far  in  excess  of  those  which  would  be 
expected  by  chance  and  are  higher  than 
those  previously  reported  where  duration  of 
follow-up  was  much  shorter. 
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Help  the  Needy! 


This  patient  may  appear  to  “have  everything’’  but,  like  so  many  people  getting  along 
in  years,  she  may  well  be  in  medically . Though  there  is  no  evidence  of  organic 

disease,  she  does  have  symptoms  (fatigue,  vague  aches  and  pains,  malaise)  that  may  be 
indicative  of — 

a need  to  maintain  anabolic  balance ...  to  counteract  declining  gonadal  hormone 
secretion  and  forestall  premature  degenerative  changes  related  to  estrogen  deficiency; 

a need  for  mood  elevation ...  to  impart  a gentle  emotional  uplift; 

a need  for  nutritional  supplementation ...  to  compensate  for  the  poor  eating  habits 
and  subsequent  dietary  insufficiency  of  so  many  older  people. 

For  these  needs,  consider  MEDIATRIC  for  your  next  “needy”  patient . . . medically. 


Oral  Contraception  Started  Early  in  the  Puer- 
perium  — R.  Frank,  W.  M.  Alpern,  and  D. 
E.  Eshbaugh  (Michael  Reese  Hosp,  Chi- 
cago). Amer  J Obstet  Gynec  103:112-120 
(Jan  1)  1969. 

A series  of  70  postpartum  patients  was 
studied  for  1,223  cycles  while  on  ethynodiol 
diacetate  and  mestranol  (Ovulen).  These 
patients  tolerated  the  drug  as  well  as  those 
who  had  not  delivered  recently.  Endo- 
metrial studies  showed  microscopic  evi- 
dence of  prolonged  presence  of  hemosiderin 
and  inflammatory  cell  elements  from  the 
pregnant  state.  Gross  involution  of  the 
pelvic  organs  appeared  normal,  however.  Up- 
on cessation  of  the  medication,  normal  endo- 
metrium and  ovulatory  phenomena  reap- 
peared. 


Surgical  vs  Conservative  Treatment  of 
Meniscus  Injuries  — H.  Pelzl  and  F.  L. 
Rueff  (Surgical  Clinic  of  the  Univ, 
Munich).  Munchen  Med  Wschr  111:74- 
79  (Jan  10)  1969. 

The  majority  of  138  patients  with  menis- 
cus injuries  of  the  knee  were  operated  upon 
and  the  meniscus  removed.  Long-term  re- 
sults were  excellent.  Only  a few  selected 
patients  who  were  treated  conservatively 
recovered  well.  The  authors  prefer  surgical 
therapy  of  meniscal  injuries. 
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The  magnetism  and  the  grandeur  that  characterizes  New 
York  City  will  provide  a superb  setting  for  AMA’s  118th  Annual 
Convention  in  July.  Plan  to  attend  now  and  look  forward  to 
five  memorable  and  stimulating  convention  days  in  a city  of 
unlimited  excitement. 

Continue  your  postgraduate  education  with  a varied  program 
of  • four  General  Scientific  Meetings  on  Chronic  Pulmonary 
Insufficiency  and  Problems  of  Air  Pollution,  Human  Sexuality, 
Impact  of  Medical  Education  on  Patient  Care,  and  Physical 
Fitness  and  Aging  • 23  Section  Programs  • Color  Television 
• Medical  Motion  Pictures  • and  over  700  scientific  and  indus- 
trial exhibits.  The  nation’s  outstanding  medical  authorities  will 
lecture  and  discuss  the  significant  advances  in  today's  medicine. 

In  addition  the  AMA  TV  network  will  present  more  than  40 
hours  of  convention  programming. 

Reserve  now  for  the  Scientific  Awards  Dinner  in  honor  of 
the  Scientific  Award  Winners — Wednesday,  July  16,  1969.  Since 
space  is  limited,  we  suggest  you  make  your  reservations  before 
June  30,  1969.  Tickets  are  $10.00  each,  payable  in  advance. 

The  complete  scientific  program,  plus  forms  for  advance 
registration  and  hotel  accommodations,  will  be  featured  in 
JAMA,  May  26,  1969. 


NEW  YORK  CITY,  NEW  YORK  • JULY  13-17,  1969 
AMERICAN  MEDICAL  ASSOCIATION'S  118th  ANNUAL  CONVENTION 
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Continuous  Positive-Pressure  Breathing  in 
Adult  Respiratory  Distress  Syndrome  — 
D,  G.  Ashbaugh  et  al  (Univ  of  Colorado 
Medical  Center,  Denver),  J Thorac  Car- 
diov  Surg  57 :31-41  (Jan)  1969. 

Continuous  positive  - pressure  breathing 
(CPPB)  in  the  treatment  of  respiratory 
distress  syndrome  (RDS)  in  21  patients,  11 
to  67  years  of  age,  dramatically  improved 
their  survival.  CPPB  was  effective  in  main- 
taining alveolar  ventilation  in  alveolar  in- 
stability. It  also  reduced  edema  and  conges- 
tion associated  with  the  syndrome.  The  in- 
spired oxygen-arterial  PO2  difference  was 
helpful  in  following  the  course  of  the  dis- 
ease. Corticosteroids  in  treatment  of  RDS 
are  less  dramatic,  but  are  probably  valuable 
in  certain  clinical  situations  in  which  RDS 
follows  fat  embolism,  pancreatitis,  and  as- 
piration. Despite  the  effectiveness  of  CPPB 
in  maintaining  normal  oxygenation,  recovery 
depends  upon  a restoration  of  normal  anat- 
omy and  physiology  of  the  lung.  When  re- 
parative processes  lead  to  the  formation  of 
acute  pulmonary  fibrosis,  prognosis  is  poor. 


“But  what  will  we  say  when  he  asks  who 
referred  us?” 
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Contraception  With  the  Grafenberg  Ring  — 
A.  M.  Hill  (Melbourne).  Amer  J Obstet 
Gynec  103:200-212  (Jan  15)  1969. 

A report  is  made  of  33  years’  experience 
with  the  Grafenberg  ring,  involving  more 
than  5,000  woman-yeai’s  of  endometrial  ex- 
posure. Data  are  presented  showing  inci- 
dence of  pregnancy,  of  expulsion,  and  of  side 
effects.  There  is  absence  of  clinical  signs  of 
infection  or  the  development  of  malignancy, 
even  after  more  than  20  years  of  continuous 
retention  of  the  device.  The  Grafenberg 
ring  is  of  great  value  even  for  use  over 
long  periods  of  time. 


Aerophagia  — R.  S.  Rosnagle  (98  York  St, 

New  Haven,  Conn)  and  E.  Yanagisawa. 

Arch  Otolaryng  89:539-541  (March)  1969. 

Aerophagia,  a hazard  for  the  patient  fol- 
lowing tracheotomy,  is  not  always  recognized 
promptly.  The  cardinal  signs  of  abdominal 
distention,  persistent  swallowing  activity, 
and  refusal  of  feedings  are  often  ignored 
until  more  serious  manifestations  occur.  Pri- 
mary measures  to  control  the  problem  in- 
clude nasogastric  intubation  and  modifica- 
tion of  the  tracheotomy,  usually  by  reposi- 
tioning or  replacement  of  the  tracheotomy 
tube. 


TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn't  that  a good  reason  to  make  tubercu- 
lin testing  with  the  white  LEDERTINE^'^  Applicator 
a routine  part  of  your  physical  examinations? 


TUBERCULIN 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 

Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  N.Y. 
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Drug  Company 

142  South  13th  Street 
Phone  432-1246 

1701  South  17th  Street 
Phone  423-2329 


- FREE  DELIVERY  - 

Prescriptions  . . . 

. . . Ethical  Service 

ESTABLISHED  1927 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


31-A 


1b  help  avert 
chronicity 
in  acute  cystitis 


Although  it  may  coexist  with' 
chronic  pyelonephritis  or  prosta- 
titis, many  cases  of  chronic  cysti- 
tis may  result  from  incomplete 
treatment  of  a simple,  acute  cysti- 
tis. For  this  reason,  it  is  being 
increasingly  recommended  that 
appropriate  antibacterial  therapy 
in  full  dosage  be  maintained  for 
up  to  two  weeks  or  longer. 

Most  frequently,  the  dominant 
pathogen  is  gram-negative,  usu- 
ally E.  coli;  most  often,  you  will 
find  Gantanol®  (sulfamethox- 
azole) effective  against  E.  coli 
and  other  sensitive  organisms— 
gram-positive  and  gram-negative 
—commonly  seen  in  cystitis  and 
other  urinary  tract  infections. 
Wide  clinical  usage  of  Gantanol 
has  confirmed  the  efficacy  of  this 
wide-spectrum  antimicrobial 
agent  in  the  treatment  of  cystitis. 

The  rapidity  of  bacterial  mul- 
tiplication in  a favorable  urinary 
environment  is  well  known. 
Prompt  control  of  acute  bladder 
infection  is  therefore  essential 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Acute  and  chronic  urinary 
tract,  respiratory  and  soft  tissue  infec- 
tions due  to  susceptible  microorganisms; 
prophylactically  following  diagnostic  in- 
strumental procedures  on  genitourinary 
tract. 

Contraindicated  in  sulfonamide-sensitive 
patients,  pregnant  females  at  term,  pre- 
mature infants,  or  newborn  infants  dur- 
ing first  3 months  of  life. 

Warnings:  Use  only  after  critical  ap- 
praisal in  patients  with  liver  or  renal 
damage,  urinary  obstruction  or  blood 
dyscrasias.  Deaths  reported  from  hy- 
persensitivity reactions,  Stevens-Johnson 
syndrome,  agranulocytosis,  aplastic  ane- 
mia and  other  blood  dyscrasias.  In  closely 
intermittent  or  prolonged  therapy,  blood 
counts  and  liver  and  kidney  function  tests 
should  be  performed.  Clinical  data  insuf- 
ficient on  prolonged  or  recurrent  therapy 
in  chronic  renal  diseases  of  children  un- 
der 6 years. 

Precautions:  Occasional  failures  may  oc- 
cur due  to  resistant  microorganisms.  Not 
effective  in  virus  and  rickettsial  infec- 
tions. Sulfonamides  not  recommended 


not  only  to  reduce  the  patient’s 
discomfort  but  to  prevent  chron- 
icity  and  possible  ascending  in- 
fection. 

Gantanol  (sulfamethoxazole) 
provides  antibacterial  activity 
within  two  hours  of  the  initial  2- 
Gm  dose,  and  subsequent  1-Gm 
doses,  taken  morning  and  eve- 
ning, maintain  therapeutic  blood 
and  urine  levels  lasting  up  to  12 
hours.  Significant  symptomatic 
response  is  frequently  achieved 
within  24  to  48  hours  in  acute, 
uncomplicated  cystitis  and  other 
responsive  urinary  tract  infec- 
tions. In  addition,  Gantanol  is 
usually  well  tolerated.  Should 
prolonged  therapy  be  required, 
the  convenient  dosage  helps 

to  minimize  the  problem  of 
skipped  doses. 

Over  eight  years’  clinical  use 
has  thoroughly  demonstrated  the 
qualities  that  make  Gantanol  a 
good  choice  for  initial  therapy  of 
most  urinary  tract  infections,  in- 
cluding acute  cystitis. 


for  therapy  of  acute  infections  caused  by 
group  A beta-hemolytic  streptococci.  At 
present,  penicillin  is  drug  of  choice  in 
acute  group  A beta-hemolytic  streptococ- 
cal infections;  although  Gantanol  has 
produced  favorable  bacteriologic  conver- 
sion rates  in  this  infection,  data  insuffi- 
cient on  long-term  follow-up  studies  as  to 
its  effect  on  sequelae  of  rheumatic  fever 
or  acute  glomerulonephritis.  If  other 
treatment  cannot  be  used  and  Gantanol 
is  employed  in  such  infections,  important 
that  therapy  be  continued  in  usual  rec- 
ommended dosage  for  at  least  10  days. 
Observe  usual  sulfonamide  therapy  pre- 
cautions, including  adequate  fluid  intake. 
Use  with  caution  if  history  of  allergies 
and/or  asthma.  Follow  closely  patients 
with  renal  impairment  since  this  may 
cause  excessive  drug  accumulation.  Need 
for  indicated  local  measures  or  surgery 
not  obviated  in  localized  infections. 

Adverse  Reactions:  Depending  upon  the 
severity  of  the  reaction,  may  withdraw 
drug  in  event  of  headache,  nausea,  vomit- 
ing, urticaria,  diarrhea,  hepatitis,  pancre- 
atitis, blood  dyscrasias,  neuropathy,  drug 
fever,  Stevens-Johnson  syndrome,  skin 
rash,  injection  of  the  conjunctiva  and 
sclera,  petechiae,  purpura,  hematuria  and 
crystalluria.  I 


Gantanol’ 

(sulfamethoxazole) 

assures  rapid, 
sustained, 
antibacterial 
activity  with 
b.i.d.  dosage 


Gantanol’ B.I.D. 

(sulfamethoxazole) 
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Corticosteroids  in  Treatment  of  Acute  Viral 
Hepatitis  and  Its  Sequelae  — B.  Kommer- 
ell  and  G.  Schettler  (Medical  University 
Clinic,  69  Heidelberg,  West  Germany) . 
Munchen  Med  Wschr  111:180-185  (Jan 
24)  1969. 

Of  417  cases  of  hepatitis,  60.4% 
were  treated  with  corticosteroids  (54.7% 
were  patients  with  acute  viral  hepa- 
titis, 23.8%  had  chronic  hepatitis,  and  21.5% 
had  post-hepatic  cirrhosis).  Comparing  the 
steroid-treated  group  with  the  rest  of  the 
patients,  the  most  striking  difference  was 
a much  shorter  period  of  hospitalization  for 
those  who  received  steroids.  The  228  pa- 
tients with  acute  viral  hepatitis  who  re- 
ceived steroids  had  abnormal  transaminase 
and  bilirubin  and  alkaline  phosphatase  levels 
for  the  same  length  of  time  as  the  control 
group.  Changes  in  laboratory  results  for 
patients  with  post-hepatic  cirrhosis  did  not 
differ  from  the  steroid-treated  group.  Ste- 
roids did  not  seem  to  decrease  the  number 
of  chronic  hepatitis  patients  after  the 
acute  stage  had  subsided.  Thus,  the  only 
benefit  was  a milder  clinical  course. 


“Could  you  keep  her  off  her  feet  until  the 
local  sales  are  all  over?” 
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Bundle  Branch  Block  in  Acute  Myocardial 
Infarction  — D.  Hunt  and  G.  Sloman  (Roy- 
al Melbourne  Hosp,  Melbourne) . Brit  Med 
J 1:85-87  (Jan  11)  1969. 

Bundle  branch  block  was  present  in  41 
of  415  patients  admitted  to  a coronary  care 
unit  with  acute  myocardial  infarction  and 
was  associated  with  more  severe  clinical  in- 
farction and  an  overall  mortality  of  56%. 
It  is  probable  that  permanent  bundle  branch 
block  develops  soon  after  infarction  and 
most  of  the  patients  with  permanent  block 
have  had  clinically  severe  infarction.  Bun- 
dle branch  block  developing  during  observa- 
tion is  usually  transient,  and  the  later  it 
develops  the  sooner  it  resolves.  Patients 
with  bundle  branch  block  and  shock,  and 
those  patients  in  whom  bundle  branch  block 
is  present  on  admission,  may  benefit  from 
the  use  of  a demand  pacemaker  attached  to 
a transvenous  pacemaker  catheter,  although 
the  dividends  of  pacing  may  be  small  and 
the  risks  of  the  procedure  significant.  Au- 
topsy examination  of  17  hearts  showed  ex- 
tensive infarction,  usually  involving  the 
septum,  and  severe  coronary  artery  disease. 


ACHROMYCIN  V 

TETRACYCLINE  HCl  mmm. 


Why  Involve  the  Medical  Profession?  — J. 
D.  Porterfield  (Joint  Commission  on  Ac- 
creditation of  Hospitals,  645  N Michigan 
Ave,  Chicago).  Arch  Environ  Health  18: 
290-292  (Feb)  1969. 

There  are  three  reasons  why  each  physi- 
cian ought  to  be  involved  and  knowledgeable 
in  the  problems  of  environmental  health.  It 
is  his  professional  obligation  to  evaluate  ex- 
trinsic factors  in  managing  his  patient’s 
health  problems.  It  is  his  duty  to  his  pro- 
fession to  contribute  to  the  accumulation 
of  data  essential  to  the  development  of  fuller 
knowledge.  As  a professional  expert  and 
citizen,  he  ought  to  be  able  to  give  expert 
guidance  to  public  officials,  who  manage 
public  affairs  at  the  local  community,  state, 
regional,  or  national  levels. 


“Just  as  an  educated  guess  I’d  say  you 
were  allergic  to  something!” 
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OPPORTUNITY  to  develop  group  practice 
in  busiest  para-urban  community  in  Kansas. 
New  office  building  — hospital  20  blocks 
away.  Surgeon  and  experienced  GP  already 
busy.  Unlimited  opportunity  for  additional 
physicians  in  all  areas  of  practice.  Contact: 
Donald  J.  Smith,  M.D.,  8600  West  95th, 

Overland  Park,  Kansas  66212. 

GENERAL  PRACTICE  — Excellent  oppor- 
tunity to  join  General  Practitioner  in  western 
South  Dakota  community.  Philip  is  located 
in  the  middle  of  rich  ranching  countiy.  The 
community  has  modern  20  bed  hospital  with 
nursing  home  under  construction.  Modern 
clinic  adjacent  to  the  hospital.  Tentative 
plans  are  to  open  day  clinic  in  neighboring 
community  of  Wall,  borne  of  the  famous  “Wall 
Drug.”  Good  hunting  and  fishing  opportun- 
ities and  within  short  drive  of  the  beautiful 
Black  Hills.  For  more  information,  write  or 
call  G.  J.  Mangulis,  M.D.,  Philip,  South  Da- 
kota, or  Mr.  Ted  Hustead,  Wall,  South  Dakota. 
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HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  evenj 

when  massive  doses  (25  tablets  per  day)jj 
were  administered.  , 

■ Supplied  in  bottles  of  twenty-five  3,0001 

unit  tablets.  I 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  212c 
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He  is  elderly. 

He  is  on  corticosteroids. 
When  he  needs  an  antibiotic 
he  may  be  a candidate  for 

DECLOSTAT1N300 

Demethylchlorlelracycline  HCl  300  nig  -■  • 

and  Nyslalin  500,000  units  1^ 

CAPSILE-SHAPED  TABLETS  Lederle  JLf  • 1.  • UL  • 


To  guard  susceptible  patients  against  intestinal  monilial  over- 
growth during  broad-spectrum  therapy— the  protection  of 
nystatin  is  combined  with  demethylchlortetracycline  in 
DECLOSTATIN. 

^ For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
— the  broad-spectrum  therapy  that  prevents  monilial 
o’^rgrowth. 

Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLOSTATIN  should  be  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  component,  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
(particularly  monilia)  in  the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
cline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 
stant observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  this 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo- 
plasia has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication  and  institute  appropriate  therapy, 
DemethylcUortetracycline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  fay 
in  humans. 


Average  Adult  Daily  Dosage;  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foods 
and  some  dairy  products.  Treatment  of  streptococcal  infections  should 
continue  for  1()  days,  even  though  symptoms  have  subsided. 


LEDERLE  I^ABORATORIE.S 

A Division  o|  American  Cyanamid  Company,  Pearl  River,  New  York 
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Cough  and  Cold  Remedies:  Potential  Danger 
to  Patients  on  Monoamine  Oxidase  In- 
hibitors — M.  F.  Cuthbert,  M.  P.  Green- 
berg, and  S.  W.  Morley  (London  Hosp 
Medical  College,  London).  Brit  Med  J 
1:404-406  (Feb  15)  1969. 

Experiments  were  carried  out  in  healthy 
volunteers  to  study  the  effects  of  phenyl- 
propanolamine on  blood  pressure.  Phenyl- 
propanolamine, 50  mg  orally,  produced  a 
modest  rise  of  blood  pressure  in  three  sub- 
jects. Two  proprietary  preparations  con- 
taining this  dose  in  a slow-release  form  had 
no  significant  effect  on  the  blood  pressure; 
100  mg  phenylpropanolamine  orally  caused 
a marked  rise  of  systolic  blood  pressure  and 
a rise  of  diastolic  blood  pressure  in  all  three 
subjects.  In  contrast,  50  mg  orally  caused 
a rapid  and  potentially  dangerous  rise  of 
blood  pressure  in  one  subject  taking  the 
MAO  inhibitor,  tranylcypromine,  and  a sim- 
ilar acute  rise  of  blood  pressure  was  seen 
in  the  subject  when  50  mg  were  given  as 
contained  in  a proprietary  cough  linctus. 
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Physician  Bias  and  the  Double-Blind  — D. 

M.  Engelhardt  et  al  (Downstate  Medical 
Center,  450  Clarkson  Ave,  Brooklyn,  NY). 
Arch  Gen  Psychiat  20:315-320  (March) 
1969. 

The  double-blind  design  has  been  consid- 
ered a means  of  controlling  the  effect  of  the 
doctor’s  expectations  in  studies  of  drug  ef- 
ficacy. However,  the  doctor’s  inevitable 
drug  guess  may  introduce  a systematic  bias 
which  can  nullify  the  intent  of  the  double- 
blind design.  The  relationship  of  treatment 
guess  to  clinical  outcome  was  studied  in  311 
schizophrenic  outpatients  receiving  chlorpro- 
mazine,  promazine,  and  placebo  under  double- 
blind conditions.  The  results  showed  that 
physicians’  guesses  were  not  random.  While 
they  succeeded  in  differentiating  chlorpro- 
mazine  and  placebo,  the  guess  pattern  tend- 
ed to  follow  the  dictum  “when  in  doubt  say 
promazine,”  possibly  reflecting  uncertainty 
regarding  the  drug’s  efficacy.  Guesses  were 
related  to  global  judgments  of  clinical  change 
but  not  to  a structured  outcome  variable 
or  hospitalization.  Double  - blind  research 
sets  into  motion  a series  of  actions  and  re- 
actions on  the  part  of  the  clinician. 

Mortality  in  a Coronary  Care  Unit  Analyzed 
by  New  Coronary  Prognostic  Index  — 
R.  M.  Norris  (Green  Lane  Hosp,  Auck- 
land, New  Zealand),  P.  W.  T.  Brandt,  and 
A.  J.  Lee.  Lancet  1:278-280  (Feb  8)  1969. 


Just  one  tablet  at  bedtime  • Prevents  pain- 
ful night  leg  cramps  • Permits  restful  sleep 


The  hospital  mortality  of  300  patients 
treated  in  a coronary  care  unit  was  compared 
with  the  mortality  of  545  patients  from 
three  hospitals  who  did  not  receive  coronary 
care  or  ECG  monitoring.  The  mortality  of 
monitored  cases  was  17%,  while  that  of  the 
patients  who  were  not  monitored  was  20%, 
and  would  have  been  22%  if  six  patients  had 
not  been  resuscitated  from  ventricular  fibril- 
lation. Division  of  the  patients  into  three 
groups  according  to  a new  coronary  prog- 
nostic index  showed  that  the  reduction  in 
mortality  from  coronary  care  and  resuscita- 
tion occurred  entirely  in  the  prognostic  group 
of  moderate  severity,  consisting  of  about  one 
third  of  the  patients.  Hospital  mortality 
was  reduced  from  31%  to  12%  in  this  group. 


How  many  of  your  patients  stamp  their  feet  at  night 
and  lose  sleep  because  of  painful  leg  cramps?  Un- 
less prompted,  they  usually  fail  to  report  this  dis- 
tressing condition  and  suffer  needlessly. 

One  tablet  of  QUINAMM  at  bedtime  usually  con- 
trols distressing  night  cramps  and  permits  restful 
sleep  with  the  initial  dose. 

Prescribing  information  — Composition:  Each  white,  beveled, 
compressed  tablet  contains:  Quinine  sulfate,  260  mg.,Amino- 
phylline,  195  mg.  Indications:  For  the  prevention  and  treat- 
ment of  nocturnal  and  recumbency  leg  muscle  cramps,  in- 
cluding those  associated  with  arthritis,  diabetes,  varicose 
veins,  thrombophlebitis,  arteriosclerosis  and  static  foot  de- 
formities. Contraindications:  QUINAMM  is  contraindicated  in 
pregnancy  because  of  its  quinine  content.  Side  Effects/ 
Precautions:  Aminophylline  may  produce  intestinal  cramps 
in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal 
disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness, 
skin  rash,  or  visual  disturbances  occur.  Dosage:  One  tablet 
upon  retiring.  Where  necessary,  dosage  may  be  increased  to 
one  tablet  following  the  evening  meal  and  one  tablet  upon 
retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 
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For  elderly  patients 

in  need  of  a mild  tranquilizer 

consider  Tybatraif 

brand  of  tybamate 


so 


I* 

(When  you  consult  ' * 

the  Prescribing  Information  i 
you  may  agree  | j 

it  makes  good  sense)  f,  i 

V 

^ I 


PRESCRIBING  INFORMATION 


Indications:  Tybatran  (tybamate)  has  afforded  sympto- 
I matic  improvement  in  a variety  of  psychoneurotic  disor- 
ders, especially  in  the  treatment  of  the  anxiety  and  tension 
components  of  psychoneuroses.  Anxiety  states  manifested 
somatically  have  responded  to  Tybatran  (tybamate). 

Tybatran  (tybamate)  has  been  useful  in  the  control  of 
agitation  in  the  aged  and  in  the  alleviation  of  some  of  the 
adverse  emotional  accompaniments  of  senility. 

Tybatran  (tybamate)  has  been  used  with  benefit  in  the 
treatment  of  depressive  symptoms  associated  with  anxiety 
and  other  symptoms  of  psychoneuroses.  However,  it  is  not 
indicated  for  primary  treatment  of  depressive  states.  It  is 
not  an  antipsychotic  agent,  although  it  has  been  used  as 
adjunctive  therapy  in  some  psychotic  patients. 

Dosage:  One  350  mg.  capsule,  3 times  daily  and  two  at 
bedtime  is  suggested  as  the  adult  starting  dose.  Adjust  to 
suit  individual  requirements.  Daily  doses  above  3000  mg. 
are  not  recommended. 

Contraindications:  Known  hypersensitivity  to  tybamate. 
Since  no  studies  have  been  done  with  this  drug  in  human 
pregnancy,  it  should  not  be  used  in  pregnancy  unless  the 
potential  benefit  outweighs  the  risk. 

Warnings:  Administer  cautiously  to  patients  receiving 
phenothiazines  or  other  CNS  depressants  or  having  his- 
tory of  convulsive  seizures  (See  Adverse  Reactions).  Con- 
sider possibility  of  additive  actions  with  alcohol  or  other 
psychotropic  agents,  particularly  phenothiazines  or  MAO 
inhibitors. 

Precautions:  Avoid  abrupt  withdrawal  after  prolonged 
use,  although  withdrawal  symptoms  have  not  been  reported 
to  date.  Exercise  caution  in  addiction-prone  individuals.  If 
symptoms  of  hypersensitivity  occur,  discontinue  at  once 
and  initiate  appropriate  symptomatic  treatment.  Avoid 
activities  requiring  optimal  mental  alertness  if  drowsiness 
or  vertigo  are  present.  As  with  any  new  drug,  use  cautiously 
in  patients  with  history  of  drug  allergies,  blood  dyscrasias, 
and  hepatic  or  renal  disease;  periodic  measurements  of 
hepatic,  hematopoietic  and  renal  function  should  accom- 
pany prolonged  and/ or  high  doses. 

Adverse  Reactions:  Most  frequent  reactions,  rarely  re- 
quiring discontinuation  of  tybamate,  include  drowsiness, 
dizziness,  nausea,  insomnia,  and  euphoria.  There  have  been 
a few  reports  of  skin  rash,  urticaria,  and  pruritus.  Rare  side 
effects  include  hyperactivity,  fidgetiness,  flushing,  and  tach- 
ycardia, suggesting  excessive  stimulation;  also  ataxia,  un- 
steadiness, confusion,  feeling  of  unreality,  "panic  reaction," 
fatigue,  headache,  paresthesias,  vertigo,  gastrointestinal 
disturbances,  glossitis,  and  dry  mouth.  Grand  mal  or  petit 
mal  seizures  have  been  reported  in  a few  hospitalized  psy- 
chotic patients  receiving  tybamate  (up  to  6000  mg.  daily) 
together  with  phenothiazines  and  other  psychotropic 
agents,  but  not  with  tybamate  alone.  Consider  the  possibil- 
ity of  rare,  serious  adverse  reactions  such  as  may  occur 
with  the  related  drug,  meprobamate.  If  excessive  amounts 
are  ingested,  gastric  lavage  and  symptomatic  therapy,  in- 
cluding central  stimulants  as  necessary,  are  recommended. 
Before  prescribing,  consult  package  circular. 

Supply:  Tybatran  (tybamate)  is  available  in  green,  sealed 
capsules  of  three  strengths:  350  mg.,  250  mg.,  and  125  mg. 
Each  strength  is  supplied  in  bottles  of  100  and  500. 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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Ocular  Pathology  of  Diabetes  Mellitus  — 

M.  Yanoff  (3400  Spruce  St,  Philadelphia). 

Amer  J Ophthal  67:21-37  (Jan)  1969. 

Twenty  whole  eyes  and  12  trypsin-digest- 
ed retinal  preparations  from  diabetic  pa- 
tients were  examined  histopathologically. 
Diabetic  retinal  microangiopathy  was  char- 
acterized by  microaneurysms,  loss  of  capil- 
lary pericytes,  and  capillary  sheathing.  The 
loss  of  pericytes  correlated  with  an  increased 
number  of  microaneurysms.  Microaneu- 
rysms seem  to  occur  in  hypoxic  areas  and 
probably  represent  abortive  attempts  at 
neovascularization  or  regressed  changes,  or 
both,  in  a previously  proliferating  vessel. 
Neovascularization  is  initially  intraretinal 
and  later  breaks  through  the  internal  limit- 
ing membrane  to  extend  onto  the  internal 
surface  of  the  retina.  Diffuse  basement 
membrane  thickening  of  the  pigment  epi- 
thelium of  the  pars  plicata  of  the  ciliary 
body  is  a constant  finding.  The  vacuoles  in 
the  lacy  degeneration  of  the  pigment  epi- 
thelium of  the  iris  contain  glycogen. 


Lung  Scanning  as  Screening  Method  for 
Cancer  of  the  Lung  — H.  E.  J.  Kruger  and 
K.  Vessal  (Dept  of  Radiology,  Free  Univ 
of  Berlin,  Berlin).  Cancer  23:508-512 
(Feb)  1969. 

After  injection  of  ^®H-MAA  (macro-ag- 
gregated human  serum  albumin)  the  authors 
obtained  pulmonary  scans  from  500  patients 
with  various  pulmonary  diseases.  The  re- 
sults of  scanning  and  of  standard  roentgeno- 
graphic  examination  are  compared  on  the 
basis  of  138  cases  with  definitely  diagnosed 
malignant  pulmonary  tumors.  In  all  cases 
with  central  tumors,  ie  tumors  located  near 
the  hilus,  the  scan  was  abnormal  and  thus 
indicated  a disorder  of  pulmonary  perfusion. 
In  contrast  to  this,  radiologic  examination 
only  disclosed  direct  or  indirect  signs  of 
cancer  in  88%  of  these  cases.  In  cases  of 
peripheral  pulmonary  tumors,  a perfusion 
disorder  which  is  larger  than  the  radio- 
logically  recognizable  lesion  indicates  meta- 
stases. 
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TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu- 
lin testing  with  the  white  LEDERTINE^'^  Applicator 
a routine  part  of  your  physical  examinations? 


TUBERCULIN 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 


Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company,  Pearl  River,  N.Y. 

472-9 


Gilmour-Danielson 
Drug  Company 

142  South  13th  Street 
Phone  432-1246 

1701  South  17th  Street 
Phone  423-2329 


- FREE  DELIVERY  - 


Prescriptions  . . . 

. . . Ethical  Service 

ESTABLISHED  1927 


Treatment  of  Hepatitis  — S.  Sherlock  (Dept 
of  Medicine,  Royal  Free  Hosp,  Univ  of 
London,  London).  Bull  NY  Acad  Med  45: 
189-200  (Feb)  1969. 

The  usual  course  of  virus  hepatitis  is  to- 
ward recovery,  and  traditional  methods  of 
therapy  by  bed  rest  and  adequate  convales- 
cence are  all  that  are  required.  Corticos- 
teroids are  not  of  proved  value.  The  ful- 
minant type  carries  a very  poor  prognosis 
even  with  the  use  of  routine  measures  for 
hepatic  coma.  Additional  methods  to  be  con- 
sidered include  exchange  blood  transfusion, 
the  efficacy  of  which  remains  to  be  proved. 


The  Liver  and  Oral  Contraceptives  — R.  A. 

Hartley  (USPHS  Hosp,  Baltimore),  J.  K. 

Boitnott,  and  F.  L.  Iber.  Johns  Hopkins 

Med  J 124:112  (Feb)  1969. 

A rather  wide  spectrum  of  hepatic  ab- 
normalities may  occur  with  the  use  of  oral 
contraceptive  tablets.  Four  cases  are  pre- 
sented to  illustrate  some  of  the  diagnostic 
difficulties  which  may  be  encountered  in 
young  women  taking  these  drugs.  Of  par- 
ticular interest  is  the  case  of  a patient  who 
became  jaundiced  while  taking  “the  pill”  but 
in  whom  the  liver  biopsy  showed  changes 
consistent  with  primary  biliary  cirrhosis. 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double-spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (8^  by  11  in.)  white  paper.  Wide  margins 
(at  least  1^  in.  on  left)  should  be  left  free  of  t5T>ing, 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  comer  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal's  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation : To  Be 

Published. 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company,  Norfolk,  Nebr.  68701. 
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Dexamethasone  in  Oligemic  Shock  — W. 

Schumer  (820  S Damen  Ave,  Chicago). 

Arch  Surg  98:259-261  (March)  1969. 

The  action  of  corticosteroids  on  the  bio- 
chemical defect  of  shock,  ie,  the  anaerobic 
production  of  lactic  acid  and  its  disassocia- 
tion  to  produce  H+  ion  resulting  in  metabolic 
acidosis,  was  observed  via  microcirculatory 
studies  and  biochemical  determinations  of 
rhesus  monkeys  before  and  during  oligemic 
shock  and  after  dexamethasone  administra- 
tion. Pharmacological  doses  of  dexametha- 
sone given  at  strategic  times  during  bleed- 
ing improved  microcirculatory  perfusion,  de- 
creased the  amount  of  lactate  production,  in- 
creased pH,  decreased  excess  lactate,  and 
increased  survival  rates.  This  drug  appar- 
ently is  useful  in  the  treatment  of  hemor- 
rhagic shock. 


The  computer  complex  developed  by  the 
National  Aeronautics  and  Space  Administra- 
tion for  the  one-man  Mercury  flights  per- 
formed one  million  calculations  a minute. 
The  Apollo  system  handles  50  million  calcu- 
lations a minute  — 80  billion  a day. 
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Help  the  Needy! 


This  patient  may  appear  to  “have  everything’’  but,  like  so  many  people  getting  along 
in  years,  he  may  well  be  in  medically . Though  there  is  no  evidence  of  organic 

disease,  he  does  have  symptoms  (fatigue,  vague  aches  and  pains,  malaise)  that  may  be 
indicative  of— 

a need  to  maintain  anabolic  balance ...  to  counteract  declining  gonadal  hormone 
secretion  and  forestall  premature  degenerative  changes  related  to  estrogen  deficiency; 

a need  for  mood  elevation ...  to  impart  a gentle  emotional  uplift; 

a need  for  nutritional  supplementation ...  to  compensate  for  the  poor  eating  habits 
and  subsequent  dietary  insufficiency  of  so  many  older  people. 

For  these  needs,  consider  MEDIATRIC  for  your  next  “needy”  patient . . . medically. 


Prognosis  of  Neonatal  Seizures  — T.  K.  Mc- 
Inerny  and  W.  K.  Schubert  (Children’s 
Hosp  Research  Foundation,  Elland  Ave 
and  Bethesda,  Cincinnati).  Amer  J Dis 
Child  117:261-264  (March)  1969. 

The  charts  of  95  patients  with  neonatal 
convulsions  were  reviewed.  An  attempt  at 
follow-up  was  successful  in  70  cases.  The 
overall  prognosis  was  only  fair;  40%  of 
the  patients  were  normal,  26%  died,  and 
the  remaining  34%  had  significant  CNS 
morbidity,  usually  mental  retardation.  These 
figures  are  comparable  with  those  reported 
in  the  literature.  The  largest  group,  those 
with  perinatal  complications,  fared  rather 
poorly.  The  next  largest  group,  those  with 
hypocalcemia,  did  quite  well.  Infants  who 
had  seizures  associated  with  congenital  ano- 
malies or  CNS  infections  had  a very  grave 
prognosis.  Those  with  hypoglycemia  and 
seizures  of  unknown  etiology  shared  a mixed 
prognosis. 
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New  Coronary  Prognostic  Index  — R.  M. 
Norris  et  al  (Green  Lane  Hosp,  Auckland, 
New  Zealand).  Lancet  1:274-277  (Feb  8) 
1969. 

A new  coronary  prognostic  index  was  con- 
structed from  numerical  weightings  given 
to  six  easily  measurable  factors  which  were 
found  to  be  associated  with  hospital  mortal- 
ity from  acute  myocardial  infarction.  These 
six  factors  were  age,  ECG  assessment  of  the 
position  and  extent  of  infarction,  systolic 
blood  pressure  on  admission  to  hospital, 
heart  size  and  degree  of  congestion  of  the 
lung  fields  assessed  from  a chest  x-ray,  and 
history  of  previous  ischemia.  The  relative 
importance  of  these  factors  was  assessed  in 
757  patients  by  the  method  of  discriminant 
analysis.  By  applying  the  index,  patients 
could  be  divided  into  six  groups  with  an 
increasing  proportionate  mortality  from  3% 
to  78%. 


35-A 


Shingwauk  ...  a “getaway  hideaway”  with 
everything!  Distinctive  cottages  around 
--  a lake  and  heated  pool.  Complete  recrea- 
\ tional  facilities.  Fine  foods.  All-day 
j \ supervised  activities  for  children, 
s \ Write  now  for  color  brochure  and 
% reservation  information. 


VILLAGE 

240  woodsy  acres 


Box  17,  Aitkin,  Minnesota  56431 


Darvon' 

Compound-  65 

Each  Pulvule®  contains  65  mg.  propoxyphene 
hydrochloride,  227  mg,  aspirin,  162  nhg.  phenac- 
etin,  and  32.4  mg.  caffeine. 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206. 


36-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


Erythromycin  in  the  Treatment  of  Acute 
Gonococcal  Urethritis  in  Males  — D.  0. 
Smith,  Jr.,  and  P.  Osick  (Public  Health 
Dept,  Pasadena,  Calif).  Curr  Ther  Res 
11:1-4  (Jan)  1969. 

One  hundred  and  fifty  male  patients  diag- 
nosed as  having  acute  gonococcal  urethritis 
were  selected  as  subjects  for  the  study.  Two 
groups,  each  of  50  patients,  were  randomly 
placed  on  regimens  consisting  of  erythro- 
mycin stearate  given  orally,  either  two  250- 
mg  tablets  every  six  hours  for  eight  doses, 
or  ten  250-mg  tablets,  within  one  minute. 
Subsequently,  a third  group  of  50  patients 
was  included  to  receive  ten  250-mg  tablets 
within  one  minute,  plus  an  additional  supply 
to  be  taken  as  250  mg  every  four  hours, 
five  times  per  day  for  the  following  two 
days.  Results  were  obtained  with  regimen 
3,  producing  a cure  rate  of  72%. 


“[  simply  call  it  ‘Operation’.” 
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Psychologic  Response  to  Colectomy  — R.  G. 
Druss  (722  W.  168th  St),  J.  F.  O’Connor, 
and  L.  O.  Stern.  Arch  Gen  Psychiat  20: 
419-427  (April)  1969. 

The  initial  depression  of  36  patients  with 
a permanent  colostomy  following  surgery  in- 
cluded reaction  to  loss  of  the  colon,  shame  at 
being  unable  to  avoid  soiling,  fear  of  being 
repugnant  to  others,  and  anger  at  the  sur- 
geon for  the  mutilation  and  helplessness  to 
express  it.  The  first  year  following  surgery 
was,  for  many  patients,  a time  of  relearning 
bowel  control ; the  trainability  of  a colostomy 
allowed  for  this.  The  more  successful  pa- 
tients made  use  of  obsessional  defenses  as 
a way  of  establishing  lost  anal  control.  Less 
successful  patients  became  phobic,  restricting 
activities,  avoiding  others,  and  remaining  at 
home.  The  role  of  the  surgeon,  the  nurse, 
the  spouse,  and  colostomy  clubs  in  support- 
ing the  self-mastery  of  the  colostomy  pa- 
tients is  discussed. 


Respiratory  Failure  in  Shock  — C.  E.  Bre- 

denberg  et  al.  Ann  Surg  169 :392  - 403 

(March)  1969. 

Arterial  hypoxemia  occurred  in  27  con- 
secutive patients  admitted  to  a shock  unit 
for  circulatory  failure  resistant  to  treatment 
on  the  hospital  wards.  Correlation  between 
severity  of  hypoxemia  and  mortality  was 
found.  The  most  severe  hypoxemia  occurred 
in  patients  dying  before  restoration  of  hemo- 
dynamic stability.  In  two  thirds  of  these 
respiratory  failure  was  among  the  immedi- 
ate causes  of  death.  Right-to-left  pulmon- 
ary shunting  averaged  42%  in  12  and 
reached  80%  in  2 patients,  explaining  most 
of  the  hypoxemia.  Elevated  PCO2  rarely  oc- 
curred except  preterminally  but  require- 
ments for  large  minute  volumes  from  a res- 
pirator indicates  alveolar  dead  space.  Edema, 
congestion,  and  pneumonia  were  prominent 
in  the  lungs  of  patients  who  died. 


A lightweight  plastic  foam,  derived  from 
National  Aeronautics  and  Space  Adminis- 
tration research,  shows  great  promise  for 
industrial  fire  protection,  particularly  fuel 
fires. 
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1.  Gonadal  steroids  [PREMARIN®  (conjugated  estrogens-equine), 
an  orally  active,  natural  estrogen,  and  methyltestosterone] 

for  physiologic  and  metabolic  benefits. 

2.  Methamphetamine  to  provide  gentle  elevation  of  mood. 

3.  Nutritional  supplements  specially  selected  to  meet 
the  requirements  of  the  elderly  individual. 


Mediatric 

tablets  • capsules  • liquid 

Steroid-nutritional  compound 


Conjugated 

Each 

MEDIATRIC® 
Tablet  or 
Capsule 
contains: 

Each  15  cc. 

(3  teaspoonfuls) 
of  MEDIATRIC® 
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HCl 
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Cyanocobalamin 
Intrinsic  factor 

2.5  meg. 

1.5  meg. 
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— 

Thiamine  HCl 
Thiamine 
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mononitrate 

10.0  mg. 

_ 

Riboflavin 

5.0  mg. 

— 

Niacinamide 
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— 

Pyridoxine  HCl 
Calcium 

3.0  mg. 

— 

pantothenate 

20.0  mg. 

— 

Ferrous  sulfate 

exsic. 

30.0  mg. 

— 

Ascorbic  acid 

100.0  mg. 

— 

Contains  15% 
alcohol  t 
t Some  Loss 
Unavoidable. 

Contraindication:  Carcinoma  of  the  prostate, 
due  to  methyltestosterone  component. 

Warning:  Some  patients  with  pernicious 
anemia  may  not  respond  to  treatment  with  the 
Tablets  or  Capsules,  nor  is  cessation  of 
response  predictable.  Periodic  examinations 
and  laboratory  studies  of  pernicious  anemia 
patients  are  essential  and  recommended. 

Side  Effects:  In  addition  to  withdrawal 
bleeding,  breast  tenderness  or  hirsutism  may 
occur. 

Suggested  Dosages:  Male  and  female— \ Tablet 
or  Capsule,  or  3 teaspoonfuls  Liquid,  daily  or 
as  required. 

In  the  female:  To  avoid  continuous 
stimulation  of  breast  and  uterus,  cyclic 
therapy  is  recommended  (3  week  regimen  with 
I week  rest  period— Withdrawal  bleeding  may 
occur  during  this  1 week  rest  period). 

In  the  male:  A careful  check  should  be  made 
on  the  status  of  the  prostate  gland  when 
therapy  is  given  for  protracted  intervals. 

Supplied:  No.  752-MEDIATRIC  Tablets,  in 
bottles  of  100  and  1,000. 

No.  252— MEDIATRIC  Capsules,  in  bottles  of 
30,  100,  and  1,000. 

No.  910— MEDIATRIC  Liquid,  in  bottles  of 
16  fluidounces. 
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TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu- 
lin testing  with  the  white  LEDERTINE'*"  Applicator 
a routine  part  of  your  physical  examinations? 


TUBERCULIN 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 


Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 
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A Division  of  American  Cyanamid  Company,  Pearl  River,  N.  Y. 
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Clinical  and  Laboratoiy  Study  of  Abdominal 

Wound  Closure  and  Dehiscence  — G.  A. 

Higgins,  Jr.,  J.  G.  Antkowiak,  and  S.  H. 

Esterkyn  (VA  Hosp,  Washington,  DC). 

Arch  Surg  98:421-427  (April)  1969. 

The  incidence  of  wound  dehiscence  in  2,277 
laparotomy  incisions  over  an  11-year  period 
is  studied.  The  incidence  of  wound  dis- 
ruption was  2.7  % ; in  incisions  closed  by 
layer  technique  it  was  2.7%  as  contrasted 
with  0.7%  in  those  incisions  closed  with 
buried  far-and-near  mass  suture  technique 
(Smead- Jones).  Wound  infection  appeared 
to  be  a prominent  factor  predisposing  to 
dehiscence,  which  occurred  in  35%  of  the 
patients  suffering  this  complication.  The 
two  suture  techniques,  using  both  vertical 
and  transverse  incisions,  were  compared  in 
rabbits.  The  wounds  were  tested  at  3,  7, 
14,  and  21  days.  Tensile  strength  of  those 
wounds  closed  with  the  mass  closure  tech- 
nique was  consistently  greater  in  vertical 
incisions.  This  was  also  true  at  three  and 
seven  days  in  transverse  incisions,  while  at 
14  and  21  days  the  two  were  essentially  the 
same.  The  mass  closure  technique  appears 
to  be  superior  to  the  conventional  layer 
closure. 


Topical  Therapy  of  Burns  in  Children  — E. 

I.  Smith  and  M.  S.  DeWeese  (Div  of  Pedi- 
atric Surgery,  Univ  of  Oklahoma  Medical 
Center,  Oklahoma  City).  Arch  Surg  98: 
462-468  (April)  1969. 

Fifteen  deaths  occurred  among  282  chil- 
dren with  acute  burns.  During  the  last  half 
of  the  four-year  study,  topical  therapy  with 
mafenide  acetate  (89  patients)  and  furazo- 
lium  chloride  (44  patients)  was  employed. 
Topical  therapy  provides  an  important  de- 
fense against  sepsis  in  the  burn  patients. 
The  Evans’  formula  was  utilized  as  a point 
of  departure  in  the  estimation  of  replacement 
therapy  and  the  initial  treatment  of  shock 
cannot  be  considered  apart  from  the  total 
care  of  the  patient.  Viral  infections  devel- 
oped in  ten  children  with  burns  and  posed 
a diagnostic  difficulty  because  the  fever  was 
attributed  to  sepsis  and  the  rash  was  often 
confused  with  an  allergic  reaction  to  therapy. 
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In  1968,  the  United  States  launched  a 
spacecraft  every  five  days.  This  included 
launches  by  the  Defense  Department  and 
the  National  Aeronautics  and  Space  Admin- 
istration. 
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“You’ll  have  to  find  an  office  where 
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Dawes. 
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Broken  Heart:  Statistical  Study  of  Increased 
Mortality  Among  Widowers  — C.  M. 
Parkes,  B.  Benjamin,  and  R.  Fitzgerald 
Tavistock  Center,  Belsize  Lane,  London) 
Brit  Med  J 1:740-743  (March  22)  1969. 

A series  of  4,486  widowers,  55  years  of 
age  and  older,  was  followed-up  for  nine  years 
following  the  death  of  their  wives  in  1957. 
During  the  first  six  months  of  bereavement, 
213  died,  an  increment  of  40%  above  the 
expected  rate  for  married  men  of  the  same 
age.  Thereafter  the  mortality  rate  fell 
gradually  to  that  of  married  men. 


Palliative  Chemical  Splanchnicectomy  — J. 

W.  Copping,  B.  Willix  and  R.  0.  Kraft 

(St  Joseph  Mercy  Hosp,  Ann  Arbor,  Mich). 

Arch  Surg  98:418-420  (April)  1969. 

A simple  technique  is  desci'ibed  for  pain  re- 
lief in  patients  who  are  explored  for  car- 
cinoma of  the  pancreas,  utilizing  phenol  in- 
jection of  the  splanchnic  nerves.  Seven  of 
ten  patients  were  relieved  of  pain  until  the 
terminal  stages  of  illness.  Laboratory 
studies  demonstrated  a profound  degree  of 
nerve  destruction  with  minimal  associated 
tissue  destruction.  Clinical  studies  confirm 
the  safety  and  effectiveness  of  this  proce- 
dure, and  it  is  recommended  as  an  additional 
ancillary  procedure  for  surgeons  dealing 
with  such  patients. 
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suspicion. 

E.coli 


How  high  is  the  "index  of  suspi- 
cion” for  £.  co//  in  urinary  tract  in- 
fections? 

Recently  it  has  been  estimated  that 
about  86  per  cent  of  positive  cul- 
tures in  first  attacks  of  urinary 
tract  infection  are  E.  coli.'  It  has 
also  been  noted  that  "The  coliform 
group,  especially  E.  coli,  accounts 
for  approximately  90  per  cent  of 

initial  infections 

Consider  wide-spectrum  Gantanol® 
(sulfamethoxazole)  for  its  high  "in- 
dex of  confidence”— its  proven  ef- 
fectiveness against  E.  coli  and 
other  sensitive  gram-negative  and 
gram-positive  organisms.  Thera- 
peutic levels  of  Gantanol  in  blood 
and  urine  are  achieved  within  2 
hours  after  a 2-Gm  starting  dose, 


with  ready  diffusion  into  intersti- 
tial fluids.  Responsive  infections 
generally  clear  within  5 to  7 days, 
with  relief  of  symptoms  usually 
seen  within  24-48  hours. 

Gantanol  also  earns  its  high  "index 
of  confidence"  because  Gantanol 
therapy  is  relatively  free  from  com- 
plications, including  the  problem 
of  bacterial  resistance  or  superin- 
fection. 

Convenient,  economical  dosage 
schedule:  b.i.d. 

References:  1.  Vernier,  R.  L.,  in  Pa- 
tient Care  Feature:  Patient  Care,  1:20 
(Feb.)  1967.  2.  Beeson,  P.  B.:  “The 
Infectious  Diseases,"  in  Beeson,  P.  B., 
and  McDermott,  vy.  (eds.):  Cecil-Loeb 
Textbook  of  Medicine,  ed.  12,  Philadel- 
phia, vy.  B.  Saunders  Company,  1967, 
p.  230. 

Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 
Indications:  Acute  and  chronic  uri- 
nary tract,  respiratory  and  soft  tis- 
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sue  infections  due  to  susceptible 
microorganisms;  prophylactically 
following  diagnostic  instrumental 
procedures  on  genitourinary  tract. 
Contraindicated  in  sulfonamide- 
sensitive  patients,  pregnant  fe- 
males at  term,  premature  infants, 
or  newborn  infants  during  first  3 
months  of  life. 

Warnings:  Use  only  after  critical 
appraisal  in  patients  with  liver  or 
renal  damage,  urinary  obstruction 
or  blood  dyscrasias.  Deaths  re- 
ported from  hypersensitivity  reac- 
tions, Stevens-Johnson  syndrome, 
agranulocytosis,  aplastic  anemia 
and  other  blood  dyscrasias.  In 
closely  intermittent  or  prolonged 
therapy,  blood  counts  and  liver  and 
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Biliary  Tract  Operations  — R.  C.  Haff  (Dept 
of  Surgery,  Washington  Univ  School  of 
Medicine,  St  Louis),  H.  R.  Butcher,  Jr., 
and  W.  F.  Ballinger.  Arch  Surg  98:428- 
434  (April)  1969. 

In  a clinical  review  of  1,000  consecutive 
biliary  tract  operations,  various  factors  re- 
lated to  morbidity  and  mortality  rates.  Mor- 
bidity and  mortality  from  biliary  tract  oper- 
ations were  significantly  less  if  surgical  in- 
tervention was  postponed  until  at  least  three 
weeks  after  acute  signs  and  symptoms  of 
cholecystitis  had  begun  to  subside.  Age, 
associated  disease,  leukocytosis,  physical 
findings  of  mass  or  peritoneal  irritation, 
hyperbilirubinemia,  and  a history  of  chills 
and  fever  all  adversely  affected  morbidity 
and  mortality.  Incidental  appendectomy  did 
not  appear  to  alter  the  morbidity  and  mor- 
tality. 


“I  have  this  stiffness  in  my  shoulders.  Doctor, 
and  every  now  and  then  a dull  pain  in  the 
back  of  my  neck.” 
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For  elderly  patients 

in  need  of  a mild  tranquilizer 

consider  Tybatraif 

brand  of  tybamate 


(When  you  consult 

the  Prescribing  Information 

you  may  agree 

it  makes  good  sense)  , 


PRESCRIBING  INFORMATION 


Indications:  Tybatran  (tybamate)  has  afforded  sympto- 
matic improvement  in  a variety  of  psychoneurotic  disor- 
ders, especially  in  the  treatment  of  the  anxiety  and  tension 
components  of  psychoneuroses.  Anxiety  states  manifested 
somatically  have  responded  to  Tybatran  (tybamate). 

Tybatran  (tybamate)  has  been  useful  in  the  control  of 
agitation  in  the  aged  and  in  the  alleviation  of  some  of  the 
adverse  emotional  accompaniments  of  senility. 

Tybatran  (tybamate)  has  been  used  with  benefit  in  the 
treatment  of  depressive  symptoms  associated  with  anxiety 
and  other  symptoms  of  psychoneuroses.  However,  it  is  not 
indicated  for  primary  treatment  of  depressive  states.  It  is 
not  an  antipsychotic  agent,  although  it  has  been  used  as 
adjunctive  therapy  in  some  psychotic  patients. 

Dosage:  One  350  mg.  capsule,  3 times  daily  and  two  at 
bedtime  is  suggested  as  the  adult  starting  dose.  Adjust  to 
suit  individual  requirements.  Daily  doses  above  3000  mg. 
are  not  recommended. 

Contraindications:  Known  hypersensitivity  to  tybamate. 
Since  no  studies  have  been  done  with  this  drug  in  human 
pregnancy,  it  should  not  be  used  in  pregnancy  unless  the 
potential  benefit  outweighs  the  risk. 

Warnings:  Administer  cautiously  to  patients  receiving 
phenothiazines  or  other  CNS  depressants  or  having  his- 
tory of  convulsive  seizures  (See  Adverse  Reactions).  Con- 
sider possibility  of  additive  actions  with  alcohol  or  other 
psychotropic  agents,  particularly  phenothiazines  or  MAO 
inhibitors. 

Precautions:  Avoid  abrupt  withdrawal  after  prolonged 
use,  although  withdrawal  symptoms  have  not  been  reported 
to  date.  Exercise  caution  in  addiction-prone  individuals.  If 
symptoms  of  hypersensitivity  occur,  discontinue  at  once 
and  initiate  appropriate  symptomatic  treatment.  Avoid 
activities  requiring  optimal  mental  alertness  if  drowsiness 
or  vertigo  are  present.  As  with  any  new  drug,  use  cautiously 
in  patients  with  history  of  drug  allergies,  blood  dyscrasias, 
and  hepatic  or  renal  disease;  periodic  measurements  of 
hepatic,  hematopoietic  and  renal  function  should  accom- 
pany prolonged  and/ or  high  doses. 

Adverse  Reactions:  Most  frequent  reactions,  rarely  re- 
quiring discontinuation  of  tybamate,  include  drowsiness, 
dizziness,  nausea,  insomnia,  and  euphoria.  There  have  been 
a few  reports  of  skin  rash,  urticaria,  and  pruritus.  Rare  side 
effects  include  hyperactivity,  fidgetiness,  flushing,  and  tach- 
ycardia, suggesting  excessive  stimulation;  also  ataxia,  un- 
steadiness, confusion,  feeling  of  unreality,  "panic  reaction," 
fatigue,  headache,  paresthesias,  vertigo,  gastrointestinal 
disturbances,  glossitis,  and  dry  mouth.  Grand  mal  or  petit 
mal  seizures  have  been  reported  in  a few  hospitalized  psy- 
chotic patients  receiving  tybamate  (up  to  6000  mg.  daily) 
together  with  phenothiazines  and  other  psychotropic 
agents,  but  not  with  tybamate  alone.  Consider  the  possibil- 
ity of  rare,  serious  adverse  reactions  such  as  may  occur 
with  the  related  drug,  meprobamate.  If  excessive  amounts 
are  ingested,  gastric  lavage  and  symptomatic  therapy,  in- 
cluding central  stimulants  as  necessary,  are  recommended. 
Before  prescribing,  consult  package  circular. 

Supply:  Tybatran  (tybamate)  is  available  in  green,  sealed 
capsules  of  three  strengths:  350  mg.,  250  mg.,  and  125  mg. 
Each  strength  is  supplied  in  bottles  of  100  and  500. 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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Silicone  Dressing  Management  of  the 
Burned  Hand  — J.  W.  Batdorf,  K.  V.  Cam- 
mack,  and  R.  D.  Colquitt  (3196  Maryland 
Pkwy,  Las  Vegas,  Nev).  Arch  Surg  98: 
469-471  (April)  1969. 

For  the  past  two  years  the  authors  have 
been  using  immersion  management  of  the 
burned  hand,  in  fluid  silicone  grade  #306 
(Dow-Corning),  and  its  lack  of  reactivity 
with  normal  tissue  has  been  substantiated. 
This  method  offers  an  excellent  means  for 
improving  the  care  of  the  burned  hand.  Sili- 
cone immersion  leads  to  early  mobilization, 
early  debridement,  early  removal  of  the 
eschar,  and  lack  of  pain.  The  control  of  in- 
fection and  remarkable  epithelialization  pro- 
duce superior  results,  with  rehabilitation  of 
the  burned  hand. 


Studies  on  Influence  of  Fast  Transportation 
on  Circadian  Excretion  Pattern  of  Kidney 
in  Humans  — F.  Gerritzen,  Th.  Strengers, 
and  S.  Esser  (Medical  Dept,  KLM,  Amster- 
dam). Aerospace  Med  40 ; 264-270  (March) 
1969. 

During  and  after  a flight  in  east-west  di- 
rection, passing  many  time  zones  (Amster- 
dam-Anchorage-Tokyo) , the  homeostatic 
character  of  the  circadian  rhythm  has  been 
confirmed.  The  identical  synchronization  of 
stress-induced  deviations  in  the  excretion 
pattern  of  compounds  which  clearly  are  syn- 
chronized as  to  their  circadian  rhythm  and 
adaptation  behavior,  confirms  the  importance 
of  the  pituitary-adrenal-cortical  systems  to 
the  maintenance  of  the  circadian  rhythm. 


ORGANIZATIONS.  NATIONAL 

American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 
Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 

American  College  of  Obstetricians  & Gynecologists 
Ciaig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 

'American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 

American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
Laurentius  O.  Underdahl,  M.D. 

1 East  45  Street 

New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street,  New  York  10,  New  York 

National  Hemophilia  Foundation 

25  West  39th  St.,  New  York,  N.Y.  10018 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive,  Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 

515  Busse  Hy.,  Park  Ridge,  Illinois 

American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 

3410  Geary  Boulevard 
San  Francisco  18,  California 

The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive,  Chicago  11,  Illinois 

American  Medical  Association 

Ernest  B.  Howard,  M.D.,  Executive  Vice  Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 

American  Urological  Association 
Rubin  Flocks,  M.D.,  Secretary 
State  University  of  Iowa  Hospitals, 

Iowa  City,  Iowa 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  New  York 

International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Dr.,  Chicago  10,  Illinois 

National  Multiple  Sclerosis  Society 
257  Park  Avenue  South,  New  York  10,  N.Y. 

Vocational  Rehabilitation  Administration 

Mary  E.  Switzer,  Commissioner,  Washington,  D.C. 


Evaluation  of  Alcoholism  Treatment  — E.  M. 

Pattison,  R.  Coe,  and  R.  J.  Rhodes  (Univ  of 

Washington  School  of  Medicine,  Seattle). 

Arch  Gen  Psychiat  20:478-488  (April) 

1969. 

A social  system  analysis  was  made  of  three 
different  types  of  alcoholism  treatment  sys- 
tems: an  aversion-conditioning  hospital,  a 
half-way  house,  and  a psychotherapy  clinic. 
Patient  population,  facility,  and  treatment 
outcome  are  analyzed  as  independent  inter- 
acting variables.  Facilities  differed  in  philo- 
sophy of  etiology,  treatment,  and  criteria  of 
success.  Populations  differed  significantly 
from  each  other  at  intake  on  scales  measur- 
ing alcoholism,  and  interpersonal,  vocational, 
and  physical  status.  Examination  of  relative 
change  on  each  health  scale  revealed  marked 
differences  in  the  patterns  of  improvement. 
Each  of  the  three  populations  improved  ac- 
cording to  their  own  expectations,  the  role 
of  alcoholism  in  their  lives,  their  rehabilita- 
tions needs,  and  the  treatment  methods  and 
goals  of  the  facility  to  which  they  went. 


“Oh,  it  isn’t  me  who’s  insecure.  Doctor, 
it’s  my  Teddy  Bear!” 
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He  is  middle-aged. 
When  he  needs  an  antihiotic 
he  may  he  a candidate  for 


DECLOSTATIN  300 


Demethylchlortetrar^TlinellO  300  mg 
and  Nplalin  500.000  units 
CAPSULE-SHAPED  TABLETS  Led.  rle 


b.i.d. 


To  guard  susceptible  patients  against  intestinal  monilial  over- 
growth during  broad-spectrum  therapy— the  protection  of 
nystatin  is  combined  with  demethylchlortetracycline  in 

DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
— the  broad-spectrum  therapy  that  prevents  monilial 
overgrowth. 

Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLOSTATIN  should  be  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
(particularly  monilia)  in  the  intestinal  tract. 

I Contraindication : History  of  hypersensitivity  to  demethylchlortetracy- 
I dine  or  nystatin. 

Warning : In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
! are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 
stant observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  RUN.  aitparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  this 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo- 
l>lasia  has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication  and  institute  appropriate  therapy. 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  far 
in  humans. 

■Average  Adult  Daily  Dosage;  150  mg  q.i.d.  or  .300  mg  b.i.d.  .Should  be 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content  dnigs,  foods 
and  some  dairy  proilucts.  Treatment  of  streptococcal  infections  should 
continue  for  1()  days,  even  though  symptoms  have  subsided. 
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A Division  of  American  Cyanamid  Company,  Pearl  River.  New  York 


Operative  Cholangiography  — C.  A.  R.  Schul- 
enburg  (Dept  of  Surgery,  Univ  of  Pre- 
toria, Pretoria,  South  Africa).  Surg  65: 
723-739  (May)  1969. 

Operative  cholangiograms  were  performed 
in  1,000  patients  undergoing  surgery  on  the 
biliary  tract.  False-negative  readings  for 
stones  in  the  common  duct  were  encountered 
in  12  cases  (4.2%)  and  false-positive  read- 
ings in  a similar  number.  Cholangiography 
demonstrated  many  unsuspected  common 
duct  stones,  and  common  duct  stones  were 
demonstrated  in  11  patients  in  whom  no 
stones  were  palpable,  and  who  had  no 
history  of  jaundice  or  a dilated  com- 
mon duct.  Cholangiography  was  particular- 
ly useful  in  showing  up  abnormalities  in  the 
post-cholecystectomy  syndrome,  and  in  mal- 
ignant disease  of  the  pancreatoduodenal 
complex,  and  was  useful  in  confirming  the 
diagnosis  and  in  indicating  which  palliative 
decompression  operation  was  to  be  per- 
formed. The  dangers  of  the  procedure  are 
minimal;  no  complications  occurred  in  this 
series. 


Adrenocortical  Indices  During  Fasting  in 
Obesity  — G.  Sabeh  et  al  (Dept  of  Medi- 
cine, Univ  of  Pittsburgh,  Pittsburgh).  J 
Clin  Endocr  29:373-376  (March)  1969. 

During  total  starvation  for  one  or  two 
weeks,  the  adrenocortical  function  of  obese 
patients  with  respect  to  cortisol  production 
and  plasma  11- (OH)  corticosteroid  homeo- 
stasis was  not  changed.  A decrease  in  urin- 
ary 17-ketosteroids  was  observed  during  the 
first  week  and  was  still  present  at  the  end 
of  the  second  week  of  inanition.  Urinary 
Porter  Silber  chromogens  and  11-desoxy- 
cortisol  metabolites  did  not  change  during 
fasting.  Starvation  was  associated  with  in- 
creased urinary  excretion  of  11-desoxycor- 
tisol  metabolites  in  response  to  metyrapone 
(SU-4885)  without  affecting  the  rise  in 
Porter-Silber  chromogens.  Fasting  seems  to 
produce  partial  blockade  of  11  B-hydroxylase 
and  augments  the  response  to  this  11  B-hy- 
droxylase inhibitor,  but  it  could  represent 
hyperresponsiveness  to  metyrapone  of  other 
origin. 
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Ashby,  Geneva.  Counties : Saline, 
Clay,  Fillmore,  Nuckolls,  Thayer, 
Jefferson. 

Eighth  District:  Councilor:  Robert 
Waters,  O’Neill.  Counties : Cher- 
ry, Keyapaha,  Brown,  Rock,  Holt, 
Sheridan.  Boyd. 

Ninth  District:  Councilor:  H.  V. 

Smith.  Kearney.  Counties : Hall, 
Custer,  Valley,  Greeley,  Sher- 
man, Howard,  Dawson,  Buffalo, 
Grant,  Hooker,  Thomas,  Blaine, 
Wheeler,  Loup.  Garfield. 

Tenth  District:  Councilor:  Charles 

W.  Landgraf,  Jr.,  Hastings. 
Counties : Gosper,  Phelps,  Adams, 
Furnas,  Harlan,  Webster.  Kear- 
ney. Red  Willow,  Chase,  Frontier, 
Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  Bruce 
F.  Claussen.  North  Platte.  Coun- 
ties: Lincoln,  Perkins,  Keith.  Mc- 
Pherson. Garden,  Arthur.  Logan, 
Deuel. 

Twelfth  District:  Councilor:  A.  J. 

Alderman,  Chadron.  Counties: 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne,  Sioux. 
Dawes. 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


Adams L.  S.  McNeill,  Hastings 

Boone Roy  J.  Smith,  Albion 

Box  Butte D.  D.  Shannon,  Alliance 

Buffalo John  McCammond,  Kearney 

Burt L.  E.  Sauer,  Tekamah 

Cass 

Cheyenne-Kimball-Deuel R.  C.  Calkins,  Kimball 

Clay 

Cuming Eugene  Sucha,  West  Point 

Custer 

Dawson Rodney  Sitorius.  Cozad 

Dodge Harold  Smith,  Jr.,  Fremont 

Fillmore V.  S.  Lynn,  Geneva 

Five  County 

Four  County Roy  Cram,  Burwell 

Gage J.  W.  Porter,  Beatrice 

Garden-Keith-Perkins Robert  Taylor,  Ogallala 

Hall C.  D.  McGrath.  Grand  Island—. 

Hamilton J.  M.  Woodard,  Aurora 

Holt  & Northwest William  F.  Becker,  Lynch 

Howard E.  Howard  Reeves,  Scotia 

Jefferson 

Knox 

Lancaster Maynard  A.  Wood,  Lincoln 

Lincoln George  J.  Haslam.  No.  Platte—. 

Madison R.  E.  Klaas,  Norfolk 

Northwest R.  H.  Rasmussen,  Chadron 

Nuckolls 

Omaha-Douglas John  D.  Coe,  Omaha 

Otoe A.  H.  Bonebrake,  Nebr.  City 

Phelps Robert  Best.  Holdrege 

Pierce  - Antelope A.  E.  Mailliard,  Osmond 

Platte C.  D.  Heine.  Columbus 

Saline V.  Franklin  Colon,  Friend 

Saunders Stephen  E.  Wallace,  Wahoo 

Scotts  Bluff Calvin  M.  Oba,  Scottsbluff 

Seward Robert  Herpolsheimer.  Seward. 

S.E.  Nebr. H.  C.  Stewart,  Pawnee  City 

S.W.  Nebr. George  Harris,  Cambridge 

Thayer 

Washington W.  E.  Goehring,  Blair 

York J.  S.  Bell,  York 


SECRETARY 

..Frank  Kamm,  Blue  Hill 
.Wm.  Reardon.  St.  Edward 
. F.  P.  Sucgang,  Alliance 
..John  H.  Bancroft.  Kearney 
. Isaiah  Lukens,  Tekamah 

.Charles  Bitner,  Sidney 
_H.  V.  Nuss,  Sutton 
-Roger  Dilley,  Wi.sner 

.O.  P.  Rosenau,  Cozad 
W,  B.  Eaton,  Fremont 
C.  F.  Ashby,  Geneva 

Ben  Meckel,  Burwell 
K.  E.  Gustafson,  Beatrice 
H.  W.  Rounsborg.  Oshkosh 
Robert  C.  Chase.  Gr.  Island 
E.  A.  Steenburg,  Aurora 
R.  Murphy.  Ainsworth 
E.  C.  Hanisch,  St.  Paul 


Wm.  F.  Nye,  Lincoln 

J.  E.  Nickel,  North  Platte 
Francis  Martin,  Norfolk 
R.  M.  Penor,  Chadron 

Donald  J.  Pavelka.  Omaha 
W.  C.  Kenner,  Nebraska  City 
Ralph  Nicholson,  Holdrege 
W.  I.  Devers.  Pierce 

A.  H.  Liebentritt.  Columbus 
Lyle  Nelson,  Crete 

John  E.  Hansen.  Wahoo 
John  H.  Floyd.  Scottsbluff 
Roger  Meyer,  Utica 
Marvin  E.  Holsclaw.  Auburn 
Richard  Cottingham,  McCook 

K.  C.  Bagby,  Blair 

B.  N.  Greenberg,  York 


Cardiac  Transplantation  as  Palliation  of  Ad- 
vanced Heart  Disease  — D.  A.  Cooley  et  al 
(1200  Moursund  Ave,  Houston).  Arch 
Surg  98:619-625  (May)  1969. 

Fourteen  patients  with  irreversible  heart 
disease  in  terminal  heart  failure  received 
cardiac  allografts.  The  etiology  was  ather- 
osclerosis in  12,  rheumatic  multivalvular  dis- 
ease in  1,  and  endocardial  fibroelastosis  in  1. 
A 2-month-old  infant  had  total  cardiopulmon- 
ary transplantation  for  a complicated  atrio- 
ventricular canal  with  intractable  heart  fail- 
ure and  pulmonary  edema  but  died  on  the 
first  day  after  operation.  An  attempted 
xenograft  with  a sheep’s  heart  was  unsuc- 
cessful and  the  patient  died  of  hyperacute 
rejection.  Seven  patients  were  still  alive  up 
to  six  months  postoperatively.  The  remain- 
ing seven  deaths  were  caused  by  pneumonia 
(one  patient),  intestinal  gangrene  (one),  re- 
jection (three),  and  sepsis  (two).  Azathio- 
prine  steroids  and  antilymphocytic  globulin 
were  used  for  immunosuppression.  Tissue 
typing  for  histocompatibility  was  performed 
in  each  but  no  patient  had  better  than  a C 


match  (Terasaki).  Operation  was  performed 
at  normothermia  using  a bubble  diffusion 
oxygenator  and  the  allograft  was  neither 
perfused  nor  cooled  during  transfer  from 
donor  to  recipient. 


Bioengineering  Approach  to  the  Healing 
Wound  — J.  C.  Forrester,  B.  H.  Zeder- 
feldt,  and  T.  K.  Hunt  (22nd  and  Portero, 
San  Francisco).  J Surg  Res  9:207-212 
(April)  1969. 

Tensile  strength  and  energy  absorption 
were  calculated  and  wound  extension  meas- 
ured. The  repair  after  injury  is  incomplete 
through  150  days.  The  mechanical  proper- 
ties are  regained  slowly  and  the  progress  con- 
tinues even  after  the  decrease  of  new  col- 
lagen formation.  There  is  still  collagen 
turnover  at  150  days,  but  no  change  in  the 
architecture  of  the  wound  which  would  re- 
store the  mechanical  properties  to  normal 
level.  The  wound  remains  brittle,  absorbing 
much  less  energy  than  normal  skin. 
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Azo  for  the  pain 
Gantanol’ 

(sulfamethoxazole) 

for  the  pathogens 

Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Urinary  tract  infections 
with  associated  pain  or  discomfort 
when  due  to  susceptible  organisms; 
prophylactically  in  urologic  surgery, 
catheterization  and  instrumentation. 
Contraindicated  in  sulfonamide-sen- 
sitive patients,  pregnant  females  at 
term,  premature  infants,  newborn  in- 
fants during  the  first  three  months  of 
life,  glomerular  nephritis,  severe  hep- 
atitis, uremia  and  pyelonephritis  of 
pregnancy  with  gastrointestinal  dis- 
turbances. 

Warnings:  Use  only  after  critical  ap- 
praisal in  patients  with  liver  damage, 
renal  damage,  urinary  obstruction  or 
blood  dyscrasias.  If  toxic  or  hypersen- 
sitivity reactions  or  blood  dyscrasias 
occur,  discontinue  therapy.  In  closely 
intermittent  or  prolonged  therapy, 
blood  counts  and  liver  and  kidney 
function  tests  should  be  performed. 
Precautions:  Observe  usual  sulfona- 
mide therapy  precautions  including 
maintenance  of  an  adequate  fluid  in- 
take. Use  with  caution  in  patients  with 
histories  of  allergies  and/or  asthma. 
Patients  with  impaired  renal  function 
should  be  followed  closely  since  renal 
impairment  may  cause  excessive  drug 
accumulation.  Occasional  failures 
may  occur  due  to  resistant  microorga- 
nisms. Not  effective  in  virus  and  rick- 
ettsial infections. 

Adverse  Reactions:  Headache,  nau- 
sea, vomiting,  urticaria,  diarrhea,  hep- 
atitis, pancreatitis,  blood  dyscrasias, 
neuropathy,  drug  fever,  skin  rash, 
Stevens-Johnson  syndrome,  injection 
of  the  conjunctiva  and  sclera,  pete- 
chiae,  purpura,  hematuria  or  crystal- 
luria  may  occur,  in  which  case  the 
dosage  should  be  decreased  or  the 
drug  withdrawn. 

Dosage:  Adults  — 4 tablets  initially, 
then  2 tablets  morning  and  evening. 
How  Supplied:  Tablets,  bottles  of  50. 


Roche 

U\BORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Surgical  Treatment  of  Thyroid  Carcinoma — 

J.  A.  Buckwalter  (Dept  of  Surgery,  Univ 
Hosp,  Iowa  City).  Arch  Surg  98:579- 
585  (May)  1969. 

The  following  recommendations  emerged 
from  a study  of  322  microscopically  con- 
firmed cases  of  thyroid  cancer  followed  for 
as  long  as  40  years.  Treatment  of  well- 
differentiated  lesions  is  lobectomy  or  total 
thyroidectomy  with  neck  dissection  when  the 
regional  lymph  nodes  are  involved.  Radio- 
active iodine  should  be  tried  when  there  is 
residual  neoplasm ; if  ineffective,  external 
irradiation  is  indicated.  All  patients  should 
be  given  dessicated  thyroid.  As  much  of 
the  poorly  differentiated  lesion  should  be 
excised  as  can  be  done  without  producing 
hypoparathyroidism  or  dividing  both  recur- 
rent laryngeal  nerves.  Residual  neoplasm  is 
treated  by  external  irradiation. 


Tektites,  glass-like  objects  scattered  over 
the  Earth,  have  been  found  to  originate  from 
a meteor  impact  on  the  Moon  at  the  site  of 
the  crater  Tycho,  according  to  scientists  at 
the  National  Aeronautics  and  Space  Admin- 
istration’s Ames  Research  Center. 


“ ‘Jack  Sprat  could  eat  no  calories,  his  wife 
could  eat  no  cholesterol’  — these  revised 
nursery  rhymes  have  lost  something!” 
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HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  unrelated  diseases  as 
TB,  leukemia,  pneumonia  and  syphilis.  Use  the  blue 
Histoplasmin  LEDERTINE'^  Applicator  as  the  first  step 
in  differential  diagnosis  and  as  a routine  step  in  physical 
examinations  for  the  permanent  records  of  your  patients. 

HISTOPLASMIN,  TINE  TEST 

(Rosenthal) 

Precautions— Nonspecific  reactions  are  rare,  but  may  occur.  Vesi- 
culation,  ulceration  or  necrosis  may  occur  at  test  site  in  highly 
sensitive  persons.  The  test  should  be  used  with  caution  in  pa- 
tients known  to  be  allergic  to  acacia,  or  to  thimerosal  (or  other 
mercurial  compounds). 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

473-9 


MEDICAL  SPACE 
NOW  AVAILABLE  IN 
THE  SHARP  BUILDING 

Lincoln's  Largest  Medical 
and  Office  Building 

CAR-PARK 
560  CAR 
SPACES 

Adjoining,  with 
connecting 
bridge  for  Doc- 
tors and  Patients. 

Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
Sharp  Building 


Surgical  Transfusion  Practices,  1967  — J,  H. 

Morton  (Univ  of  Rochester  School  of  Medi- 
cine, Rochester,  NY).  Surgery  65:407-416 
(March)  1969. 

By  retrospective  chart  analysis,  the  605 
adults  and  122  children  transfused  on  a sur- 
gical service  were  studied.  Single-unit  trans- 
fusions were  given  to  146  adults.  Of  these 
transfusions,  12  were  considered  conserva- 
tive, 34  reasonable,  37  questionable,  and  38 
unnecessary  with  the  use  of  standards  em- 
ployed. Over  10  units  of  blood,  a quantity 
sufficient  for  total  blood  volume  replacement 
in  the  average  adult,  were  administered  to 
125  patients.  Immediate  transfusion  react- 
ions, all  of  a minor  nature,  were  encountered 
in  23  patients.  Overtransfusion  occurred  in 
four  patients,  and  corrective  phlebotomy  was 
necessary  in  two.  Serious  undertransfusion 
was  suspected  in  only  one  individual. 


An  electronic  device,  small  enough  to  pass 
through  the  eye  of  a needle,  holds  promise 
in  the  field  of  medicine  to  measure  blood 
flow  in  humans.  It  was  developed  by  the 
Electronics  Research  Center  of  the  National 
Aeronautics  and  Space  Administration. 


“Thank  Heavens  you’re  still  here  — yes, 
your  tests  just  came  in!” 
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To  Treat  or  Not  to  Treat  Acute  Granulo- 
cytic Leukemia  — Part  II  — D.  R.  Boggs 
(Rutgers  Medical  School,  New  Brunswick, 
NJ),  M.  M.  Wintrobe,  and  G.  E,  Cart- 
wright. Arch  Intern  Med  123:568-570 
(May)  1969. 

The  morphological  variants  of  acute  myelo- 
blastic  leukemia  bear  no  relation  to  the  rate 
of  response  to  mercaptopurine.  Age  is  a 
relatively  insignificant  factor,  although  the 
very  old  and  perhaps  the  very  young  respond 
less  well  than  those  of  intermediate  age. 
Patients  with  very  high  leukocyte  counts  at 
the  beginning  of  therapy  in  general  do  rather 
poorly. 


Cancer  of  the  Cervix  in  Pregnancy  — S.  Sail, 
A.  B.  Weingold,  and  M.  L.  Stone  (New 
York  Medical  College,  New  York).  Bull 
NY  Acad  Med  45:328-338  (April)  1969. 

One  hundred  sixteen  cases  of  cervical  car- 
cinoma in  40,906  deliveries  are  presented, 
90  in  situ  and  26  invasive.  Patients  with 
carcinoma  in  situ  of  the  cervix  during  preg- 
nancy should  be  delivered  vaginally.  The 
only  definitive  treatment  is  total  abdominal 
hysterectomy  with  a wide  vaginal  cuff.  The 
treatment  of  invasive  carcinoma  is  dependent 
on  the  stage  of  the  lesion  and  the  trimester 
of  gestation.  Delivery  of  the  infant  should 
be  by  classical  cesarean  section. 


“Well,  Mrs.  Ribbley,  bow’s  crops?” 
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No  injection  after  all! 


This  penicillin  produces  high,  fast  ievels— oraily. 


Pen*Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections ; treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections:  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic  f 

systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 

Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  ‘'Warnings”). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units) ; Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


o«alren.veE®K 

(potassium  phenoxymethyl  penicillin) 


PRESCRIBING  INFORMATION 


' Indications:  Tybatran  (tybamate)  has  afforded  sympto- 
I matic  improvement  in  a variety  of  psychoneurotic  disor- 
ders, especially  in  the  treatment  of  the  anxiety  and  tension 
f components  of  psychoneuroses.  Anxiety  states  manifested 
somatically  have  responded  to  Tybatran  (tybamate). 

Tybatran  (tybamate)  has  been  useful  in  the  control  of 
agitation  in  the  aged  and  in  the  alleviation  of  some  of  the 
adverse  emotional  accompaniments  of  senility. 

Tybatran  (tybamate)  has  been  used  with  benefit  in  the 
treatment  of  depressive  symptoms  associated  with  anxiety 
and  other  symptoms  of  psychoneuroses.  However,  it  is  not 
indicated  for  primary  treatment  of  depressive  states.  It  is 
not  an  antipsychotic  agent,  although  it  has  been  used  as 
adjunctive  therapy  in  some  psychotic  patients. 

Dosage:  One  350  mg.  capsule,  3 times  daily  and  two  at 
bedtime  is  suggested  as  the  adult  starting  dose.  Adjust  to 
suit  individual  requirements.  Daily  doses  above  3000  mg. 
are  not  recommended. 

Contraindications:  Known  hypersensitivity  to  tybamate. 
Since  no  studies  have  been  done  with  this  drug  in  human 
pregnancy,  it  should  not  be  used  in  pregnancy  unless  the 
potential  benefit  outweighs  the  risk. 

Warnings:  Administer  cautiously  to  patients  receiving 
phenothiazines  or  other  CN5  depressants  or  having  his- 
tory of  convulsive  seizures  (See  Adverse  Reactions).  Con- 
sider possibility  of  additive  actions  with  alcohol  or  other 
psychotropic  agents,  particularly  phenothiazines  or  MAO 
inhibitors. 

Precautions:  Avoid  abrupt  withdrawal  after  prolonged 
use,  although  withdrawal  symptoms  have  not  been  reported 
to  date.  Exercise  caution  in  addiction-prone  individuals.  If 
sym.ptoms  of  hypersensitivity  occur,  discontinue  at  once 
and  initiate  appropriate  symptomatic  treatment.  Avoid 
activities  requiring  optimal  mental  alertness  if  drowsiness 
or  vertigo  are  present.  As  with  any  new  drug,  use  cautiously 
in  patients  with  history  of  drug  allergies,  blood  dyscrasias, 
and  hepatic  or  renal  disease;  periodic  measurements  of 
hepatic,  hematopoietic  and  renal  function  should  accom- 
pany prolonged  and/ or  high  doses. 

Adverse  Reactions:  Most  frequent  reactions,  rarely  re- 
quiring discontinuation  of  tybamate,  include  drowsiness, 
dizziness,  nausea,  insomnia,  and  euphoria.  There  have  been 
a few  reports  of  skin  rash,  urticaria,  and  pruritus.  Rare  side 
effects  include  hyperactivity,  fidgetiness,  flushing,  and  tach- 
ycardia, suggesting  excessive  stimulation;  also  ataxia,  un- 
steadiness, confusion,  feeling  of  unreality,  "panic  reaction," 
fatigue,  headache,  paresthesias,  vertigo,  gastrointestinal 
disturbances,  glossitis,  and  dry  mouth.  Grand  mal  or  petit 
mal  seizures  have  been  reported  in  a few  hospitalized  psy- 
chotic patients  receiving  tybamate  (up  to  6000  mg.  daily) 
together  with  phenothiazines  and  other  psychotropic 
agents,  but  not  with  tybamate  alone.  Consider  the  possibil- 
ity of  rare,  serious  adverse  reactions  such  as  may  occur 
with  the  related  drug,  meprobamate.  If  excessive  amounts 
are  ingested,  gastric  lavage  and  symptomatic  therapy,  in- 
cluding central  stimulants  as  necessary,  are  recommended. 
Before  prescribing,  consult  package  circular. 

Supply:  Tybatran  (tybamate)  is  available  in  green,  sealed 
capsules  of  three  strengths:  350  mg.,  250  mg.,  and  125  mg. 
Each  strength  is  supplied  in  bottles  of  100  and  500. 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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Adrenal  Hemorrhage  and  Necrosis  Resulting 
From  Abdominal  Operations  — B.  Fox 

(62-65  Chandos  PI,  London).  Lancet 
1:600-602  (March  22)  1969. 

Unilateral  adrenal  hemorrhage  and  necro- 
sis were  found  in  eight  patients  who  died 
after  major  operations  on  the  stomach  for 
carcinoma,  and  in  one  who  died  after  partial 
nephrectomy.  These  lesions  may  be  the  re- 
sult of  direct  damage  to  the  adrenal  or  to 
its  blood  supply  during  operation.  Massive 
hemorrhage  in  one  adrenal  in  a patient  al- 
ready severely  stressed  may  lead  to  acute 
adrenal  failure. 


Iodine  125  Treatment  for  Thyrotoxicosis  — 

W.  R.  Grieg  et  al  (86  Castle  St,  Glasgow, 
Scotland).  Lancet  1:755-757  (April  12) 
1969. 

Iodine  125  in  oral  doses  four  times  the 
equivalent  of  conventional  iodine-131  ther- 
apy doses  rapidly  controlled  thyrotoxicosis  in 
ten  patients.  Further  trials  used  reduced 
iodine-125  dose  regimens.  Because  iodine- 
125  spares  the  follicular  cell  nuclei,  the  post- 
radiation hypothyroid  rate  might  be  much 
lower  than  observed  after  iodine-131  ther- 
apy. 


“Frankly,  Mr.  Blossom,  you’re  going  to  pot.” 
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ACHROMYCIN*  V 

TETRACYCLINE  HCl 

481D-9 


“My,  you  certainly  keep  up  with  the  modern 
gadgets,  doctor!  Imagine  having  a tongue 
depressor  that’s  one  millimeter  longer!” 


Small  Bowel  Motility  in  Diabetics  — E.  F. 

McNally  (450  Clarkson  Ave,  Brooklyn, 

NY),  A.  E.  Reinhard,  and  P.  E.  Schwartz. 

Amer  J Dig  Dis  14:163-169  (March)  1969. 

Small  intestinal  motility  was  recorded  in 
diabetics  with  and  without  peripheral  neuro- 
pathy, and  with  and  without  diarrhea,  and 
was  compared  with  normal  controls.  With 
the  onset  of  symptoms  of  peripheral  neuro- 
pathy, there  was  a progressive  decrease  in 
upper  small  intestinal  tone  and  an  increase 
in  the  frequency  and  amplitude  of  large 
waves  (peristaltic  activity).  These  changes 
were  most  marked  in  subjects  with  diarrhea. 


Life  Without  Pancreas  — K.  Kummerle 
(Chirurgische  Universitatsklinik,  Mainz, 
West  Germany),  K.  Beck,  and  R.  Tenner. 
Deutsch  Med  Wschr  94:691-694  (April  4) 
1969. 

Two  long-term  observations  after  total 
pancreatectomy  for  carcinoma  of  the  pan- 
creas are  reported.  The  patients  survived 
ten  and  11  years,  respectively.  Diabetes 
after  pancreatectomy  and  absence  of  exo- 
crine pancreatic  function  causing  digestive 
insufficiency  required  rigorous  substitution 
therapy  for  life. 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  tbe 
JOURNAL  should  be  typewritten,  double-spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (8)4  by  11  in.)  white  paper.  Wide  margins 
(at  least  1)4  in-  on  left)  should  be  left  free  of  typing. 
On  tbe  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  corner  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  tbe  author’s  name,  its  number  and  an  indi- 
cation of  its  "top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation : To  Be 

Published, 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company,  Norfolk,  Nebr.  68701. 
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Dexamethasone  in  Croup  — J.  A.  James 

(1200  N State  St,  Los  Angeles).  Amer  J 

Dis  Child  117:511-516  (May)  1969. 

The  value  of  a single  large  dose  of  dexa- 
methasone sodium  phosphate  in  children 
with  acute  croup  was  assessed  in  a controlled 
double-blind  study.  The  signs  of  respira- 
tory obstruction  subsided  more  rapidly  in 
the  dexamethasone  - treated  patients,  but 
since  croup  is  a symptom-complex  with  mul- 
tiple etiologies,  it  is  possible  that  cases  in 
the  control  and  experimental  groups  may  not 
all  have  been  comparable  in  severity.  The 
average  hospital  stay  was  not  significantly 
reduced  by  dexamethasone  treatment.  No 
patient  in  either  group  required  tracheos- 
tomy. 


Wound  Dehiscence  in  Acute  Renal  Failure  — 

J.  Nayman,  F.  T.  McDermott,  and  F.  W. 

Gurr  (Monash  Univ,  Melbourne).  Med  J 

Aust  1:799-803  (April  19)  1969. 

Wound  dehiscence  occurred  in  nine  pa- 
tients who  developed  acute  renal  failure  with- 
in seven  days  of  operation.  A causal  rela- 
tionship between  the  development  of  acute 
renal  failure  and  wound  dehiscence  is  sup- 
ported by  this  clinical  experience  and  by 
experimental  work  extensively  performed  on 
laboratory  animals. 


“All  we’ll  ask  of  you  is  a good  day’s  work. 
Miss  Hoskins.  No  rash  promise  like  not  to 
quit  and  get  married  before  the  week’s  out!’’ 


TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu- 
lin testing  with  the  white  LEDERTINE^'^  Applicator 
a routine  part  of  your  physical  examinations? 


TUBERCULIN 
TINE  TEST 


(Rosenthal)  with  Old  Tuberculin 


Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  N.Y. 

472-'9 


Gilmour-Danielson 
Drug  Company 

142  South  13th  Street 
Phone  432-1246 

1701  South  17th  Street 
Phone  423-2329 


- FREE  DELIVERY  - 


Prescriptions  . . . 

. . . Ethical  Service 

ESTABLISHED  1927 
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ORGANIZATIONS,  NATIONAL 

American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal,  Exec.  Dir. 

Volker  at  Brookside,  Kansas  City,  Missouri  64112 

American  Academy  of  Pediatrics 
E.  H.  Christophei-son,  Secy. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 

American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Exec.  Sec. 

60  East  Scott  St.,  Suite  402,  Chicago,  Illinois  60610 

American  College  of  Obstetricians  & Gynecologists 
Michael  Newton,  M.D.,  Dir. 

79  West  Monroe  Street,  Chicago,  Illinois  60603 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Exec.  Dir. 
4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

American  College  of  Radiology 

William  C.  Stronach,  L.L.B.,  Exec.  Dir. 

20  North  Wacker,  Drive,  Chicago,  Illinois  60076 

American  College  of  Surgeons 
John  Paul  North,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 

American  Diabetes  Association 

Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St.,  New  York,  New  York  10017 

American  Heart  Association 

James  M.  Hundley,  M.D.,  Exec.  Dir. 

44  East  23rd  St.,  New  York,  New  York  10010 

National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 


American  Hospital  Association 

Edwin  L.  Crosby,  M.D.,  Exec.  Vice-Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 

American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hy.,  Pai’k  Ridge,  Illinois  60068 

American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

Hearst  Building,  Third  at  Market,  San  Francisco, 
California  94103 

American  Society  of  Clinical  Pathologists 
Albert  G.  Boeck,  Jr.,  Exec.  Dir. 

710  South  Wolcott  Ave.,  Chicago,  Illinois  60612 

American  Medical  Association 

Ernest  B.  Howard,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 

American  Urological  Association 
Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  North  Carles  St.,  Baltimore,  Maryland  21201 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 

10  Columbus  Circle,  New  York,  New  York  10019 

International  College  of  Surgeons 
Aldo  Parentela,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 

National  Multiple  Sclerosis  Society 
257  Park  Avenue  South 
New  York,  New  York  10010 

Radiological  Society  of  North  America 
Maurice  D.  Frazer,  M.D.,  Sec. 

713  East  Genesee  St.,  Syracuse,  New  York  13210 

Vocational  Rehabilitation  Administration 

Mary  E.  Switzer,  Commissioner 
Washington,  D.C. 


Herpes  Zoster  and  Multiple  Sclerosis  — J. 
A.  R.  Lenman  and  T.  J.  Peters  (Dept  of 
Medicine,  Univ  of  Dundee,  Dundee,  Scot- 
land). Brit  Med  J 2:218-219  (April  26) 
1969. 

The  prevalence  of  antecedent  infection  was 
studied  in  50  patients  with  multiple  sclerosis 
and  in  50  matched  controls.  There  was  no 
significant  difference  between  the  two 
groups  except  in  the  case  of  herpes  zoster, 
where  there  was  a higher  prevalence  in  pa- 
tients than  in  controls.  The  findings  sug- 
gest the  possibility  of  an  altered  immuno- 
logical response  to  infection  in  multiple  scle- 
rosis. 

Working  Capacity  of  the  Older  Employee  — 
R.  J.  Shephard  (150  College  St,  Toronto). 
Arch  Environ  Health  18:982-986  (June) 
1969. 

Measurements  of  working  capacity  in  the 
factory  should  include  tests  of  aerobic  power, 


obesity,  and  strength.  Aerobic  power  shows 
a progressive  decline  throughout  the  span  of 
working  life,  and  by  the  age  of  60  years, 
many  men  and  almost  all  women  seem  unlike- 
ly to  sustain  an  eight-hour  work  load  at  three 
times  the  resting  level  of  energy  expenditure 
without  fatigue.  Workers  over  the  age  of 
40  carry  a substantial  burden  of  body  fat, 
and  diminishing  muscle  strength  also  in- 
creases their  liability  to  fatigue.  The  pos- 
sible improvement  of  working  capacity 
through  use  of  an  appropriate  training  re- 
gime is  set  at  15%  to  20%.  Motivation  to 
increased  activity  seems  to  be  a justifiable 
charge  upon  company  finances. 


The  National  Aeronautics  and  Space  Ad- 
ministration has  launched  a series  of  sub- 
orbital rockets  to  study  the  behavior  of 
white  rats  in  an  artificial  gravity  field. 
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Liquefying  Effect  of  Oral  Dose  of  Vitamin 
D on  Collection  of  Pus  — J.  Brincourt 
(Hopital  Tenon,  Paris),  Presse  Med  77: 
467-470  (March  15)  1969. 

An  oral  dose  of  15  mg  of  calciferol  had  a 
liquefying  effect  on  collections  of  pus.  It 
facilitated  bronchial  evacuation  of  caseous 
material  in  pulmonary  tuberculosis,  and  al- 
lowed easier  aspiration  of  pus  from  cold 
abscesses,  adenitis,  and  tuberculous  empy- 
ema. It  acted  as  an  adjuvant  in  treatment 
of  many  nontuberculous  collections  of  pus, 
whether  due  to  lung  abscess,  empyema,  or 
superficial  focal  infections  such  as  boils  or 
witlow.  The  loading  dose  of  calciferol  seemed 
to  raise  blood  citrate  levels.  Citrate  forms 
a complex  with  ionized  calcium  in  the  blood 
and  restores  permeability  to  the  obstructed 
vessels  in  the  immediate  area  of  suppuration. 


Anatomy  by  Dialing  — A.  Humbertson  et  al 
(Dept  of  Anatomy,  Ohio  State  Univ,  Co- 
lumbus). Med  Biol  Ulus  19:77-81  (April) 
1969. 

Two  20-minute  video  tapes  were  produced, 
covering  the  gross  anatomy  of  the  brain. 
The  surface  anatomy  of  the  brain  was  de- 
scribed in  the  first  tape,  and  the  second  tape 
presented  detailed  information  relative  to 
the  cross-sectional  anatomy  of  the  same 
brain.  These  tapes  were  placed  on  a ran- 
dom-access dialing  system  in  the  self-learn- 
ing laboratory.  The  resultant  availability 
of  the  tapes  gave  the  students  the  opportun- 
ity to  view  them  as  often  as  they  desired 
in  small  groups  of  four  to  five  at  a time. 
The  student  response  was  rewarding,  with 
repeated,  voluntary  use  of  the  video  tapes. 


Effect  of  the  Trendelenburg  Tilt  and  Other 
Procedures  on  the  Position  of  Endotracheal 
Tubes  — J.  Heinonen  (Meilahti  Hosp,  Hel- 
sinki), S.  Takki,  and  T.  Tammisto.  Lancet 
1:850-852  (April  26)  1969. 

In  49  adult  anesthetized  patients,  an  endo- 
tracheal tube  was  advanced  into  the  right 
main  bronchus  and  then  withdrawn  until 
breath  sounds  were  heard  on  the  left  side 
of  the  chest.  Thereafter  the  effect  on  the 
position  of  the  tube  of  the  Trendelenburg  tilt 
and  of  other  maneuvers  which  may  raise  the 
diaphragm  were  studied.  In  20  of  the  49 
patients  there  was  radiological  evidence  of 
upward  displacement  of  the  carina.  In  ten 
patients  the  carina  was  displaced  upwards 
more  than  the  endotracheal  tube,  which  had 
been  firmly  anchored  at  the  patient’s  mouth 
and  there  was  auscultatory  evidence  of  im- 
paired ventilation  of  the  left  lung. 


“He’s  got  a bad  case  of  diaper  rash  . . . 
refuses  to  sit  down!” 
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Darvon" 

Compound-  65 

Each  Pulvule®  contains  65  mg.  propoxyphene 
hydrochloride,  227  mg.  aspirin,  162  mg.  phenac- 
etin,  and  32.4  mg.  caffeine. 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206. 
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HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  ever 
when  massive  doses  (25  tablets  per  day] 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,00C 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  2120 
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He  is  middle-aged. 
When  he  needs  an  antibiotic 
he  may  be  a candidate  for 


DECL0ST4TIN  300 


DemelhjlchlorlelranflincHCl  300  mg 
and  Njslatin  500.000  unils 
CAPSLLE-SHAPED  TABLETS  Led.  rie 


b.i.d. 


To  guard  susceptible  patients  against  intestinal  monilial  over- 
growth during  broad-spectrum  therapy— the  protection  of 
nystatin  is  combined  with  demethylchlortetracycline  in 
DECLOSTATIN. 

For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
I —the  broad-spectrum  therapy  that  prevents  monilial 
I overgrowth. 

Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLOSTATIN  should  he  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  component.  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
(particularly  monilia)  in  the  intestinal  tract. 

Contraindication : History  of  hypersensitivity  to  demethylchlortetracy- 
cline or  nystatin. 

Warning : In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
j may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
I thema  to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 
stant observation  is  essential.  If  new  infections  appear,  appropriate 
measures  sbould  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN.  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  this 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo- 
plasia has  been  seen  in  a few'  children.  If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication  and  institute  appropriate  therapy. 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  far 
in  humans. 

■Average  .Adult  Dmly  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foods  ^ 
and  some  dairy  products.  Treatment  of  streptococcal  infections  should  * 
continue  for  10  days,  even  though  symptoms  have  subsided. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


Councilor  Districts  and  Counties 

First  District : Councilor ; Thomas 
J.  Gurnett,  Omaha.  Counties : 
Douglas,  Sarpy. 

Second  District:  Councilor:  C.  D. 

Bell.  Lincoln.  Counties : Lan- 

caster, Otoe,  Cass. 

Third  District:  Councilor:  Wil- 

liam V.  Glenn,  Falls  City.  Coun- 
ties: Gage.  Johnson,  Nemaha, 

Pawnee,  Richardson, 

Fourth  District:  Councilor:  Rob- 

ert B.  Benthack.  Wayne.  Coun- 
ties : Knox.  Cedar.  Dixon.  Dakota, 
Antelope,  Pierce,  Thurston,  Madi- 
son, Stanton,  Cuming,  Wayne. 

Fifth  District:  Councilor:  H.  D. 

Kuper.  Columbus.  Counties  : Burt, 
Washington,  Dodge,  Platte,  Col- 
fax, Boone,  Nance.  Merrick. 

Sixth  District:  Councilor:  Hqutz 

Stecnburg,  Aurora.  Counties : 
Saunders,  Butler,  Polk,  Seward, 
York.  Hamilton. 

Seventh  District:  Councilor:  C.  F. 
Ashby,  Geneva.  Counties : Saline, 
Clay,  Fillmore,  Nuckolls.  Thayer, 
Jefferson. 

Eighth  District:  Councilor:  Robert 
Waters,  O’Neill.  Counties:  Cher- 
ry, Keyapaha,  Brown,  Rock,  Holt, 
Sheridan,  Boyd. 

Ninth  District:  Councilor:  H.  V. 

Smith,  Kearney.  Counties : Hall, 
Custer,  Valley,  Greeley,  Sher- 
man, Howard,  Dawson,  Buffalo, 
Grant,  Hooker.  'Thomas,  Blaine, 
Wheeler,  Loup.  Garfield. 

Tenth  District : Councilor  : Charles 
W.  Landgraf,  Jr.,  Hastings. 
Counties : Gosper,  Phelps.  Adams, 
Furnas,  Harlan,  Webster,  Kear- 
ney, Red  Willow,  Chase,  Frontier, 
Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  Bruce 
F.  Claussen,  North  Platte.  Coun- 
ties : Lincoln,  Perkins.  Keith.  Mc- 
Pherson. Garden,  Arthur,  Logan. 
Deuel. 

Twelfth  District:  Councilor:  A.  J. 
Alderman,  Chadron.  Counties : 
Scotts  Bluff.  Banner,  Box  Butte. 
Morrill,  Kimball,  Cheyenne,  Sioux, 
Dawes. 
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COUNTY 
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Adams L.  S.  McNeill,  Hastings Frank  Kamm,  Blue  Hill 

Boone Roy  J.  Smith,  Albion Wm.  Reardon.  St.  Edward 

Box  Butte D.  D.  Shannon,  Alliance F.  P.  Sucgang,  Alliance 

Buffalo John  McCammond,  Kearney John  H.  Bancroft.  Kearney 

Burt L.  E.  Sauer,  Tekamah Isaiah  Lukens,  Tekamah 

Cass 

Cheyenne-Kimball-Deuel R.  C.  Calkins,  Kimball Charles  Bitncr,  Sidney 

Clay H.  V.  Nuss,  Sutton 

Cuming Eugene  Sucha,  West  Point Roger  Dilley,  Wisner 

Custer 

Dawson Rodney  Sitorius.  Cozad O.  P.  Rosenau,  Cozad 

Dodge Harold  Smith,  Jr.,  Fremont W.  B.  Elaton,  Fremont 

Fillmore V.  S.  Lynn,  Geneva C.  F.  Ashby,  Geneva 

Five  County 

Four  County Roy  Cram,  Burwell Ben  Meckel,  Burwell 

Gage J.  W.  Porter,  Beatrice K.  E.  Gustafson,  Beatrice 

Garden-Keith-Perkins Robert  Taylor,  Ogallala H.  W.  Rounsborg,  Oshkosh 

Hall C.  D.  McGrath,  Grand  Island Robert  C.  Chase.  Gr.  Island 

Hamilton J.  M.  Woodard,  Aurora E.  A.  Steenburg,  Aurora 

Holt  & Northwest William  F.  Becker,  Lynch R.  Murphy,  Ainsworth 

Howard E.  Howard  Reeves,  Scotia E.  C.  Hanisch,  St.  Paul 

Jefferson 

Knox 

Lancaster Maynard  A.  Wood,  Lincoln Wm.  F.  Nye,  Lincoln 

Lincoln George  J.  Haslam,  No.  Platte J.  E.  Nickel,  North  Platte 

Madison R.  E.  Klaas,  Norfolk Francis  Martin,  Norfolk 

Northwest R.  H.  Rasmussen,  Chadron R.  M.  Penor,  Chadron 

Nuckolls 

Omaha-Douglas John  D.  Coe.  Omaha Donald  J.  Pavelka,  Omaha 

Otoe A.  H.  Bonebrake,  Nebr.  City W.  C.  Kenner,  Nebraska  City 

Phelps Robert  Best,  Holdrege Ralph  Nicholson,  Holdrege 

Pierce  - Antelope A.  E.  Mailliard,  Osmond W.  I.  Devers.  Pierce 

Platte C.  D.  Heine,  Columbus A.  H.  Liebentritt,  Columbus 

Saline V.  Franklin  Colon.  Friend Lyle  Nelson,  Crete 

Saunders Stephen  E.  Wallace,  Wahoo John  E.  Hansen,  Wahoo 

Scotts  Bluff Calvin  M.  Oba,  Scottsbluff John  H.  Floyd,  Scottsbluff 

Seward Robert  Herpolsheimer,  Seward- Roger  Meyer,  Utica 

S.E.  Nebr H.  C.  Stewart.  Pawnee  City Marvin  E.  Holsclaw,  Auburn 

S.W.  Nebr George  Harris,  Cambridge Richard  Cottingham,  McCook 

Thayer 

Washington W.  E.  Goehring,  Blair K.  C.  Bagby,  Blair 

York J.  S.  Bell.  York B.  N.  Greenberg.  York 


Gilmour-Danielson 
Drug  Company 

142  South  13th  Street 
Phone  432-1246 

1701  South  17th  Street 
Phone  423-2329 
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Results  of  Treatment  of  Stomach  Cancer  — 

V.  A.  Gilbertsen  (Univ  of  Minnesota  Med- 
ical School,  Minneapolis) . Cancer  23 : 1305- 

1308  (June)  1969. 

For  the  entire  series  of  1,983  patients  with 
stomach  cancer,  seen  between  1936  and 
1963,  the  overall  five-year  survival  rate  was 
10.2% ; the  most  favorable  five-year  rate 
was  12.2%  and  was  recorded  for  those  seen 
between  1950  and  1958,  During  the  most 
recent  period  of  study  (1958  to  1963),  and 
during  the  time  of  the  philosophy  of  exten- 
sive lymph  node  dissections,  the  operative 
mortality  for  partial  gastrectomies  per- 
formed for  cure  rose  to  25.6%  and  for  total 
gastrectomies  to  33.3%.  During  this  same 
time,  the  five-year  survival  rate  for  those 
operated  upon  for  cure  (which  had  reached 
a peak  of  28%  for  the  1950  to  1958  period) 
fell  to  17%.  Five-year  survival  for  pa- 
tients with  positive  lymph  node  gastric  can- 
cer who  underwent  resections  for  cure  de- 
clined from  18%  to  9%.  The  overall  five- 
year  survival  rate  for  all  patients  fell  from 
12.2%  for  the  earlier  group  to  8.8  %^  for  those 
seen  during  the  later  period. 
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Our  travel-pak 
for  summer  cold 
and  allei^ 
sufferers. 


Novahistine  LP  can  speed  your 
patients  on  their  way,  by  providing 
prompt  and  continuous  relief  from  the 
symptoms  of  summer  colds  and 
allergies.  These  continuous-release 
tablets  contain  a vasoconstrictor- 
antihistamine  formulation  that  goes  to 
work  rapidly  and  lasts  for  hours. 

Even  when  nasal  congestion  is  caused 
by  repeated  allergic  episodes,  the 
convenient  twice-a-day  dosage  of 
Novahistine  LP  makes  it  easy  for  most 


patients  to  enjoy  relief  all  day  and 
all  night.  When  symptoms  are  severe, 
a third  dose  of  one  or  two  tablets  may 
be  safely  given.  Use  with  caution  in 
patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory 
patients  that  drowsiness  may  result. 

PITMAN-MOORE  Division  of 
The  Dow  Chemical  Company, 
Indianapolis,  Indiana. 


Novahistine" 
I P 

M^JL  decongestant 


(Each  tablet  contains  25  mg.  of  phenylephrine 
hydrochloride  and  4 mg.  of  chlorpheniramine 
maleate.) 


Evaluation  of  Intermittent  Positive  Pressure 
Breathing  in  Prevention  of  Postoperative 
Pulmonary  Complications  — W.  D.  Bax- 
ter and  R.  S.  Levine  (St.  Mary’s  Hosp, 
Grand  Rapids,  Mich).  Arch  Surg  98:795- 
798  (June)  1969. 

Two  hundred  consecutive  patients  under- 
going upper  abdominal  operations  were 
studied  to  determine  the  ability  of  prophylac- 
tic inteiTnittent  positive  pressure  breathing 
to  prevent  postoperative  pulmonary  compli- 
cations. Patients  were  assigned  to  treatment 
or  control  groups  on  a random  basis  and  the 
occurrence  of  pulmonary  complications  de- 
termined by  clinical  and  radiographic  exam- 
ination. The  incidence  of  pulmonary  com- 
plications was  over  50%  in  both  groups  and 
no  benefit  was  demonstrated  in  patients  re- 
ceiving prophylactic  intermittent  positive 
breathing.  The  wisdom  of  routine  use  of 
intermittent  positive  pressure  breathing  in 
postoperative  patients  is  doubtful. 


Controlled  Trials  of  Dexamethasone  Snuff  in 
Chronic  Perennial  Rhinitis  — M.  K.  Mc- 
Allen (Univ  College  Hosp,  Gower  St,  Lon- 
don) and  M.  J.  S.  Langman.  Lancet  1: 
968-971  (May  10)  1969. 

A double-blind  trial  of  corticosteroid  snuff 
treatment  was  carried  out  in  100  patients 
with  severe  chronic  perennial  rhinitis  of  at 
least  three  years’  duration.  Symptomatic 
improvement  was  greater  in  patients  who 
took  dexamethasone  snuff,  0.5  mg  daily, 
than  in  those  who  used  hydrocortizone  snuff, 
15  mg  daily,  or  a placebo  capsule;  the  dif- 
ference was  not  likely  to  be  due  to  chance. 
Dexamethasone  snuff  seemed  to  be  equally 
successful  in  individuals  with  allergic  and 
nonallergic  rhinitis,  and  in  a 12-month  fol- 
low-up period,  prolonged  good  results  were 
noted  with  smaller  occasional  doses  of  treat- 
ment. 


Reliability  of  a Self-Administered  Question- 
naire — M.  F.  Collen  et  al  (3779  Piedmont 
Ave,  Oakland,  Calif).  Arch  Intern  Med 
123:664-681  (June)  1969. 

A self-administered  patient  questionnaire 
comprising  204  commonly  used  inventory  -by- 


systems questions  was  tested  as  to  its  relia- 
bility. By  testing  and  retesting  each  medical 
question  both  on  forms  and  on  cards,  it  was 
shown  that  inconsistency  in  responses  was 
not  related  to  the  mode  of  questioning,  but  to 
the  content  of  the  questions.  For  the  total 
of  204  questions,  95%  of  the  patients 
changed  their  answer  to  less  than  6%  of 
the  questions.  Patients  were  more  likely 
to  change  their  second  answer  when  their 
first  response  was  a “yes,”  than  when  a 
“no.”  An  overall  score  was  developed  which 
ranked  each  question  as  to  its  relative  relia- 
bility. 


Carcinoma  of  Tongue  and  Floor  of  Mouth — 

G.  S.  Montana  et  al  (50  Binney  St,  Boston). 

Cancer  23:1284-1289  (June)  1969. 

To  determine  the  cure  rates  and  complica- 
tions of  irradiation  therapy  in  the  manage- 
ment of  carcinoma  of  the  tongue  and  floor 
of  the  mouth,  104  treated  cases  were  re- 
viewed. Cure  rates  varied  according  to  the 
location  and  stage  of  the  tumor.  The  over- 
all, corrected,  cumulative  three-year  survival 
was  45%.  Serious  complications  developed 
in  5%  of  the  patients.  Twenty-six  patients 
considered  to  be  radiation  failures  underwent 
resectional  surgery.  The  results  of  this 
study  justify  continuation  of  the  approach 
thus  far  employed.  Earlier  detection  of 
cases  ought  to  improve  the  cure  rates. 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  re3ponsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double-spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (8'/4  by  11  in.)  white  paper.  Wide  margins 
(at  least  1^  in.  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  corner  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation : To  Be 

Published. 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company,  Norfolk,  Nebr.  68701. 
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PRESCRIBING  INFORMATION 


Indications:  Tybatran  (tybamate)  has  afforded  sympto- 
matic improvement  in  a variety  of  psychoneurotic  disor- 
ders, especially  in  the  treatment  of  the  anxiety  and  tension 
components  of  psychoneuroses.  Anxiety  states  manifested 
somatically  have  responded  to  Tybatran  (tybamate). 

Tybatran  (tybamate)  has  been  useful  in  the  control  of 
agitation  in  the  aged  and  in  the  alleviation  of  some  of  the 
adverse  emotional  accompaniments  of  senility. 

Tybatran  (tybamate)  has  been  used  with  benefit  in  the 
treatment  of  depressive  symptoms  associated  with  anxiety 
and  other  symptoms  of  psychoneuroses.  However,  it  is  not 
indicated  for  primary  treatment  of  depressive  states.  It  is 
not  an  antipsychotic  agent,  although  it  has  been  used  as 
adjunctive  therapy  in  some  psychotic  patients. 

Dosage:  One  350  mg.  capsule,  3 times  daily  and  two  at 
bedtime  is  suggested  as  the  adult  starting  dose.  Adjust  to 
suit  individual  requirements.  Daily  doses  above  3000  mg. 
are  not  recommended. 

Contraindications:  Known  hypersensitivity  to  tybamate. 
Since  no  studies  have  been  done  with  this  drug  in  human 
pregnancy,  it  should  not  be  used  in  pregnancy  unless  the 
potential  benefit  outweighs  the  risk. 

Warnings:  Administer  cautiously  to  patients  receiving 
phenothiazines  or  other  CNS  depressants  or  having  his- 
tory of  convulsive  seizures  (See  Adverse  Reactions).  Con- 
sider possibility  of  additive  actions  with  alcohol  or  other 
psychotropic  agents,  particularly  phenothiazines  or  MAO 
inhibitors. 

Precautions:  Avoid  abrupt  withdrawal  after  prolonged 
use,  although  withdrawal  symptoms  have  not  been  reported 
to  date.  Exercise  caution  in  addiction-prone  individuals.  If 
symptoms  of  hypersensitivity  occur,  discontinue  at  once 
and  initiate  appropriate  symptomatic  treatment.  Avoid 
activities  requiring  optimal  mental  alertness  if  drowsiness 
or  vertigo  are  present.  As  with  any  new  drug,  use  cautiously 
in  patients  with  history  of  drug  allergies,  blood  dyscrasias, 
and  hepatic  or  renal  disease;  periodic  measurements  of 
hepatic,  hematopoietic  and  renal  function  should  accom- 
pany prolonged  and/or  high  doses. 

Adverse  Reactions:  Most  frequent  reactions,  rarely  re- 
quiring discontinuation  of  tybamate,  include  drowsiness, 
dizziness,  nausea,  insomnia,  and  euphoria.  There  have  been 
a few  reports  of  skin  rash,  urticaria,  and  pruritus.  Rare  side 
effects  include  hyperactivity,  fidgetiness,  flushing,  and  tach- 
ycardia, suggesting  excessive  stimulation;  also  ataxia,  un- 
steadiness, confusion,  feeling  of  unreality,  "panic  reaction," 
fatigue,  headache,  paresthesias,  vertigo,  gastrointestinal 
disturbances,  glossitis,  and  dry  mouth.  Grand  mal  or  petit 
mal  seizures  have  been  reported  in  a few  hospitalized  psy- 
chotic patients  receiving  tybamate  (up  to  6000  mg.  daily) 
together  with  phenothiazines  and  other  psychotropic 
agents,  but  not  with  tybamate  alone.  Consider  the  possibil- 
ity of  rare,  serious  adverse  reactions  such  as  may  occur 
with  the  related  drug,  meprobamate.  If  excessive  amounts 
are  ingested,  gastric  lavage  and  symptomatic  therapy,  in- 
cluding central  stimulants  as  necessary,  are  recommended. 
Before  prescribing,  consult  package  circular. 

Supply:  Tybatran  (tybamate)  is  available  in  green,  sealed 
capsules  of  three  strengths:  350  mg.,  250  mg.,  and  125  mg. 
Each  strength  is  supplied  in  bottles  of  100  and  500. 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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“In  the  future,  doctor,  tell  the  ladies  they’re 
just  ‘pleasingly  plump.’  Don’t  say:  ‘You’re  all 
flab  and  a lard  wide’.’’ 


ACHROMYCIN*  V 

TETRACYCLINE  HCl 

481C-9 
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PROFESSIONAL  LIABILITY  INSURANCE 


Professional  Protection  Exclusively  since  1899 


OMAHA  OFFICE:  Robert  C.  Schmitz,  Representative 
9132  Dorcas  Street,  Omaha  Telephone  402-393-5797 

Mailing  Address:  Elmwood  Station,  Box  6076,  Omaha  68106 


MEDICAL  SPACE 
NOW  AVAILABLE  IN 
THE  SHARP  BUILDING 

Lincoln's  Largest  Medical 
and  Office  Building 


CAR-PARK 
560  CAR 
SPACES 


Adjoining,  with 
connecting 
bridge  for  Doc- 
tors cmd  Patients. 


Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
Sharp  Building 


“Get  a little  exercise,  get  plenty  of  sleep, 
take  this  prescription  and  discontinue  your 
wife’s  charge  accounts.” 
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Management  of  Invasive  Cervical  Cancer 
Following  Inadvertent  Simple  Hysterec- 
tomy — T.  H.  Green  and  W.  J.  Morse,  Jr. 
(8  Hawthorne  PI,  Charles  River  Park,  Bos- 
ton). Obstet  Gynec  33:763-769  (June) 
1969. 

Eighty-four  women  in  whom  simple  hys- 
terectomy had  been  performed  in  the  pres- 
ence of  invasive  cervical  cancer,  unsuspected 
in  most  instances,  were  seen  between  1940 
and  1960.  Early  reoperation  with  radical 
surgical  removal  of  the  residual  tumor-bear- 
ing area  appears  to  offer  the  greatest 
chance  of  salvage  in  this  unfortunate  situa- 
tion. In  this  series,  21  patients  underwent 
radical  reoperation  and  14  (67%)  survived 
five  or  more  years.  Radiation  therapy  has 
proved  less  successful,  probably  because  of 
the  technical  obstacles  to  effective  local  ap- 
plication of  radium  which  absence  of  the 
uterus  poses.  Thirty  patients  were  given  a 
full  course  of  radiotherapy;  nine  (30%)  sur- 
vived after  five  or  more  years.  In  the  re- 
maining patients,  the  lesions  were  already 
hopelessly  incurable  by  any  means. 


Anesthesia  for  Patients  on  Chronic  Renal 
Dialysis  — M.  Bluth,  K.  J.  Berenyi,  and 
B.  J.  Urban  (1530  E Eighth  St,  Brooklyn, 
NY).  Anesth  Analg  48:420-426  (May- 
June)  1969. 

Thirty  general  anesthesias  were  admin- 
istered to  18  patients  with  chronic  renal 
failure.  All  were  being  treated  by  long- 
term hemodialysis  or  peritoneal  dialysis. 
Thiopental  and  halothane-nitrous-oxide-oxy- 
gen  sequence  were  the  anesthetic  agents  used 
and  succinylcholine  was  administered  for 
muscle  relaxation  as  needed.  The  frequent 
mild  to  moderate  hypotension  observed  dur- 
ing anesthesia  was  readily  stabilized  with 
intravenous  fluids.  Bradycardia  was  noted 
during  four  anesthesias. 


Use  of  Double  Nasopharyngeal  Airways  in 
Anesthesia  — H.  Weisman  et  al  (UCLA 
School  of  Medicine,  Los  Angeles).  Anesth 
Analg  48:356-362  (May-June)  1969. 

Evaluation  of  double  nasopharyngeal  air- 
ways in  anesthesia  has  demonstrated  its  use- 


fulness for  outpatient  anesthesia,  especially 
for  procedures  above  the  shoulders.  Arterial 
blood  gas  analysis  during  anesthesia  in  ten 
patients  showed  no  significant  difference 
between  the  ventilatory  efficiency  of  such 
airways  and  that  of  a mask  or  endotracheal 
intubation.  Advantages  of  this  technique 
include  low  airway  resistance,  absence  of  gas- 
tric inflation,  and  no  laryngeal  complications. 
It  functions  well  with  assisted  or  controlled 
respiration. 


Treatment  of  Streptococcal  Infection  With 
Sulfamethoxazole  and  Penicillin  — B.  W. 

Camp  (4200  E Ninth  Ave,  Denver).  Amer 
J Dis  Child  117:663-667  (June)  1969. 

Twenty-four  children,  4 to  17  years  of  age, 
with  group  A,  beta-hemolytic  streptococcal 
infections  were  treated  with  either  oral  peni- 
cillin G or  sulfamethoxazole.  Penicillin- 
treated  children  had  significantly  fewer  posi- 
tive throat  cultures  at  follow-up  than  either 
sulfamethoxazole-treated  children  or  unin- 
fected controls.  Changes  in  ASO  titer  were 
small  in  all  three  groups  and  differences 
among  the  groups  were  not  significant. 
Penicillin  treatment  seems  to  lead  to  develop- 
ment of  longer  lasting  resistance  to  reinfec- 
tion than  sulfamethoxazole. 


Dyspnea  and  Angina  — J.  E.  Gault  (Ben- 
digo Base  Hosp,  Bendigo,  Australia).  Med 

J Aust  1:1066-1068  (May  24)  1969. 

When  questioned  specifically,  about  half 
of  a series  of  patients  with  angina  said  that 
they  w^ere  short  of  breath  with  the  anginal 
attack.  While  hyperventilation  or  a feeling 
of  tightness  accounted  in  some  cases  for 
this  symptom  and  clinical  left  ventricular 
failure  accounted  for  it  in  others,  between 
a fifth  and  quarter  of  the  total  number  of 
patients  had  “true”  dyspnea,  which  was 
probably  due  to  transient  left  ventricular 
failure  associated  with  the  attack.  The  oc- 
currence of  this  symptom  does  not  neces- 
sarily imply  the  presence  of  continuing 
heart  failure;  it  seems  to  be  unresponsive 
to  digitalis  and  diuretics  and  may  be  re- 
garded as  part  of  the  anginal  symptom  com- 
plex. 
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Detection  of  Tumors  in  Soft  Tissues  by 
Ultrasonic  Holography  — L.  Weiss  and  E. 
D.  Holyoke  (Roswell  Park  Memorial  In- 
stitute, Buffalo) . Surg  Gynec  Obstet  128 : 
953-962  (May)  1969. 

The  new  technique  of  ultrasonic  hologra- 
phy was  investigated  for  the  detection  of 
implanted  tumors  and  inflammatory  lesions 
in  skin  flaps  of  living  rats.  Tumors  as  small 
as  2 mm  in  diameter  could  be  visualized  and 
accurately  sized  by  this  technique.  In  this 
experimental  system,  ultrasonic  holography 
was  superior  to  roentgenography  for  tumor 
detection.  Irradiation  of  rats  with  ultra- 
sound, at  50  times  the  diagnostic  dose,  was 
not  demonstrably  harmful  to  normal  adult 
tissues. 


Treatment  of  Psoriasis  With  Methotrexate  — 

I.  Ziprkowsky  and  M.  Schewach-Millet  (Tel 
Aviv  Univ  Medical  School,  Tel  Aviv, 
Israel).  Harefuah  76:414-415  (May  1) 
1969. 

Seventeen  patients  with  generalized  psori- 
asis were  treated  with  methotrexate.  In 
three  patients  the  psoriasis  cleared  up  com- 
pletely, in  six  the  response  was  nearly  com- 
plete with  slight  residual  erythema,  and 
eight  responded  only  partially.  In  two  pa- 
tients psoriatic  arthritis  improved  while  un- 
der treatment  and  in  one  patient  concomit- 
ant SLE  also  improved  markedly.  The  only 
side  effects  observed  were  nausea  and  leu- 


“It’s  not  that  I’m  superstitious,  but  just 
to  be  safe  I took  an  extra  pill.” 


TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu- 
lin testing  with  the  white  LEDERTINE^'^  Applicator 
a routine  part  of  your  physical  examinations? 


TUBERCULIN 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 


Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 
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eral practice  situation  over  a period  of  approxi- 
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He  is  elderly. 

He  is  on  corticosteroids. 
When  he  needs  an  antibiotic 
he  may  be  a candidate  for 

DECLOSTATIN300 

Demelhylchlorlelracjcline  HCl  300  mg  -a  ^ -■ 

and  Nyslalin  500,000  units  1^  "■ 

CAPSULE-SHAPED  TABLETS  Lederle 


To  guard  susceptible  patients  against  intestinal  monilial  over- 
growth during  broad -spectrum  therapy— the  protection  of 
nystatin  is  combined  with  demethylchlortetracycline  in 
DECLOSTATIN. 

^ For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
— the  broad-spectrum  therapy  that  prevents  monilial 
o^rgrowth. 

Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLOSTATIN  should  be  equally  or  more 
effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  component,  Nystatin, 
protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
(particularly  monilia)  in  the  intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetracy- 
cline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
clines should  be  carefully  observed. 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  (Con- 
stant observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes;  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
H>'persensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  this 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo-.; 
plasia  has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyns 
crasy  occurs,  discontinue  medication  and  institute  appropriate  therapy* 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  anj^ 
bone-forming  tissue  with  no  serious  harmful  effects  reported  thus  fm- 
in  humans.  ^ 

Average  Adult  Daily  Dosage:  1.50  mg  q.i.d.  or  300  mg  b.i.d.  Should  be 
given  1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired; 
by  the  concomitant  administration  of  high  calcium  content  drugs,  food^ 
and  some  dairy  products.  Treatment  of  streptococcal  infections  should 
continue  for  10  days,  even  though  symptoms  have  subsided. 
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Diagnosis  of  Ruptured  Fetal  Membranes  — 
M.  L.  Friedman  and  T.  W.  McElin  (2650 
Ridge  Ave,  Evanston,  111).  Amer  J Obstet 
Gynec  104:544-550  (June  15)  1969. 

Vaginal  aspirates  from  100  consecutive  pa- 
tients in  labor  were  submitted  to  a battery 
of  six  tests  in  an  attempt  to  facilitate  the 
clinical  recognition  of  membrane  rupture. 
A combination  of  any  three  of  the  follow- 
ing will  produce  accuracy  of  diagnosis  ap- 
proximating 93%:  careful  history,  the 

nitrazine  pH  test,  the  amniotic  fluid  crystal- 
lization test,  and  the  Nile  blue  stain. 


Surgical  Correction  of  Acquired  Vocal  Cord 
Webs  — S.  C.  Parisier  (130  W Kings- 
bridge  Rd,  Bronx,  NY).  Arch  Otolaryng 
90:103-107  (July)  1969. 

Acquired  vocal  cord  webs  were  connected  in 
two  patients,  using  indirect  laryngoscopy,  by 
incising  the  web  and  inserting  a piece  of 
silastic  between  the  denuded  edges  of  the 
vocal  cords.  Epithelialization  of  the  anterior 


commissure  with  a sharp  apex  resulted. 
Minor,  but  significant  complications  were  en- 
countered in  the  form  of  infections  around 
the  sutures  that  fixed  the  silastic  keel  with- 
in the  mobile  larynx  to  the  overlying  rela- 
tively immobile  skin.  Both  patients  did  well. 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double-spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  by  11  in.)  white  paper.  Wide  margins 

(at  least  1^  in.  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  corner  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  JoumaPa  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation : To  Be 

Published. 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company.  Norfolk.  Nebr.  68701. 
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Dundy.  Hitchcock. 

Eleventh  District;  Councilor:  Bruce 
F.  Claussen.  North  Platte.  Coun- 
ties : Lincoln.  Perkins,  Keith,  Mc- 
Pher.con,  Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor;  A.  J. 
Aldei*man.  Chadron.  Counties: 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball.  Cheyenne,  Sioux, 
Dawes. 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY 


Adams L.  S.  McNeil).  Hastings Frank  Kamm,  Blue  Hill 

Boone Roy  J.  Smith,  Albion Wm.  Reardon.  St.  Edward 

Box  Butte D.  D.  Shannon.  Alliance F.  P.  Sucgang.  Alliance 

Buffalo John  McCammond.  Kearney John  H.  Bancroft.  Kearney 

Burt L.  E.  Sauer,  Tekamah Isaiah  Lukens,  Tekamah 

Cass 

Cheyenne-Kimball-Deuel R.  C.  Calkins,  Kimball Charles  Bitner,  Sidney 

Clay H.  V.  Nuss,  Sutton 

Cuming Eugene  Sucha,  West  Point Roger  Dilley,  Wisner 

Custer 

Dawson Rodney  Sitorius,  Cozad O.  P.  Rosenau,  Cozad 

Dodge Harold  Smith,  Jr.,  Fremont W.  B.  Eaton.  Fremont 

Fillmore V.  S.  Lynn,  Geneva C.  F.  Ashby,  Geneva 

Five  County 

Four  County Roy  Cram,  Burwell Ben  Meckel,  Burwell 

Gage J.  W.  Porter,  Beatrice K.  E.  Gustafson,  Beatrice 

Garden-Keith-Perkins Robert  Taylor,  Ogallala H.  W.  Rounsborg,  Oshkosh 

Hall C.  D.  McGrath.  Grand  Island Robert  C.  Chase,  Gr.  Island 

Hamilton J.  M.  Woodard,  Aurora E.  A.  Steenburg,  Aurora 

Holt  & Northwest William  F.  Becker,  Lynch R.  Murphy.  Ainsworth 

Howard E.  Howard  Reeves,  Scotia E.  C.  Hanisch,  St.  Paul 

Jefferson 

Knox 

Lancaster Maynard  A.  Wood,  Lincoln Wm.  F.  Nye,  Lincoln 

Lincoln George  J.  Haslam,  No.  Platte J.  E.  Nickel,  North  Platte 

Madison R.  E.  Klaas,  Norfolk Francis  Martin,  Norfolk 

Northwest R.  H.  Rasmussen,  Chadron R.  M.  Penor,  Chadron 

Nuckolls 

Omaha-Douglas John  D.  Coe,  Omaha Donald  J.  Pavelka,  Omaha 

Otoe A.  H.  Bonebrake,  Nebr.  City W.  C.  Kenner,  Nebraska  City 

Phelps Robert  Best,  Holdrege Ralph  Nicholson,  Holdregs 

Pierce  - Antelope A.  E.  Mailliard,  Osmond W.  I.  Devers,  Pierce 

Platte C.  D.  Heine,  Columbus A.  H.  Liebentritt,  Columbus 

Saline V.  Franklin  Colon,  Friend Lyle  Nelson,  Crete 

Saunders Stephen  E.  Wallace,  Wahoo John  E.  Hansen.  Wahoo 

Scotts  Bluff Calvin  M.  Oba,  Scottsbluff John  H.  Floyd,  Scottsbluff 

Seward Robert  Herpolsheimer,  Seward _ Roger  Meyer,  Utica 

S.E.  Nebr H.  C.  Stewart,  Pawnee  City Marvin  E.  Holsclaw,  Auburn 

S.W.  Nebr George  Harris,  Cambridge Richard  Cottingham,  McCook 

Thayer 

Washington W.  E.  Goehring,  Blair K.  C.  Bagby,  Blair 

York J.  S.  Bell,  York B.  N.  Greenberg,  York 


“No,  the  doctor  isn’t  making  house  calls;  but 
if  you  happen  to  get  sick  on  the  golf  course 
he’ll  take  care  of  you!” 


MEDICAL  SPACE 
NOW  AVAILABLE  IN 
THE  SHARP  BUILDING 

Lincoln's  Largest  Medical 
and  Office  Building 

CAR-PARK 
560  CAR 
SPACES 

Adjoining,  with 
connecting 
bridge  for  Doc- 
tors and  Patients. 

Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
Sharp  Building 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 
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Symbols  in  a life  of 
psychic  tension 

M.A. 

class  of  ’66 

Ph.D. 

thesis ...  in  progress 

G.l. 

series  and  complete 
examination  normal 

(persistent  indigestion) 


Roche 

LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  0/110 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal,  Exec.  Dir. 

Volker  at  Brookside,  Kansas  City,  Missouri  64112 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 

American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Exec.  Sec. 

60  East  Scott  St.,  Suite  402,  Chicago,  Illinois  60610 

American  College  of  Obstetricians  & Gynecologists 
Michael  Newton,  M.D.,  Dir. 

79  West  Monroe  Street,  Chicago,  Illinois  60603 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Exec.  Dir. 
4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

American  College  of  Radiology 

William  C.  Stronach,  L.L.B.,  Exec.  Dir. 

20  North  Wacker,  Drive,  Chicago,  Illinois  60076 

American  College  of  Surgeons 
John  Paul  North,  M.D.,  Dir. 

.55  East  Erie  St.,  Chicago,  Illinois  60611 

American  Diabetes  Association 

Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St.,  New  York,  New  York  10017 

American  Heart  Association 

Janies  M.  Hundley.  M.D.,  Exec.  Dir. 

44  East  23rd  St.,  New  York,  New  York  10010 

National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 


American  Hospital  Association 

Edwin  L.  Crosby,  M.D.,  Exec.  Vice-Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 

American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hy.,  Park  Ridge,  Illinois  60068 

American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

Hearst  Building,  Third  at  Market,  San  Francisco, 
California  94103 

American  Society  of  Clinical  Pathologists 
Albert  G.  Boeck,  Jr.,  Exec.  Dir. 

710  South  Wolcott  Ave.,  Chicago,  Illinois  60612 

American  Medical  Association 

Ernest  B.  Howard,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 

American  Urological  Association 
Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  North  Carles  St.,  Baltimore,  Maryland  21201 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 

10  Columbus  Circle,  New  York,  New  York  10019 
International  College  of  Surgeons 
Aldo  Parentela,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 

National  Multiple  Sclerosis  Society 
257  Park  Avenue  South 
New  York.  New  York  10010 

Radiological  Society  of  North  America 
Maurice  D.  Frazer.  M.D.,  Sec. 

713  East  Genesee  St.,  Syracuse,  New  York  13210 

Vocational  Rehabilitation  Administration 
Mary  E.  Switzer,  Commissioner 
Washington,  D.C. 


Relationships  Between  Familial  Aggregation 
of  Coronary  Heart  Disease  and  Risk  Fac- 
tors in  the  General  Population  — S. 

Deutsche!’  (School  of  Public  Health,  Univ 
of  Michigan,  Ann  Arbor),  F.  H.  Epstein, 
and  J.  B.  Keller.  Amer  J Epidem  89: 
510-520  (May)  1969. 

In  the  course  of  an  epidemiological  study 
covering  an  entire  community,  adult  partici- 
pants with  elevated  levels  of  serum  choles- 
terol, systolic  blood  pressure,  or  blood  glu- 
cose after  challenge,  were  compared  with 
subjects  of  the  same  sex  and  age  but  with- 
out elevated  levels  of  these  risk  factors,  in 
regard  to  parental  mortality  due  to  coro- 
nary heart  disease  (CHD).  Risk  factor 
elevation  among  children  was  related  to  in- 
creased parental  mortality  due  to  CHD. 
Findings  suggest  that  familial  aggregation 
of  high  levels  of  the  three  risk  factors  plays 
an  important  role  in  determining  clustering 
of  CHD  within  families,  especially  when  the 
disease  results  in  death  at  a relatively  early 
age. 


“Don’t  be  so  impatient!  Doctor  will  see  you 
as  soon  as  he  can!” 


You  can  enhance  the  value  of  your  own  Journal  by  patronizinp:  its  advertisers 
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TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn't  that  a good  reason  to  make  tubercu- 
lin testing  with  the  white  LEDERTINE™  Applicator 
a routine  part  of  your  physical  examinations? 

TUBERCULIN 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 

Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company,  Pearl  River,  N.Y. 
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Drip  Infusion  Cholangiography  in  Cases  of 
Failed  Cholangiography  — W.  M.  C.  Allen 
(Aberdeen  Royal  Infirmary,  Aberdeen, 
Scotland).  Brit  J Radiol  42:347-350 
(May)  1969. 

A method  of  drip  infusion  cholangiography 
is  described,  using  a solution  of  60  cc  of  iodi- 
pamide  meglumine  in  250  cc  of  20%  dex- 
trose solution  for  one  hour.  No  adverse  re- 
actions were  encountered  and  a 92%  success 
rate  occurred  in  the  series  of  25  cases.  This 
method  is  especially  valuable  in  cases  of 
failed  oral  and  intravenous  cholangiography. 


Dental  Caries  in  Children  Related  to  Avail- 
ability of  Sweets  at  School  Canteens  — 
E.  A.  Fanning,  T.  Gotjamanos,  and  N.  J. 
Vowles  (Univ  of  Adelaide,  Adelaide, 
Australia).  Med  J Aust  1:1131-1132 
(May  31)  1969. 

A total  of  1,266  secondary  schoolchildren 
were  studied  over  a two-year  period.  Those 
attending  schools  where  sweets  were  sold 
in  the  canteen  had  1.57  more  newly  de- 
cayed tooth  surfaces  than  those  at  schools 
where  sweets  were  not  available. 


“Your  husband  has  all  the  nurses  talking 
about  what  an  affectionate  husband  you  have!” 
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You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


PRESCRIBING  INFORMATION 


Indications:  Tybatran  (tybamate)  has  afforded  sympto- 
matic improvement  in  a variety  of  psychoneurotic  disor- 
ders, especially  in  the  treatment  of  the  anxiety  and  tension 
components  of  psychoneuroses.  Anxiety  states  manifested 
somatically  have  responded  to  Tybatran  (tybamate). 

Tybatran  (tybamate)  has  been  useful  in  the  control  of 
agitation  in  the  aged  and  in  the  alleviation  of  some  of  the 
adverse  emotional  accompaniments  of  senility. 

Tybatran  (tybamate)  has  been  used  with  benefit  in  the 
treatment  of  depressive  symptoms  associated  with  anxiety 
and  other  symptoms  of  psychoneuroses.  However,  it  is  not 
indicated  for  primary  treatment  of  depressive  states.  It  is 
not  an  antipsychotic  agent,  although  it  has  been  used  as 
adjunctive  therapy  in  some  psychotic  patients. 

Dosage:  One  350  mg.  capsule,  3 times  daily  and  two  at 
bedtime  is  suggested  as  the  adult  starting  dose.  Adjust  to 
suit  individual  requirements.  Daily  doses  above  3000  mg. 
are  not  recommended. 

Contraindications : Known  hypersensitivity  to  tybamate. 
Since  no  studies  have  been  done  with  this  drug  in  human 
pregnancy,  it  should  not  be  used  in  pregnancy  unless  the 
potential  benefit  outweighs  the  risk. 

Warnings:  Administer  cautiously  to  patients  receiving 
phenothiazines  or  other  CNS  depressants  or  having  his- 
tory of  convulsive  seizures  (See  Adverse  Reactions).  Con- 
sider possibility  of  additive  actions  with  alcohol  or  other 
psychotropic  agents,  particularly  phenothiazines  or  MAO 
inhibitors. 

Precautions:  Avoid  abrupt  withdrawal  after  prolonged 
use,  although  withdrawal  symptoms  have  not  been  reported 
to  date.  Exercise  caution  in  addiction-prone  individuals.  If 
symptoms  of  hypersensitivity  occur,  discontinue  at  once 
and  initiate  appropriate  symptomatic  treatment.  Avoid 
activities  requiring  optimal  mental  alertness  if  drowsiness 
or  vertigo  are  present.  As  with  any  new  drug,  use  cautiously 
in  patients  with  history  of  drug  allergies,  blood  dyscrasias, 
and  hepatic  or  renal  disease;  periodic  measurements  of 
hepatic,  hematopoietic  and  renal  function  should  accom- 
pany prolonged  and/or  high  doses. 

Adverse  Reactions:  Most  frequent  reactions,  rarely  re- 
quiring discontinuation  of  tybamate,  include  drowsiness, 
dizziness,  nausea,  insomnia,  and  euphoria.  There  have  been 
a few  reports  of  skin  rash,  urticaria,  and  pruritus.  Rare  side 
effects  include  hyperactivity,  fidgetiness,  flushing,  and  tach- 
ycardia, suggesting  excessive  stimulation;  also  ataxia,  un- 
steadiness, confusion,  feeling  of  unreality,  "panic  reaction," 
fatigue,  headache,  paresthesias,  vertigo,  gastrointestinal 
disturbances,  glossitis,  and  dry  mouth.  Grand  mal  or  petit 
mal  seizures  have  been  reported  in  a few  hospitalized  psy- 
chotic patients  receiving  tybamate  (up  to  6000  mg.  daily) 
together  with  phenothiazines  and  other  psychotropic 
agents,  but  not  with  tybamate  alone.  Consider  the  possibil- 
ity of  rare,  serious  adverse  reactions  such  as  may  occur 
with  the  related  drug,  meprobamate.  If  excessive  amounts 
are  ingested,  gastric  lavage  and  symptomatic  therapy,  in- 
cluding central  stimulants  as  necessary,  are  recommended. 
Before  prescribing,  consult  package  circular. 

Supply:  Tybatran  (tybamate)  is  available  in  green,  sealed 
capsules  of  three  strengths:  350  mg.,  250  mg.,  and  125  mg. 
Each  strength  is  supplied  in  bottles  of  100  and  500. 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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Retrolental  Fibroplasia  in  the  Cicatricial 
Stage  — B.  M.  Paris  and  R.  J.  Brockhurst 
(100  Charles  River  Plaza,  Boston).  Arch 
Ophthal  82:60-65  (July)  1969. 

Retinal  detachment  is  one  of  the  late  com- 
plications of  the  cicatricial  stage  of  retro- 
lental fibroplasia.  This  condition  should  be 
considered  a life-long  threat  to  vision,  and 
afflicted  patients  should  be  examined  at 
least  once  a year  for  life.  Fifty-nine  eyes 
had  retrolental  fibroplasia  in  the  cicatricial 
stage  and  retinal  breaks  with  or  without 
retinal  detachment.  The  clinical  picture, 
course,  and  treatment  are  discussed.  Eighty- 
seven  percent  of  39  eyes  with  retinal  de- 
tachment which  were  operated  on  by  a scleral 
buckling  procedure  has  reattached  retinas 
for  six  months  or  even  longer. 

Red  Cell  Shape  in  Hypothyroidism  — C. 

Wardrop  and  H.  E.  Hutchison  (Western 
Infirmary,  Glasgow) . Lancet  1 :1243 
(June  21)  1969. 

Irregularly  contracted  red  blood  cells  are 
present  in  small  numbers  in  the  blood  films 
of  about  two  thirds  of  the  patients  with  un- 
treated hypothyroidism ; this  has  been  found 
to  be  of  diagnostic  value.  Abnormal  red 
cells  slowly  disappear  with  treatment  of  the 
subthyroid  state. 


“Im  afraid  this  will  have  to  be  my  last  ses- 
sion, Doctor.  Mother  is  reducing  my  allow- 
ance.” 
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Gilmour-Danielson 
Drug  Company 

142  South  13th  Street 
Phone  432-1246 

1701  South  17th  Street 
Phone  423-2329 
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Social  Class  and  the  Subjective  Sense  of 
Time  — I.  W.  Pollack  (Rutgers  Medical 
School,  New  Brunswick,  NJ),  F.  M,  Och- 
berg,  and  E.  Meyer.  Arch  Gen  Psychiat 
21:1-14  (July)  1969. 

The  socially  and  economically  lower-class 
group  members  were  less  consistent  in  their 
estimation  of  elapsed  clock  time  and  showed 
a significant  tendency  to  over-estimate.  Up- 
per-class subjects  were  more  consistent  in 
performance  and  their  estimation  errors 
were  distributed  randomly  around  the  true 
time  interval  under  consideration.  Esti- 
mates of  long  time  intervals  were  handled  in 
a similar  fashion  by  both  groups.  The  race 
and  sex  of  the  subjects  had  no  significant 
influence  on  accuracy  or  consistency. 


Warts  and  Ultrasound  — H.  Kent  (1111  N 
Lee,  Oklahoma  City).  Arch  Derm  100: 
79-81  (July)  1969. 

A preliminary  report  on  the  treatment 
of  plantar  warts  with  ultrasound  was  made 
in  1958.  The  present  study  offers  con- 
firmation of  this  initial  study  by  quoting 
a series  of  1,000  patients.  A revised  tech- 
nique and  dosage  are  given  for  improving 
wart  treatment. 


“Of  course  it’s  a sleeping  pill  again!  What 
were  you  expecting,  a bed-time  story?” 
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Blue  Shield  - Medicine  Commitment 


When  Blue  Shield  was  in  its  infancy,  Medical  Society  approval  or  sponsorship  was 
appropriate.  Today  it  is  even  more  important.  The  whole  point  of  Medicine's  and 
Blue  Shield's  commitment  to  each  other  must  be  the  preservation  of  private 
practice  in  the  belief  that  this  is  of  primary  importance  in  good  patient  care. 

There  have  been  enormous  changes  in  medicine  in  the  past  decade— it  has 
become  more  effective,  more  available  and  more  expensvie.  Health  care  has  be- 
come a major  social  concern.  Blue  Shield  has  reacted  to  this  by  continually 
broadening  its  benefit  patterns,  and  accelerating  its  movement  toward  payment 
of  physicians'  usual  and  customary  fees.  Blue  Shield,  in  short,  is  betting  its  life 
that  its  liason  with  Medicine  and  the  self-discipline  excercised  by  the  profession 
are  effective  enough  to  deliver  a benefit  package  mutually  satisfactory  to  both 
the  consumer  and  Medicine. 

In  December,  1967,  at  the  Annual  AMA  House  of  Delegates  session.  Resolu- 
tion 33  was  adopted  as  follows:  "Resolved,  that  Medical  Society  officers  and 
Medical  Society  executives  be  urged  to  participate  in  the  activities  of  their 
respectively  sponsored  or  approved  plans  to  the  end  that  all  such  plans  shall  in 
fact  be  and  continue  to  serve  as  economic  arms  of  the  medical  profession  in 
offering  sound  alternatives  to  the  public  in  the  voluntary  financing  of  health  care." 

We  believe  that  Medicine  alone  has  the  responsibiltiy  of  determining  the 
quality  and  quantity  of  patient  care,  but  that  Medicine^'and  Blue  Shield  must 
work  together  to  see  that  the  physician's  product,  quality  health  care,  is  pre- 
sented to  the  consumer  in  an  economic  package  that  satisfies  him  and  insures  his 
continuing  acceptance  of  the  principal  of  private  practice. 


Blu0  Cross  Blue  Shield. 


District  Managers  at  Beatrice,  Columbus,  Fremont,  Hastings,  Kearney,  Norfolk,  North  Platte  and  Scottsbiuff 


Nebraska 


Offices  at  Omaha,  Lincoln  and  Grand  Island 
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without  charee  for  one  issue.  Each  advertisement 
will  be  taken  out  followins:  its  first  appearance  unless 
otherwise  instructed.  Where  numbers  follow  adver- 
tisements, replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building, 
Lincoln.  Nebraska  68508. 

CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebraska,  3 nursing  homes  in  town,  good 
territory.  Write  Box  8,  Beaver  City,  Nebraska. 


GRADUATE  of  the  University  of  Nebraska 
College  of  Medicine  will  finish  military  service 
as  a Naval  Flight  Surgeon  in  December  of 
1969  and  desires  a locum  tenens  or  other  gen- 
eral practice  situation  over  a period  of  approxi- 
mately fourteen  months.  Enquiries  should  re- 
spond to:  James  Stewart,  M.D.,  2561  Vane 
Street,  Omaha,  Nebraska  68112. 


Role  of  Sugar  Component  in  Cardiac  Glyco- 
sides on  Their  Action  in  Patients  With 
Auricular  Fibrillation  and  Congestive  Fail- 
ure — H.  Gold  et  al  (Cornell  Univ  Medi- 
cal College,  New  York).  J Clin  Pharm  9: 
148-154  (May-June)  1969. 

The  cardiac  glycosides  digitoxin,  digoxin, 
and  lanatoside  C were  compared  with  their 
respective  aglycones  digitoxigeniii  and  di- 
goxinen  by  intravenous  injection  in  six  pa- 
tients with  auricular  fibrillation  and  conges- 
tive failure.  Results  show  that  the  glyco- 
side and  its  genin  have  the  same  kind  of 
action  but  that  onset  of  the  effect  of  the 
genin  is  almost  immediate,  that  it  reaches 
its  maximum  effect  more  quickly,  that  the 
degree  of  effect  is  less,  and  that  the  duration 
of  the  effect  is  shorter  than  that  of  the  cor- 
responding glycoside. 
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^ For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
— the  broad-spectrum  therapy  that  prevents  monilial 
overgrowth. 
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Excision  of  Esophageal  Varices  — J.  B.  Self 
(Leicester  General  Hosp,  Leicester,  Eng- 
land). Thorax  24:435-440  (July)  1969. 

Treatment  of  bleeding  esophageal  varices 
by  total  excision  of  the  stomach  and  lower 
esophagus  is  suggested  when  a shunt  is  im- 
possible or  contraindicated.  The  technique 
is  described  and  six  cases  presented.  None 
of  the  cases  has  had  a further  hemorrhage. 

Cardiac  Transplantation  — D.  A.  Cooley  et 
al  (Baylor  Univ  College  of  Medicine,  Hou- 
ton).  Ann  Surg  169:892-905  (June) 
1969. 

Cardiac  transplantation  was  performed  in 
17  patients  undergoing  18  heart  transplants. 
Each  patient  undergoing  cardiac  allografting 
recovered  after  operation  with  normal  cir- 
culation provided  by  the  transplanted  heart. 
Four  early  deaths  occurred;  two  from  acute 
cardiac  rejection  after  one  week,  and  one 
each  from  preexisting  diseases  and  complica- 
tions of  immunosuppressive  therapy,  respec- 


tively. The  transplanted  heart  has  provided 
effective  cardiac  function  for  each  surviv- 
ing patient.  Two  later  deaths  occurred  from 
sepsis.  Three  patients  died  from  five  to 
nearly  seven  months  after  operation  from 
chronic  cardiac  rejection. 
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Abdominal  Surgery  in  the  Presence  of  Acute 
Pancreatitis  — R.  Cohen  (Mayo  Gradu- 
ate School  of  Medicine,  Rochester,  Minn), 
J.  T.  Priestley,  and  J.  B.  Gross.  Mayo  Clin 
Proc  44:309-317  (May)  1969. 

Of  30  patients  treated  surgically,  28  had 
acute  edematous  pancreatitis  and  two  had 
acute  hemorrhagic  pancreatitis.  At  opera- 
tion 19  of  the  30  were  actually  found  to 
have  disease  in  the  biliary  tract.  Two  of 
the  remaining  11  patients  had  acute  post- 
operative pancreatitis,  one  had  received  blunt 
abdominal  trauma;  no  etiological  factor  was 
identified  in  the  remaining  eight.  Two  pa- 
tients (6.7%)  died.  Twenty-one  of  the  30 
patients  had  some  procedure  performed  on 
the  biliary  tract.  Only  diagnostic  lapar- 
otomy was  performed  on  two  of  the  re- 
maining nine  patients.  The  28  surviving 
patients,  including  the  two  with  acute  hem- 
orrhagic pancreatitis,  had  an  average  post- 
operative stay  of  14.7  days  in  the  hospital. 


TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu- 
lin testing  with  the  white  LEDERTINE’“  Applicator 
a routine  part  of  your  physical  examinations? 

TUBERCULIN 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 

Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  \«ith  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 
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j PRESCRIBING  INFORMATION 

Indications:  Tybatran  (tybamate)  has  afforded  sympto- 
I matic  improvement  in  a variety  of  psychoneurotic  disor- 
I ders,  especially  in  the  treatment  of  the  anxiety  and  tension 
components  of  psychoneuroses.  Anxiety  states  manifested 
somatically  have  responded  to  Tybatran  (tybamate). 

Tybatran  (tybamate)  has  been  useful  in  the  control  of 
agitation  in  the  aged  and  in  the  alleviation  of  some  of  the 
adverse  emotional  accompaniments  of  senility. 

Tybatran  (tybamate)  has  been  used  with  benefit  in  the 
treatment  of  depressive  symptoms  associated  with  anxiety 
and  other  symptoms  of  psychoneuroses.  However,  it  is  not 
indicated  for  primary  treatment  of  depressive  states.  It  is 
not  an  antipsychotic  agent,  although  it  has  been  used  as 
adjunctive  therapy  in  some  psychotic  patients. 

Dosage:  One  350  mg.  capsule,  3 times  daily  and  two  at 
bedtime  is  suggested  as  the  adult  starting  dose.  Adjust  to 
suit  individual  requirements.  Daily  doses  above  3000  mg. 
are  not  recommended. 

Contraindications:  Known  hypersensitivity  to  tybamate. 
Since  no  studies  have  been  done  with  this  drug  in  human 
pregnancy,  it  should  not  be  used  in  pregnancy  unless  the 
potential  benefit  outweighs  the  risk. 

Warnings:  Administer  cautiously  to  patients  receiving 
phenothiazines  or  other  CNS  depressants  or  having  his- 
tory of  convulsive  seizures  (See  Adverse  Reactions).  Con- 
sider possibility  of  additive  actions  with  alcohol  or  other 
psychotropic  agents,  particularly  phenothiazines  or  MAO 
inhibitors. 

Precautions:  Avoid  abrupt  withdrawal  after  prolonged 
use,  although  withdrawal  symptoms  have  not  been  reported 
to  date.  Exercise  caution  in  addiction-prone  individuals.  If 
symptoms  of  hypersensitivity  occur,  discontinue  at  once 
and  initiate  appropriate  symptomatic  treatment.  Avoid 
activities  requiring  optimal  mental  alertness  if  drowsiness 
or  vertigo  are  present.  As  with  any  new  drug,  use  cautiously 
in  patients  with  history  of  drug  allergies,  blood  dyscrasias, 
and  hepatic  or  renal  disease;  periodic  measurements  of 
hepatic,  hematopoietic  and  renal  function  should  accom- 
pany prolonged  and/ or  high  doses. 

Adverse  Reactions:  Most  frequent  reactions,  rarely  re- 
quiring discontinuation  of  tybamate,  include  drowsiness, 
dizziness,  nausea,  insomnia,  and  euphoria.  There  have  been 
a few  reports  of  skin  rash,  urticaria,  and  pruritus.  Rare  side 
effects  include  hyperactivity,  fidgetiness,  flushing,  and  tach- 
ycardia, suggesting  excessive  stimulation;  also  ataxia,  un- 
steadiness, confusion,  feeling  of  unreality,  "panic  reaction," 
fatigue,  headache,  paresthesias,  vertigo,  gastrointestinal 
disturbances,  glossitis,  and  dry  mouth.  Grand  mal  or  petit 
mal  seizures  have  been  reported  in  a few  hospitalized  psy- 
chotic patients  receiving  tybamate  (up  to  6000  mg.  daily) 
together  with  phenothiazines  and  other  psychotropic 
agents,  but  not  with  tybamate  alone.  Consider  the  possibil- 
ity of  rare,  serious  adverse  reactions  such  as  may  occur 
with  the  related  drug,  meprobamate.  If  excessive  amounts 
are  ingested,  gastric  lavage  and  symptomatic  therapy,  in- 
cluding central  stimulants  as  necessary,  are  recommended. 
Before  prescribing,  consult  package  circular. 

Supply:  Tybatran  (tybamate)  is  available  in  green,  sealed 
capsules  of  three  strengths:  350  mg.,  250  mg.,  and  125  mg. 
Each  strength  is  supplied  in  bottles  of  100  and  500. 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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Clinical  Evaluation  of  Diuretics  in  Conges- 
tive Heart  Failure  — R.  N.  Mahabir  (Har- 
vard Medical  School,  Boston)  and  S.  T. 
Laufer.  Arch  Intern  Med  124:1-7  (July) 
1969. 

Five  balance  studies  were  performed  in 
four  patients  with  congestive  heart  failure 
to  elucidate  the  role  of  diuretics  in  the 
genesis  of  electrolyte  disorders  and  cardiac 
arrhythmias.  In  comparable  doses,  hydro- 
chlorothiazide produced  greater  negative  po- 
tassium and  chloride  balances  than  furo- 
semide.  When  these  agents  were  combined 
with  triamterene  the  potassium  and  chlo- 
ride losses  were  significantly  minimized  and 
sodium  loss  accentuated.  With  the  dosage 
used  in  this  study  sever  cardiac  arrhyth- 
mias were  often  precipitated  by  hydrochloro- 
thiazide, but  rarely  by  furosemide.  Triam- 
terene restores  potassium  loss  and  brings 
about  a disappearance  of  the  arrhythmias. 
Potassium  metabolism  plays  a dominant  role 
in  the  pathogenesis  of  these  arrhythmias. 


Acute  Blunt  Traumatic  Rupture  of  Spleen  — 

R.  B.  Magee  (501  Howard  Ave,  Altoona, 
Penn)  and  J.  J.  D’Luzansky.  Arch  Surg 
99:121-122  (July)  1969. 

The  charts  of  42  patients  were  analyzed  in 
an  effort  to  find  the  common  denominators 
for  diagnosis  of  acute,  blunt  traumatic  rup- 
ture of  the  spleen.  These  patients  had  no 
other  significant  injury.  The  consistent  fac- 
tors indicating  this  diagnosis  were:  a his- 
tory of  moderately  severe  trauma  of  the 
left  upper  abdomen  or  chest,  left  upper  quad- 
rant spasm  and  tendeniess,  and  slowly  but 
surely  falling  hematocrit.  Shock  was  pres- 
ent in  only  21%  on  admission.  The  hemo- 
globin and  hematocrit  levels  were  low  in  ap- 
proximately 55%  on  admission.  Leukocy- 
tosis of  over  16,000  was  present  in  66%  of 
the  patients  on  admission.  Since  associated 
kidney  injury  occurred  in  12%  of  this  series 
intravenous  pyelograms  should  be  performed 
as  soon  as  possible  if  the  patient’s  condi- 
tion permits. 
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Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 

NEWS  Printing  Company 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Owned  by  The  Huse  Publishing  Co. 
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Envelopes  • Office  Forms 
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“I’ve  joined  my  father  in  his  medical  practice  . . . 
and  you’ll  find  I try  harder  because  I’m  only  number 
two!” 
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WE'VE  GOT  TO  GET 

plenty  of  rest  and 
TRY  TO  AVOID  SITUATIONS 
THAT  MAKE  US  ANXIOUS 
OR  TENSE.  AND  WE'LL 
TAKE  MEDICINETO  LOWER 


and  allay  anxiety  in  hypertension 


corticosteroids,  ACTH,  or  digitalis.  Severe  salt  restriction  is  not  recom- 
mended. Use  cautiously  in  patients  with  ulcerative  colitis  or  gallstones 
(biliary  colic  may  be  precipitated).  Bronchial  asthma  may  occur  in 
susceptible  patients.  Adverse  Reactions:  The  drug  is  generally  well 
tolerated.  The  most  frequent  side  effects  are  nausea,  gastric  irritation, 
vomiting,  diarrhea,  constipation,  muscle  cramps,  headache,  dizziness 
and  acute  gout.  Other  potential  side  effects  include  angina  pectoris, 
anxiety,  depression,  bradycardia  and  ectopic  cardiac  rhythms  (espe- 
cially when  used  with  digitalis),  drowsiness,  dull  sensorium,  hypergly- 
cemia and  glycosuria,  hyperuricemia,  lassitude,  restlessness,  transient 
myopia,  impotence  or  dysuria,  orthostatic  hypotension  which  may  be 
potentiated  when  chlorthalidone  is  combined  with  alcohol,  barbiturates 
or  narcotics,  leukopenia,  aplastic  anemia,  skin  rashes,  thrombocyto- 
penia, agranulocytosis,  nasal  stuffiness,  increased  gastric  secretions, 
nightmare,  purpura,  urticaria,  ecchymosis,  weakness,  uveitis,  optic 
atrophy  and  glaucoma,  and  pruritus.  Eruptions  and/or  flushing  of  the 
skin,  a reversible  paralysis  agitans-like  syndrome,  blurred  vision,  con- 
junctival injection,  increased  susceptibility  to  colds,  dyspnea,  weight 


gain,  decreased  libido,  dryness  of  the  mouth,  deafness,  anorexia,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.l.  symptoms  de- 
velop after  prolonged  administration.  Jaundice,  xanthopsia,  paresthesia, 
photosensitization  and  necrotizing  angiitis  are  possible.  Average  Dos- 
age: One  tablet  daily  with  breakfast.  Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000.  (B)46-600-C 

For  details,  please  see  complete  prescribing  information. 


50  mg. 
reserpineU.S.P.  0.25  mg. 
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Division  of  Geigy  Chemical  Corporation 
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Cholelithiasis  in  Childhood  — R.  G.  Strauss 
(Elland  and  Bethesda  Ave,  Cincinnati). 

Amer  J Dis  Child  117:689-692  (June) 

1969. 

Thirteen  patients  with  cholelithiasis  seen 
at  the  Children’s  Hospital  of  Cincinnati  were 
reviewed  and  compared  to  129  patients  from 
the  recent  literature.  Biliary  calculi  were 
most  common  in  girls  during  early  pubes- 
cence. Although  cholelithiasis  can  occur  in 
children  with  hemolytic  diseases,  it  more 
often  occurs  in  those  without  them.  A 
family  history  of  biliary  disease  is  infre- 
quent, but  a history  of  previous  abdominal 
surgery,  infection,  or  genitourinary  disease 
may  be  helpful.  Abdominal  pain  and  vomit- 
ing are  often  present,  but  other  symptoms, 
signs,  and  laboratory  data  are  not  consistent- 
ly helpful.  Cholecystography  is  the  diagnos- 
tic procedure  of  choice,  although  radiopaci- 
ties  may  be  seen  on  plain  abdominal  films. 
Biliary  calculi  should  be  removed  unless  a 
contraindication  exists. 


“Don’t  worry,  you’ll  get  along  fine  with  Daddy. 
Just  don’t  mention  income  tax.  Malpractice  suits 
or  Medicare.” 
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The  Rising  Cost  of  Health  Care 

In  these  inflationary  times.  Blue  Cross  and  Blue  Shield  is  doing 
everything  possible  to  hold  down  the  cost  of  health  care  in 
Nebraska. 

For  example:  Blue  Cross  and  Blue  Shield  are  urging  members 
not  to  go  to  the  hospital  when  it  isn't  necessary,  and  not  to  stay 
longer  than  necessary.  In  this  connection.  Blue  Cross  and  Blue 
Shield  point  out  that  if  each  of  1968's  270,000  Nebraska  hospital 
patients  had  returned  home  one  day  sooner,  it  would  have  reduced 
the  cost  of  health  care  in  the  state  by  over  $20  million! 

Blue  Cross  and  Blue  Shield  are  aware  that  all  members  of  the 
medical  profession  realize  the  importance  of  holding  down  health 
care  costs  and  want  you  to  know  that  Blue  Cross  and  Blue  Shield 
are  cooperating. 


Nebraska 

Blue  Cross  and  Blue  Shield* 

® ® 

Offices  at  Omaha,  Lincoln  and  Grand  Island 

District  Managers  at  Beatrice,  Columbus,  Fremont,  Hastings,  Kearney,  Norfolk,  North  Platte  and  Scottsbiuff 


You  can  enhance  the  value  of  your  own  Journal  by  patronizint;  its  advertisers 
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Diagnosis  of  Deep- Vein  Thrombosis  With 
Ultrasonic  Doppler  Technique  — D.  S. 

Evans  and  F.  B.  Cockett  (Vascular  Lab, 
St.  Thomas’  Hosp,  London).  Brit  Med  J 
2:802-803  (June  28)  1969. 

Patients  with  a possible  diagnosis  of  deep- 
vein  thrombosis  were  examined,  using  the 
portable  battery  Sonicaid  machine.  The 
trasducer  was  placed  on  the  skin  overlying 
the  vein  to  be  examined  and  a distal-con- 
trolled  squeeze  applied.  Increase  in  flow  rate 
produced  an  audible  roar  from  the  amplifier. 
This  could  be  recorded  visually  and  the  trace 
obtained  has  been  called  dopplergram.  The 
results  were  correlated  with  peripheral 
phlebograms  and  the  correlation  obtained 
was  92%  in  38  limbs. 


Validity  of  Lung  Cancer  Mortality  Data  — 

M.  B.  Rosenblatt  et  al  (Doctors  Hosp,  New 
York).  Bull  NY  Acad  Med  45:519-527 
(June)  1969. 

A study  of  the  records  of  116  patients  dis- 
charged with  the  diagnosis  of  bronchogenic 
carcinoma  or  primary  lung  cancer  revealed 
on  death  certificates  that  in  only  40.4%  of 
the  autopsy  cases  the  clinical  diagnosis  was 
confirmed.  The  autopsy  diagnosis  in  the 
majority  of  the  unconfirmed  cases  was  meta- 
static carcinoma. 


“The  buzzer  may  be  good  enough  for  some  people, 
but  when  I’ve  gotta  go.  I’ve  gotta  go!” 
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Mediastinoscopy:  Clinical  Evaluation  of  400 
Consecutive  Cases  — C.  L.  Sarin  and  H.  C. 
Nohl-Oser  (Harefield  H o s p,  Harefield, 
England).  Thorax  24:585-588  (Sept) 
1969. 

Mediastinoscopy  was  carried  out  in  400 
patients  with  intrathoracic  diseases  includ- 
ing bronchogenic  carcinoma,  sarcoidosis, 
Hodgkin’s  disease,  tuberculosis,  non-cancer- 
ous  malignant  tumors  of  the  lung,  secondary 
carcinoma  of  the  lung,  and  various  pulmon- 
ary inflammatory  conditions.  The  biggest 
single  group  was  296  patients  with  broncho- 
genic carcinoma.  At  the  time  of  presenta- 
tion, new  growth  had  already  spread  to  in- 
volve the  mediastinal  lymph  nodes  in  slight- 
ly more  than  50%  of  the  cases.  The  inci- 
dence of  involvement  was  76%  in  oat  cell, 
and  35%  in  squamous  cell  carcinoma.  Only 
when  mediastinal  lymph  nodes  were  free 
of  growth  were  patients  submitted  to  thora- 
cotomy. Nonresectability  at  thoracotomy 
was  found  in  seven  of  120  patients.  There 
were  only  two  cases  of  hemorrhage  at  medi- 
astinoscopy which  needed  immediate  thora- 
cotomy; one  of  these  patients  died  subse- 
quently. 


Direct  and  Indirect  Blood  Pressure  Measure- 
ment in  Pregnancy  — J.  Ginsburg  (Royal 
Free  Hosp  Medical  School,  London)  and  S. 
Duncan.  J Obstet  Gynaec  Brit  Comm 
76:705-710  (Aug)  1969. 

Comparison  of  systemic  blood  pressure 
levels  recorded  indirectly  by  sphygmomano- 
meter and  directly  from  the  brachial  artery 
was  made  in  standardized  conditions  in  17 
normotensive  and  3 hypertensive  pregnant 
women.  There  was  a systematic  difference 
between  direct  and  indirect  methods  in  both 
normotensive  and  hypertensive  subjects,  the 
mean  intraarterial  systolic  pressure  being 

6 mm  Hg  and  diastolic  pressure,  15  mg  Hg 
lower  on  average  than  those  recorded  by 
sphygmomanometer.  Passive  change  of  pos- 
ture from  the  supine  to  the  lateral  or  to  the 
sitting  position  was  associated  in  the  late 
pregnancy  with  a rise  in  pressure  averaging 

7 mm  Hg. 


Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144's- 
144  tablets  in  12  rolls. 


ARCH  LABORATORIES 

y 319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


DOCTOR  — Please  take  each  copy  of 
your  Journal  home.  The  wives  complain 
that  they  never  get  to  read  the  Aux- 
iliary column. 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double-spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (8V^  by  11  in.)  white  paper.  Wide  margins 
(at  least  1%  in.  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  corner  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  JournaPs  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation ; To  Be 
Published. 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company,  Norfolk.  Nebr.  68701. 
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For  elderly  patients 

in  need  of  a mild  tranquilizer 

consider  Tybatraif 

brand  of  tybamate 


(When  you  consult 
the  Prescribing  Information 
you  may  agree 
it  makes  good  sense) 


PRESCRIBING  INFORMATION 


Indications:  Tybatran  (tybamate)  has  afforded  sympto- 
matic improvement  in  a variety  of  psychoneurotic  disor- 
ders, especially  in  the  treatment  of  the  anxiety  and  tension 
components  of  psychoneuroses.  Anxiety  states  manifested 
somatically  have  responded  to  Tybatran  (tybamate). 

Tybatran  (tybamate)  has  been  useful  in  the  control  of 
agitation  in  the  aged  and  in  the  alleviation  of  some  of  the 
adverse  emotional  accompaniments  of  senility. 

Tybatran  (tybamate)  has  been  used  with  benefit  in  the 
treatment  of  depressive  symptoms  associated  with  anxiety 
and  other  symptoms  of  psychoneuroses.  However,  it  is  not 
indicated  for  primary  treatment  of  depressive  states.  It  is 
not  an  antipsychotic  agent,  although  it  has  been  used  as 
adjunctive  therapy  in  some  psychotic  patients. 

Dosage:  One  350  mg.  capsule,  3 times  daily  and  two  at 
bedtime  is  suggested  as  the  adult  starting  dose.  Adjust  to 
suit  individual  requirements.  Daily  doses  above  3000  mg. 
are  not  recommended. 

Contraindications:  Known  hypersensitivity  to  tybamate. 
Since  no  studies  have  been  done  with  this  drug  in  human 
pregnancy,  it  should  not  be  used  in  pregnancy  unless  the 
potential  benefit  outweighs  the  risk. 

Warnings:  Administer  cautiously  to  patients  receiving 
phenothiazines  or  other  CN5  depressants  or  having  his- 
tory of  convulsive  seizures  (See  Adverse  Reactions).  Con- 
sider possibility  of  additive  actions  with  alcohol  or  other 
psychotropic  agents,  particularly  phenothiazines  or  MAO 
inhibitors. 

Precautions:  Avoid  abrupt  withdrawal  after  prolonged 
use,  although  withdrawal  symptoms  have  not  been  reported 
to  date.  Exercise  caution  in  addiction-prone  individuals.  If 
sym.ptoms  of  hypersensitivity  occur,  discontinue  at  once 
and  initiate  appropriate  symptomatic  treatment.  Avoid 
activities  requiring  optimal  mental  alertness  if  drowsiness 
or  vertigo  are  present.  As  with  any  new  drug,  use  cautiously 
in  patients  with  history  of  drug  allergies,  blood  dyscrasias, 
and  hepatic  or  renal  disease;  periodic  measurements  of 
hepatic,  hematopoietic  and  renal  function  should  accom- 
pany prolonged  and/ or  high  doses. 

Adverse  Reactions:  Most  frequent  reactions,  rarely  re- 
quiring discontinuation  of  tybamate,  include  drowsiness, 
dizziness,  nausea,  insomnia,  and  euphoria.  There  have  been 
a few  reports  of  skin  rash,  urticaria,  and  pruritus.  Rare  side 
effects  include  hyperactivity,  fidgetiness,  flushing,  and  tach- 
ycardia, suggesting  excessive  stimulation;  also  ataxia,  un- 
steadiness, confusion,  feeling  of  unreality,  “panic  reaction," 
fatigue,  headache,  paresthesias,  vertigo,  gastrointestinal 
disturbances,  glossitis,  and  dry  mouth.  Grand  mal  or  petit 
mal  seizures  have  been  reported  in  a few  hospitalized  psy- 
chotic patients  receiving  tybamate  (up  to  6000  mg.  daily) 
together  with  phenothiazines  and  other  psychotropic 
agents,  but  not  with  tybamate  alone.  Consider  the  possibil- 
ity of  rare,  serious  adverse  reactions  such  as  may  occur 
with  the  related  drug,  meprobamate.  If  excessive  amounts 
are  ingested,  gastric  lavage  and  symptomatic  therapy,  in- 
cluding central  stimulants  as  necessary,  are  recommended. 
Before  prescribing,  consult  package  circular. 

Supply:  Tybatran  (tybamate)  is  available  in  green,  sealed 
capsules  of  three  strengths:  350  mg.,  250  mg.,  and  125  mg. 
Each  strength  is  supplied  in  bottles  of  100  and  500. 

A.  H.  Robins  Company,  Richmond,  Va.  23220 

/I'H'DOBINS 


Hypotension:  A Major  Factor  Limiting  Re- 
covery from  Cerebral  Ischemia  — R.  C. 
Cantu  et  al  (Massachusetts  General  Hosp, 
Boston).  J Surg  Res  9:525-528  (Sept) 
1969. 

When  no  vasopressor  agents  were  admin- 
istered, rabbits  subjected  to  cerebral  ische- 
mia for  10  or  15  minutes  showed  marked 
hypotension  in  the  post-ischemic  period,  and 
there  was  no  recovery  of  neural  function 
in  the  course  of  two  hours.  When  metara- 
minol  or  epinephrine  was  administered  im- 
mediately after  the  ischemia  to  restore  the 
blood  pressure  to  normal,  all  animals  sub- 
jected to  10  minutes  of  ischemia  recovered 
neural  function,  and  most  of  the  animals 
subjected  to  15  minutes  of  ischemia  recov- 
ered spontaneous  respirations,  pupillary 
light  reflexes,  and  corneal  and  pain  with- 
drawn reflexes.  Prompt  restoration  of  nor- 
mal blood  pressure  may  permit  recovery 
following  periods  of  ischemia  that  would 
otherwise  lead  to  irreversible  damage. 


“By  golly,  you  would  catch  me  on  my  golf 
day  . . . now  say  ‘aah’.” 
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Councilor  Districts  and  Counties 

First  District:  Councilor:  Thomas 
J.  Gurnett,  Omaha.  Counties : 
Douglas,  Sarpy. 

Second  District:  Councilor;  C.  D. 

Bell,  Lincoln.  Counties : Lan- 

caster, Otoe,  Cass. 

Third  District:  Councilor:  Wil- 

liam V.  Glenn.  Falls  City.  Coun- 
ties: Gage.  Johnson,  Nemaha, 

Pawnee,  Richardson. 

Fourth  District:  Councilor:  Rob- 

ert B.  Benthack,  Wayne.  Coun- 
ties: Knox.  Cedar,  Dixon,  Dakota. 
Antelope,  Pierce,  Thurston,  Madi- 
son, Stanton,  Cuming,  Wayne. 

Fifth  District:  Councilor:  H,  D. 

Kuper,  Columbus.  Counties : Burt, 
Washington,  Dodge,  Platte,  Col- 
fax. Boone,  Nance,  Merrick. 

Sixth  District:  Councilor;  Houtz 

Steenburg,  Aurora.  Counties : 
Saunders,  Butler,  Polk,  Seward, 
York,  Hamilton. 

Seventh  District:  Councilor:  C.  F. 

Ashby.  Geneva.  Counties:  Saline, 
Clay,  Fillmore,  Nuckolls,  Thayer, 
Jefferson. 

Eighth  District:  Councilor:  Robert 

Waters,  O’Neill.  Counties:  Cher- 
ry, Keyapaha,  Brown,  Rock,  Holt, 
Sheridan,  Boyd. 

Ninth  District:  Councilor:  H.  V. 

Smith,  Kearney.  Counties : Hall, 
Custer,  Valley,  Greeley.  Sher- 
man, Howard,  Dawson,  Buffalo, 
Grant,  Hooker.  Thomas.  Blaine, 
Wheeler,  Loup,  Garfield. 

Tenth  District:  Councilor:  Charles 

W.  Landgraf,  Jr.,  Hastings. 
Counties:  Gosper,  Phelps,  Adams, 
Furnas,  Harlan.  Webster,  Kear- 
ney. Red  Willow,  Chase,  Frontier, 
Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  Bruce 
F.  Claussen.  North  Platte.  Coun- 
ties: Lincoln.  Perkins,  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  A.  J. 

Alderman.  Chadron.  Counties: 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne.  Sioux, 
Dawes. 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY 


Adams L.  S.  McNeill,  Hastings Frank  Kamm,  Blue  Hill 

Boone Roy  J.  Smith.  Albion Wm.  Reardon,  St.  Edward 

Box  Butte D.  D.  Shannon,  Alliance F.  P.  Sucgang,  Alliance 

Buffalo John  McCammond,  Kearney John  H.  Bancroft,  Kearney 

Burt L.  E.  Sauer,  Tekamah Isaiah  Lukens,  Tekamah 

Cass 

Cheyenne-Kimball-Deuel R.  C.  Calkins,  Kimball Charles  Bitner,  Sidney 

Clay H.  V.  Nuss,  Sutton 

Cuming Eugene  Sucha,  West  Point Roger  Dilley,  Wisner 

Custer 

Dawson Rodney  Sitorius,  Cozad O.  P.  Rosenau.  Cozad 

Dodge Harold  Smith.  Jr.,  Fremont W.  B.  Eaton,  Fremont 

Fillmore V.  S.  Lynn,  Geneva C.  F.  Ashby,  Geneva 

Five  County 

Four  County Roy  Cram,  Burwell Ben  Meckel,  Burwell 

Gage J.  W.  Porter,  Beatrice K.  E.  Gustafson,  Beatrice 

Garden-Keith-Perkins Robert  Taylor,  Ogallala H.  W.  Rounsborg.  Oshkosh 

Hall C.  D.  McGrath,  Grand  Island Robert  C.  Chase,  Gr.  Island 

Hamilton J.  M.  Woodard,  Aurora E.  A.  Steenburg,  Aurora 

Holt  & Northwest William  F.  Becker,  Lynch R.  Murphy,  Ainsworth 

Howard E.  Howard  Reeves,  Scotia E.  C.  Hanisch,  St.  Paul 

Jefferson 

Knox 

Lancaster Maynard  A.  Wood,  Lincoln Wm.  F.  Nye,  Lincoln 

Lincoln George  J.  Haslam,  No.  Platte J.  E.  Nickel,  North  Platte 

Madison R.  E.  Klaas,  Norfolk Francis  Martin,  Norfolk 

Northwest R.  H.  Rasmussen,  Chadron R.  M.  Penor,  Chadron 

Nuckolls 

Omaha-Douglas John  D.  Coe,  Omaha Donald  J.  Pavelka,  Omaha 

Otoe A.  H.  Bonebrake,  Nebr.  City W.  C.  Kenner,  Nebraska  City 

Phelps Robert  Best,  Holdrege Ralph  Nicholson,  Holdrege 

Pierce  - Antelope A.  E.  Mailliard,  Osmond W.  I.  Devers,  Pierce 

Platte C.  D.  Heine,  Columbus A.  H.  Liebentritt,  Columbus 

Saline V.  Franklin  Colon,  Friend Lyle  Nelson,  Crete 

Saunders Stephen  E.  Wallace,  Wahoo John  E.  Hansen,  Wahoo 

Scotts  Bluff Calvin  M.  Oba.  Scottsbluff John  H.  Floyd.  Scottsbluff 

Seward Robert  Herpolsheimer,  Seward- Roger  Meyer.  Utica 

S.E.  Nebr. H.  C.  Stewart,  Pawnee  City Marvin  E.  Holsclaw,  Auburn 

S.W.  Nebr. George  Harris,  Cambridge Richard  Cottingham,  McCook 

Thayer 

Washington W.  E.  Goehring,  Blair K.  C.  Bagby,  Blair 

York J.  S.  Bell,  York B.  N.  Greenberg,  York 


“I  think  she  should  have  a tetanus  shot.  She 
bit  the  most  unsanitary-looking  character.” 


Urine  Output  and  Fluid  Therapy  During 
Anesthesia  and  Surgery  — A.  I.  Macken- 
zie and  J.  R.  Donald  (Law  Hosp,  Carluke, 
Lanarkshire,  Scotland).  Brit  Med  J 
3:619-622  (Sept  13)  1969. 

Twenty-three  patients  and  six  subjects 
were  transfused  with  two  liters  of  Ringer’s 
lactate  solution  in  one  hour  and  the  volume 
of  urine  output  was  measured  under  vary- 
ing conditions  of  anesthesia  and  surgery. 
The  normal  response  was  inhibited  in  two 
patients  anesthetized  by  an  orthodox  light 
technique.  Abdominal  hysterectomy  was  ac- 
companied consistently  by  a low  irregular 
urine  output.  An  established  diuresis  was 
altered  by  anesthesia  and  inhibited  by  sur- 
gery. Patients  transfused  with  large  quan- 
tities of  fluid  retained  a substantial  volume. 
The  results  indicate  that  a gross  disturb- 
ance of  normal  salt  and  water  homeostasis 
occurred  during  surgery. 
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WE'VE  GOT  TO  GET 
PLENTY  OF  REST  AND 
TRY  TO  AVOID  SITUATIONS 
THAT  MAKE  US  ANXIOUS 
OR  TENSE.  AND  WE'LL 
TAKE  MEDICINETO  LOWER 


and  allay  anxiety  in  hypertension 


corticosteroids,  ACTH,  or  digitalis.  Severe  salt  restriction  is  not  recom- 
mended. Use  cautiously  in  patients  with  ulcerative  colitis  or  gallstones 
(biliary  colic  may  be  precipitated).  Bronchial  asthma  may  occur  in 
susceptible  patients.  Adverse  Reactions:  The  drug  is  generally  well 
tolerated.  The  most  frequent  side  effects  are  nausea,  gastric  irritation, 
vomiting,  diarrhea,  constipation,  muscle  cramps,  headache,  dizziness 
and  acute  gout.  Other  potential  side  effects  include  angina  pectoris, 
anxiety,  depression,  bradycardia  and  ectopic  cardiac  rhythms  (espe- 
cially when  used  with  digitalis),  drowsiness,  dull  sensorium,  hypergly- 
cemia and  glycosuria,  hyperuricemia,  lassitude,  restlessness,  transient 
myopia,  impotence  or  dysuria,  orthostatic  hypotension  which  may  be 
potentiated  when  chlorthalidone  is  combined  with  alcohol,  barbiturates 
or  narcotics,  leukopenia,  aplastic  anemia,  skin  rashes,  thrombocyto- 
penia, agranulocytosis,  nasal  stuffiness,  increased  gastric  secretions, 
nightmare,  purpura,  urticaria,  ecchymosis,  weakness,  uveitis,  optic 
atrophy  and  glaucoma,  and  pruritus.  Eruptions  and/or  flushing  of  the 
skin,  a reversible  paralysis  agitans-like  syndrome,  blurred  vision,  con- 
junctival injection,  increased  susceptibility  to  colds,  dyspnea,  weight 


gain,  decreased  libido,  dryness  of  the  mouth,  deafness,  anorexia,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.l.  symptoms  de- 
velop after  prolonged  administration.  Jaundice,  xanthopsia,  paresthesia, 
photosensitization  and  necrotizing  angiitis  are  possible.  Average  Dos- 
age: One  tablet  daily  with  breakfast.  Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000.  (B)46-600-C 

For  details,  please  see  complete  prescribing  information. 


50 

reserpine  U.S.P.  0.25  mg. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


Regroton 


chlorthalidone 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal,  Exec.  Dir. 

Volker  at  Brookside,  Kansas  City,  Missouri  64112 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 

American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Exec.  Sec. 

60  East  Scott  St.,  Suite  402,  Chicago,  Illinois  60610 

American  College  of  Obstetricians  & Gynecologists 
Michael  Newton,  M.D.,  Dir. 

79  West  Monroe  Street,  Chicago,  Illinois  60603 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Exec.  Dir. 
4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

American  College  of  Radiology 

William  C.  Stronach,  L.L.B.,  Exec.  Dir. 

20  North  Wacker,  Drive,  Chicago,  Illinois  60076 

American  College  of  Surgeons 
John  Paul  North,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 

American  Diabetes  Association 

Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St.,  New  York,  New  York  10017 

American  Heart  Association 

James  M.  Hundley,  M.D.,  Exec.  Dir. 

44  East  23rd  St.,  New  York,  New  York  10010 

National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 


American  Hospital  Association 

Edwin  L.  Crosby,  M.D.,  Exec.  Vice-Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  6C611 

American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hy.,  Park  Ridge,  Illinois  60068 

American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

Hearst  Building,  Third  at  Market,  San  Francisco, 
California  94103 

American  Society  of  Clinical  Pathologists 
Albert  G.  Boeck,  Jr.,  Exec.  Dir. 

710  South  Wolcott  Ave.,  Chicago,  Illinois  60612 

American  Medical  Association 

Ernest  B.  Howard,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 

American  Urological  Association 
Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  North  Carles  St.,  Baltimore,  Maryland  21201 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 

10  Columbus  Circle,  New  York,  New  York  10019 
International  College  of  Surgeons 
Aldo  Parentela,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 

National  Multiple  Sclerosis  Society 
257  Park  Avenue  South 
New  York.  New  York  10010 

Radiological  Society  of  North  America 
Maurice  D.  Frazer,  M.D.,  Sec. 

713  East  Genesee  St.,  Syracuse,  New  York  13210 

Vocational  Rehabilitation  Administration 
Mary  E.  Switzer,  Commissioner 
Washington,  D.C. 


“Can  you  give  me  something  to  stop  my 
snoring?  It  keeps  me  awake  all  night.” 


Preschool  Intelligence  of  Oversized  New- 
borns — S.  G.  Babson,  N.  B.  Henderson, 
W.  M.  Clark  (Univ  of  Oregon  Medical 
School,  Portland).  Pediatrics  44:536-538 
(Oct)  1969. 

From  a randomly  selected  sample  of  off- 
spring of  white  mothers,  all  boys  weighing 
over  4,250  gm  and  girls  over  4,100  gm  at 
birth,  who  had  a Stanford-Binet,  Form  L-M, 
administered  at  4 years  of  age,  were  com- 
pared in  their  test  scores  with  preschool 
children  who  had  average  birthweights. 
In  the  high-birth  weight  group  (N  = 74), 
23.0%  had  an  IQ  score  below  80  compared 
to  10.6%  of  the  normal-birth  weight  group 
(N  = 1126).  The  difference  is  significant 
at  the  0.002  level.  Thus,  for  the  population 
studied,  there  was  in  increased  incidence 
of  low  IQ  scores  at  age  4 years  in  children 
who  had  an  unusually  high  birthweight. 
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Hoechst  is  proud  to  be  able  to  offer 

nearly  100  years  of  patient-centered  research 

to  “bridge”  the  sometimes  awesome  chasms  of  medicine. 


‘‘L(/c  is  short  and  art  is  long; 
the  crisis  is  fleeting, 
experiment  risky, 
decision  difljcult." 


HOECHST  PHARMACEUTICAL  COMPANY,  Cincinnati,  Ohio  45229 

Division  of  American  Hoechst  Corp. 


L 


Major  discoveries  of  Hoechst  world-wide  research  include 
procaine,  arsphenamine,  mersalyl,  tolbutamide,  and  furosemide. 


BETTMAN  ARCHIVE 


Each  Cough  Calmer^”  contains  the  same  active  ingredients 
as  a haH-teaspoonful  of  Robitussm-DM*;  Glyceryl  guaiaco- 
late,  50  mg  , Dextromethorphan  hydrobromide,  7.5  mg. 
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Long-Term  Prognosis  After  Major  Resec- 
tion of  the  Small  Bowel  in  Early  Infancy — 

W.  F.  Young,  V.  A.  J.  Swain,  and  E.  M. 
Pringle  (Queen  Elizabeth  Hosp  for  Chil- 
dren, London).  Arch  Dis  Child  44:465-470 
(Aug)  1969. 

Malabsorption  following  massive  resec- 
tion of  the  small  bowel  for  neonatal  obstruc- 
tion, and  the  nutritional  sequelae  were  studied 
in  four  patients,  and  a plan  of  treatment 
for  the  management  of  feeding  during 
early  months  is  outlined.  The  ages  of  the 
children  are  3,  4,  9 and  10  years,  and  the 
physical  growth  and  development  of  all  four 
have  reached  the  normal  range,  but  one 
child  who  had  a long  phase  of  under-nutri- 
tion and  growth  retardation  during  infancy 
appears  to  be  somewhat  mentally  retarded  at 
9 years.  Bowel  function  has  apparently  re- 
covered, but  a degree  of  malabsorption  has 
persisted  in  the  older  children;  the  younger 
have  not  as  yet  been  put  to  the  test.  This 
malabsorption  jeopardizes  nutrition. 


‘'Now,  this  is  a coincidence.  Your  weight 
is  perfect  for  two  men  your  height.” 
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Indomethacin  and  Acetylsalicylic  Acid  in 
Treatment  of  Osteoarthritis  of  Hips  and 
Knees  — M.  Harth  and  D.  C.  Bondy  (West- 
minster Hosp,  London,  Ontario).  Canad 
Med  Assoc  J 101:311-316  (Sept  20)  1969. 

The  effectiveness  of  indomethacin  in  the 
treatment  of  osteoarthritis  of  the  hips  or 
knees  was  compared  with  that  of  acetyl- 
salicylic acid  in  a double  - blind,  sequential 
study.  Measurements  were  made  of  hip 
and  knee  muscle  strength,  climbing  and 
walking  time,  and  number  of  codeine  tablets 
used.  Neither  drug  was  significantly  bet- 
ter than  the  other,  regardless  of  the  order 
of  administration.  There  were  no  signifi- 
cant differences  in  patient  preference,  or  in 
the  incidence  of  symptoms  of  toxicity. 
There  was  a significant  improvement 
throughout  the  trial  while  patients  received 
continual  physiotherapy;  non-drug  therapy 
might  account  for  most  of  the  benefits 
achieved. 


‘‘Thanks,  Doc  — and  would  you  mind  having 
a look  at  this  rash  on  my  neck?” 
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Some  Long-Term  Effects  of  Severe  Malnu- 
trition in  Early  Life  — R.  H.  Krueger 
(WHO,  Santa  Isabel,  Republic  Equatorial 
Guinea).  Lancet  2:514  - 516  (Sept  6) 
1969. 

One  hundred  and  fifty-two  children  who 
had  been  treated  for  severe  protein  defi- 
ciency between  1954  and  1958  at  the  Medical 
Research  Council  Infantile  Malnutrition 
Unit,  Kampala,  were  traced  and  examined 
6 to  11  years  after  their  discharge.  Two 
girls  were  showing  signs  of  puberty.  The 
children  were  small  compared  with  North 
American  children  of  European  ancestry  and 
a control  group  of  Baganda  village  children 
with  similar  geographical  and  economic 
backgrounds.  The  girls  were  also  small  com- 
pared with  a high  socioeconomic  group  of 
Baganda  girls;  bone  age  as  assessed  on  x- 
ray  films  of  the  hands  and  wrists  was  one 
to  two  years  less  than  chronological  age. 
Mental  ability  was  not  assessed. 
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TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn’t  that  a good  reason  to  make  tubercu- 
lin testing  with  the  white  LEDERTINE^'^  Applicator 
a routine  part  of  your  physical  examinations? 


TUBERCULIN 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 


Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company,  Pearl  River,  N.  Y. 
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Gilmour-Danieison 
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142  South  13th  Street 
Phone  432-1246 
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- FREE  DELIVERY  - 


Prescriptions  . . . 

. . . Ethical  Service 

ESTABLISHED  1927 


Pectus  Excavatum  — G.  H.  Wooler  et  al 

(General  Infirmary,  Leeds,  England). 

Thorax  24:557-562  (Sept)  1969. 

The  authors  believe  that  the  deformity 
of  pectus  excavatum  is  caused  by  a nega- 
tive pressure  in  the  anterior  mediastinum 
sucking  in  the  body  of  the  sternum.  The  op- 
eration to  correct  this  deformity  consists  of 
mobilizing  the  sternum,  excising  the  de- 
formed costal  cartilages,  excising  the  re- 
dundant pericardial  sac  or  cottering  it  up 
with  mattress  sutures  which  pass  through 
the  right  anterior  chest  wall.  When  they 
are  tied,  they  bring  the  heart  into  a central 
position  so  that  the  ventricles  lie  behind  the 
sternum.  The  body  of  the  sternum  is  left 
completely  free,  lying  on  the  surface  of  the 
pericardium  without  suturing.  No  internal 
or  external  fixation  is  used.  The  operation 
has  been  performed  in  three  patients  aged 
42,  16,  and  20  years,  with  complete  correc- 
tion of  the  deformity  up  to  21  months  after 
operation. 


“You  could  try  it  — eating  grass  has  al- 
ways cured  Queenie!’’ 
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Dulcolax:.. so  predictable 
you  can  almost  set  patients  by  it. 


Dulcolax  works  so  effectively  that  the  time  of  bowel 
evacuation  can  often  be  predicted. 


Dulcolax  tablets  taken  at  night  will  usually  result  in  a con- 
venient bowel  movement  the  following  morning.  Dulcolax 
suppositories  generally  work  within  15  minutes  to  an  hour. 

Dulcolax  may  be  given  to  the  aged,  pregnant  or  nursing 
women,  and  children.  It  may  be  particularly  helpful  in  con- 
ditions in  which  straining  should  be  avoided.  The  drug, 
however,  is  contraindicated  in  the  acute  surgical  abdomen. 


Dulcolax"  bisacodyl 


UNDER  LICENSE  FROM  BOEHRINGERINGELHEIMG.M.B.H  GEIGY  PHARMACEUTICALS.  DIVISION  OF  GEIGY  CHEMICAL  CORPORATION.  ARDSLEY.  NEW  YORK  10502 
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Rectal  Thermometer  - Induced  Pneumoperi- 
toneum in  Newborn:  Report  of  Two  Cases 
— E.  I.  Greenbaum  et  al  (West  Valley 
Community  Hosp,  Encino,  Calif).  Pedia- 
atrics  44:539-542  (Oct)  1969. 

Two  cases  of  pneumoperitoneum  of  the 
newborn  caused  by  perforation  of  the  rectum 
by  a rectal  thermometer  are  presented.  The 
infants  manifested  symptoms  of  respiratory 
distress  and  cyanosis  associated  with  vomit- 
ing and  abdominal  distention.  Only  seven 
such  cases  have  been  reported  to  date,  and 
the  mortality  approximates  70%.  The 
single  most  important  factor  affecting  prog- 
nosis appears  to  be  the  state  of  maturity  at 
the  time  of  reparative  surgery.  Of  five  ma- 
ture infants  operated  on  within  24  hours 
of  symptoms,  four  have  survived  and  done 
well. 


NOTICE  TO  ALL  CONTRIBUTORS 
The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  7th  of  the 
month.  The  JOURNAL  goes  to  press  on  the  10th. 


“Don’t  worry!  He  won’t  bite  you  unless 
you  hurt  me.” 


Contribute 


to 


THE 

NEBRASKA 

MEDICAL 

FOUNDATION 
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HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OPj 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


* LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 
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He  is  middle-aged. 
When  he  needs  an  antibiotic 
he  may  be  a candidate  for 


DECLOSTATIN300 

DetnelhjIchlortelrarvelineHCl  300  mg  1 • 1 

and  Nystatin  300.000  units  -■ 

CAPSLLE-SHAPED  TABLETS  Lederle  J J • J.  • U.  • 


To  guard  susceptible  patients  against  intestinal  monilial  over- 
growth during  broad-spectrum  therapy  — the  protection  of 
nystatin  is  combined  with  demethylchlortetracycline  in 
DECLOSTATIN. 

I For  your  susceptible  candidates,  prescribe  DECLOSTATIN 
— the  broad-spectrum  therapy  that  prevents  monilial 
overgrowth. 

Effectiveness:  Because  its  antibacterial  component  is  DECLOMYCIN 
Demethylchlortetracycline,  DECLOSTATIN  should  he  equally  or  more 

! effective  therapeutically  than  other  tetracyclines  in  infections  caused  by 
tetracycline-sensitive  organisms.  The  antifungal  component.  Nystatin. 
I protects  against  superinfection  by  antibiotic-resistant  fungal  overgrowth 
(particularly  monilia)  in  the  intestinal  tract. 

Contraindication : History  of  hypersensitivity  to  demethylchlortetracy- 
cline or  nystatin. 

■ Warning : In  renal  impairment,  usual  doses  may  lead  to  excessive  accum- 
ulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or  artificial  sun- 
light has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema to  severe  skin  manifestations.  In  a smaller  proportion,  photo- 
j allergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
f discomfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
; dines  should  be  carefully  observed. 

L 


Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 
stant observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 

■Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— maculopap- 
ular  and  erythematous  rashes:  a rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN.  apparently  dose  related.  Transient 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare). 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth- dental  staining  (yellow-brown)  in  children  of  mothers  given  this 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo- 
plasia has  been  seen  in  a few  children.  If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication  and  institute  appropriate  therapy. 
Demethylchlortetracycline  may  form  a stable  calcium  complex  in  any 
bone-forming  tissue  with  no  serious  hamful  effects  reported  thus  far 
in  humans. 

.Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be 
given  1 hour  before  or  2 hours  after  meals,  .since  absorption  is  impaired  ^ 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foods  1 
and  some  dairy  protlucts.  Treatment  of  streptococcal  infections  should  ’ 
continue  for  10  days,  even  though  symptoms  have  subsided. 
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ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double-spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (8%  by  11  in.)  white  paper.  Wide  margins 
(at  least  1%  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  corner  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  ‘'top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation : To  Be 

Published. 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company,  Norfolk,  Nebr.  68701. 


DOCTOR  — Please  take  each  copy  of 
your  Journal  home.  The  wives  complain 
that  they  never  get  to  read  the  Aux- 
iliary column. 


Radiotherapy  in  Treatment  of  Sarcomas  of 
the  Corpus  Uteri  — A.  0.  Badib  et  al 
(666  Elm  St,  Buffalo).  Cancer  24:724- 
729  (Oct)  1969. 

One  hundred  forty-seven  cases  of  sar- 
comas of  the  corpus  uteri,  including  71 
leiomyosarcomas,  30  endometrial  stromal 
sarcomas,  23  mixed  mesodermal  sarcomas, 
and  23  carcinomas,  were  treated  at  Ros- 
well Park  Memorial  Institute.  These  tumors 
represent  6.7%  of  all  cancers  of  the  uterine 
corpus.  Treatment  varied  from  surgery  (56 
cases)  to  radiotherapy  (37  cases)  or  com- 
bined surgery  and  irradiation  (54  cases). 
The  five-year  crude  survival  rate  of  the 
entire  series  was  37%  with  no  significant 
difference  between  the  four  histologic 
groups.  The  clinical  extent  of  tumor  was 
the  most  significant  prognostic  factor.  Sug- 
gestive evidence  of  increased  survival  rates 
was  seen  in  those  treated  by  combined  sur- 
gery and  irradiation.  A significant  decrease 
in  the  recurrence  rates  followed  this  com- 
bined approach. 
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PRESCRIBING  INFORMATION 


Indications:  Tybatran  (tybamate)  has  afforded  sympto- 
matic improvement  in  a variety  of  psychoneurotic  disor- 
ders, especially  in  the  treatment  of  the  anxiety  and  tension 
components  of  psychoneuroses.  Anxiety  states  manifested 
somatically  have  responded  to  Tybatran  (tybamate). 

Tybatran  (tybamate)  has  been  useful  in  the  control  of 
agitation  in  the  aged  and  in  the  alleviation  of  some  of  the 
adverse  emotional  accompaniments  of  senility. 

Tybatran  (tybamate)  has  been  used  with  benefit  in  the 
treatment  of  depressive  symptoms  associated  with  anxiety 
and  other  symptoms  of  psychoneuroses.  However,  it  is  not 
indicated  for  primary  treatment  of  depressive  states.  It  is 
not  an  antipsychotic  agent,  although  it  has  been  used  as 
adjunctive  therapy  in  some  psychotic  patients. 

Dosage:  One  350  mg.  capsule,  3 times  daily  and  two  at 
bedtime  is  suggested  as  the  adult  starting  dose.  Adjust  to 
suit  individual  requirements.  Daily  doses  above  3000  mg. 
are  not  recommended. 

Contraindications:  Known  hypersensitivity  to  tybamate. 
Since  no  studies  have  been  done  with  this  drug  in  human 
pregnancy,  it  should  not  be  used  in  pregnancy  unless  the 
potential  benefit  outweighs  the  risk. 

Warnings:  Administer  cautiously  to  patients  receiving 
phenothiazines  or  other  CNS  depressants  or  having  his- 
tory of  convulsive  seizures  (See  Adverse  Reactions).  Con- 
sider possibility  of  additive  actions  with  alcohol  or  other 
psychotropic  agents,  particularly  phenothiazines  or  MAO 
inhibitors. 

Precautions:  Avoid  abrupt  withdrawal  after  prolonged 
use,  although  withdrawal  symptoms  have  not  been  reported 
to  date.  Exercise  caution  in  addiction-prone  individuals.  If 
symptoms  of  hypersensitivity  occur,  discontinue  at  once 
and  initiate  appropriate  symptomatic  treatment.  Avoid 
activities  requiring  optimal  mental  alertness  if  drowsiness 
or  vertigo  are  present.  As  with  any  new  drug,  use  cautiously 
in  patients  with  history  of  drug  allergies,  blood  dyscrasias, 
and  hepatic  or  renal  disease;  periodic  measurements  of 
hepatic,  hematopoietic  and  renal  function  should  accom- 
pany prolonged  and/or  high  doses. 

Adverse  Reactions:  Most  frequent  reactions,  rarely  re- 
quiring discontinuation  of  tybamate,  include  drowsiness, 
dizziness,  nausea,  insomnia,  and  euphoria.  There  have  been 
a few  reports  of  skin  rash,  urticaria,  and  pruritus.  Rare  side 
effects  include  hyperactivity,  fidgetiness,  flushing,  and  tach- 
ycardia, suggesting  excessive  stimulation;  also  ataxia,  un- 
steadiness, confusion,  feeling  of  unreality,  "panic  reaction," 
fatigue,  headache,  paresthesias,  vertigo,  gastrointestinal 
disturbances,  glossitis,  and  dry  mouth.  Grand  mal  or  petit 
mal  seizures  have  been  reported  in  a few  hospitalized  psy- 
chotic patients  receiving  tybamate  (up  to  6000  mg.  daily) 
together  with  phenothiazines  and  other  psychotropic 
agents,  but  not  with  tybamate  alone.  Consider  the  possibil- 
ity of  rare,  serious  adverse  reactions  such  as  may  occur 
with  the  related  drug,  meprobamate.  If  excessive  amounts 
are  ingested,  gastric  lavage  and  symptomatic  therapy,  in- 
cluding central  stimulants  as  necessary,  are  recommended. 
Before  prescribing,  consult  package  circular. 

Supply:  Tybatran  (tybamate)  is  available  in  green,  sealed 
capsules  of  three  strengths:  350  mg.,  250  mg.,  and  125  mg. 
Each  strength  is  supplied  in  bottles  of  100  and  500. 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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Total-  and  Half-Body  Irradiation  — L.  A. 

Gottschalk  et  al  (Dept  of  Psychiatry,  Univ 
of  California,  Irving) . Arch  Gen  Psychiat 
21:574-580  (Nov)  1969. 

Sixteen  patients  with  metastatic  carcino- 
ma were  given  total-  or  half-body  irradiation 
as  palliative  treatment  at  dosages  ranging 
from  50  to  300  rads  by  means  of  a cobalt- 
60  teletherapy  unit.  In  nine  patients  for 
whom  data  were  complete,  evidence  of 
transient  impairment  of  intellectual  function 
(P  </ — .02)  appeared  immediately  after 
actual  irradiation  and  persisted  one  day 
later  using  the  criterion  of  an  intellectual 
impairment  scale  applied  to  the  content  of 
short  samples  of  speech.  There  was  a lack 
of  statistical  significance  between  sham  and 
actual  radiation  effects.  A significant  in- 
crease in  pretreatment  anxiety  was  found 
in  the  patients.  In  16  patients  higher  ini- 
tial hope  scores  were  associated  with  a short- 
er period  of  hospitalization  and  a longer 
survival  time. 


Jaundice  in  Urinary  Tract  Infection  in  In- 
fancy — R.  A.  Seeler  and  K.  0.  Hahn 
(700  S Wood  St,  Chicago).  Amer  J Dis 
Child  118:553-558  (Oct)  1969. 

Eleven  infants  (ten  boys)  with  jaundice, 
poor  feeding,  lethargy,  poor  weight  gain, 
hepatomegaly,  and  variable  splenomegaly 
also  had  urinary  tract  infections.  Hemolytic 
anemia  and  thrombocytopenia  are  regular 
features  of  this  syndrome.  Both  direct  and 
indirect  bilirubin  fractions  were  elevated, 
as  was  the  BUN.  Eschenchia  coli  was  iso- 
lated in  nine  instances,  Aerobacter  aerogenes 
in  one,  and  Paracolohact't'um  in  one.  Only 
one  infant  had  obstruction  of  urinary  flow. 
The  syndrome  is  easily  differentiated  from 
neonatal  hepatitis  and  biliary  atresia  by  the 
presence  of  baciluria  and  the  elevation  of 
BUN  in  jaundiced  infants. 


NOTICE  TO  ALL  CONTRIBUTORS 
The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  7th  of  the 
month.  The  JOURNAL  goes  to  press  on  the  10th. 
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Councilor  Districts  and  Counties 

First  District : Councilor : Thomas 
J.  Gurnett,  Omaha.  Counties: 
Douglas.  Sarpy. 

Second  District:  Councilor:  C.  D. 

Bell,  Lincoln.  Counties : Lan- 

caster, Otoe,  Cass. 

Third  District:  Councilor:  Wil- 

liam V.  Glenn,  Falls  City.  Coun- 
ties : Gage.  Johnson,  Nemaha, 

Pawnee,  Richardson. 

Fourth  District:  Councilor:  Rob- 

ert B.  Benthack,  Wayne.  Coun- 
ties : Knox.  Cedar,  Dixon,  Dakota, 
Antelope,  Pierce,  Thurston,  Madi- 
son, Stanton,  Cuming,  Wayne. 

Fifth  District:  Councilor:  H.  D. 

Kuper,  Columbus.  Counties  : Burt, 
Washington.  Dodge,  Platte,  Col- 
fax, Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Houtz 

Steenburg,  Aurora.  Counties : 
Saunders,  Butler,  Polk,  Seward, 
York,  Hamilton. 

Seventh  District:  Councilor:  C.  F. 
Ashby,  Geneva.  Counties : Saline, 
Clay.  Fillmore,  Nuckolls,  Thayer, 
Jefferson. 

Eighth  District : Councilor : Robert 
Waters,  O'Neill.  Counties : Cher- 
ry, Keyapaha,  Brown,  Rock,  Holt, 
Sheridan,  Boyd. 

Ninth  District:  Councilor:  H.  V. 

Smith.  Kearney.  Counties : Hall, 
Custer,  Valley,  Greeley,  Sher- 
man, Howard,  Dawson,  Buffalo, 
Grant,  Hooker,  Thomas,  Blaine, 
Wheeler,  Loup,  Garfield. 

Tenth  District : Councilor  : Charles 

W.  Landgraf,  Jr.,  Hastings. 
Counties : Gosper,  Phelps.  Adams, 
Furnas.  Harlan.  Webster,  Kear- 
ney, Red  Willow,  Chase,  Frontier, 
Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  Bruce 
F.  Claussen,  North  Platte.  Coun- 
ties : Lincoln,  Perkins.  Keith,  Mc- 
Pherson. Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  A.  J. 

Alderman.  Chadron.  Counties : 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne,  Sioux, 
Dawes. 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY 


Adams L.  S.  McNeill,  Hastings Frank  Kamm,  Blue  Hill 

Boone Roy  J.  Smith,  Albion Wm.  Reardon.  St.  Edward 

Box  Butte D.  D.  Shannon,  Alliance F.  P.  Sucgang,  Alliance 

Buffalo John  McCammond,  Kearney John  H.  Bancroft.  Kearney 

Burt L.  E.  Sauer,  Tekamah Isaiah  Lukens,  Tekamah 

Cass 

Cheyenne-Kimball-Deuel R.  C.  Calkins,  Kimball Charles  Bitner,  Sidney 

Clay H.  V.  Nuss,  Sutton 

Cuming Eugene  Sucha,  West  Point Roger  Dilley,  Wisner 

Custer 

Dawson Rodney  Sitorius,  Cozad O.  P.  Rosenau.  Cozad 

Dodge Harold  Smith,  Jr.,  Fremont W.  B.  Eaton,  Fremont 

Fillmore V.  S.  Lynn,  Geneva C.  F.  Ashby,  Geneva 

Five  County 

Four  County Roy  Cram,  Burwell Ben  Meckel.  Burwell 

Gage J.  W.  Porter,  Beatrice K.  E.  Gustafson,  Beatrice 

Garden-Keith-Perkins Robert  Taylor,  Ogallala H.  W.  Rounsborg.  Oshkosh 

Hall C.  D.  McGrath.  Grand  Island Robert  C.  Chase,  Gr.  Island 

Hamilton J.  M.  Woodard,  Aurora E.  A.  Steenburg,  Aurora 

Holt  & Northwest William  F.  Becker,  Lynch R.  Murphy.  Ainsworth 

Howard E.  Howard  Reeves,  Scotia E.  C.  Hanisch,  St.  Paul 

Jefferson 

Knox 

Lancaster Maynard  A.  Wood,  Lincoln Wm.  F.  Nye,  Lincoln 

Lincoln George  J.  Haslam,  No.  Platte J.  E.  Nickel,  North  Platte 

Madison R.  E.  Klaas,  Norfolk Francis  Martin,  Norfolk 

Northwest R.  H.  Rasmussen,  Chadron R.  M.  Penor,  Chadron 

Nuckolls 

Omaha-Douglas John  D.  Coe,  Omaha Donald  J.  Pavelka,  Omaha 

Otoe A.  H.  Bonebrake,  Nebr.  City W.  C.  Kenner,  Nebraska  City 

Phelps Robert  Best,  Holdrege Ralph  Nicholson,  Holdrege 

Pierce  - Antelope A.  E.  Mailliard,  Osmond W.  I.  Devers,  Pierce 

Platte C.  D.  Heine,  Columbus A.  H.  Liebentritt.  Columbus 

Saline V.  Franklin  Colon.  Friend Lyle  Nelson,  Crete 

Saunders Stephen  E.  Wallace,  Wahoo John  E.  Hansen,  Wahoo 

Scotts  Bluff Calvin  M.  Oba,  Scottsbluff John  H.  Floyd,  Scottsbluff 

Seward Robert  Herpolsheimer,  Seward- Roger  Meyer,  Utica 

S.E.  Nebr H.  C.  Stewart,  Pawnee  City Marvin  E.  Holsclaw.  Auburn 

S.W.  Nebr George  Harris,  Cambridge Richard  Cottingham,  McCook 

Thayer 

Washington W.  E.  Gochring,  Blair K.  C.  Bagby,  Blair 

York J.  S.  Bell,  York B.  N.  Greenberg,  York 
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Massive  Subaponeurotic  Hemorrhage  in  In- 
fants Born  by  Vacuum  Extraction  — G. 
L.  Ahuja  et  al  (Royal  Hosp  for  Sick  Chil- 
dren, Glasgow,  Scotland).  Brit  Med  J 
3:743-744  (Sept  27)  1969. 

Nine  of  252  infants  born  by  vacuum  ex- 
tractor developed  subaponeurotic  hemor- 
rhage, with  two  deaths.  In  78  other  in- 
fants born  by  vacuum  extraction,  all  of 
whom  received  intramuscular  vitamin  Kj, 
four  developed  subgaleal  hemorrhage  and 
one  died.  This  type  of  hemorrhage  was  not 
seen  in  over  12,000  infants  born  by  other 
methods ; its  relationship  to  vacuum  ex- 
traction is  significantly  more  frequent 
(P<0.01)  when  the  thrombotest  level  is  at 
or  below  10%.  It  is  under  these  circum- 
stances that  a transfusion  of  fresh  frozen 
plasma  should  be  given  in  a dose  of  10 
ml/kg  body  weight. 


Each  Cough  Calmer^”  contains  the  same  active  ingredients 
as  a half-teaspoonful  of  Robitussin-DM*:  Glyceryl  guaiaco- 
late,  50  mg  ; Dextromethorphan  hydrobromide,  7.5  mg. 
A H Robins  Company,  Richmond,  Virginia  23220 


/l'H'[^OBINS 


ORGANIZATIONS.  NATIONAL 

American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal,  Exec.  Dir. 

Volker  at  Brookside,  Kansas  City,  Missouri  64112 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 

American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Exec.  Sec. 

60  East  Scott  St.,  Suite  402,  Chicago,  Illinois  60610 

American  College  of  Obstetricians  & Gynecologists 
Michael  Newton,  M.D.,  Dir. 

79  West  Monroe  Street,  Chicago,  Illinois  60603 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Exec.  Dir. 
4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

American  College  of  Radiology 

William  C.  Stronach,  L.L.B.,  Exec.  Dir. 

20  North  Wacker,  Di-ive,  Chicago,  Illinois  60076 

American  College  of  Surgeons 
John  Paul  North,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 

American  Diabetes  Association 

Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St.,  New  York,  New  York  10017 

American  Heart  Association 
James  M.  Hundley,  M.D.,  Exec.  Dir. 

44  East  23rd  St.,  New  York,  New  York  10010 

National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 


American  Hospital  Association 

Edwin  L.  Crosby,  M.D.,  Exec.  Vice-Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 

American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hy.,  Park  Ridge,  Illinois  60068 

American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

Hearst  Building,  Third  at  Market,  San  Francisco, 
California  94103 

American  Society  of  Clinical  Pathologists 
Albert  G.  Boeck,  Jr.,  Exec.  Dir. 

710  South  Wolcott  Ave.,  Chicago,  Illinois  60612 

American  Medical  Association 

Ernest  B.  Howard,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 

American  Urological  Association 
Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  North  Carles  St.,  Baltimore,  Maryland  21201 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 

10  Columbus  Circle,  New  York,  New  York  10019 
International  College  of  Surgeons 
Aldo  Parentela,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 

National  Multiple  Sclerosis  Society 
257  Park  Avenue  South 
New  York.  New  York  10010 

Radiological  Society  of  North  America 
Maurice  D.  Frazer,  M.D.,  Sec. 

713  East  Genesee  St.,  Syracuse,  New  York  13210 

Vocational  Rehabilitation  Administration 
Mary  E.  Switzer,  Commissioner 
Washington,  D.C. 
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There’s  a good  chance  your  patient  needs 
more  than  a non-prescription  analgesic  for  pain  relief. 
Especially  after  self-medication  has  failed. 

Because  continuing,  increased  pain  and  discomfort 
may  in  part  be  a reflection  of  anxiety, 

Equagesic  is  worthy  of  consideration.  In  a 

single,  non-narcotic  preparation,  it  helps  relieve  pain  . . . 

r/z/rZ  associated  anxiety  and  tension. 


Tablets 

Equagesic' 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


IN  BRIEF 

Contraindications:  History  of  sensitivity  or  severe 
intolerance  to  aspirin,  meprobamate  or 
ethoheptazine  citrate. 

Warnings:  USE  IN  PREGNANCY:  Safety  for  use  during 
pregnancy  or  lactation  has  not  been  established; 
therefore,  it  should  be  used  in  pregnant  patients  or 
women  of  child-bearing  age  only  when  the  physician 
judges  its  use  essential  to  the  patient's  welfare. 
Precautions:  Keep  out  of  reach  of  children.  Not 
recommended  for  patients  12  years  old  or  less. 

Carefully  supervise  dose  and  amounts  prescribed, 
especially  for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  of  meprobamate  in  susceptible 
persons— as  alcoholics,  ex-addicts,  severe 
psychoneurotics— has  resulted  in  dependence  or 
habituation.  Withdraw  gradually  after  prolonged 
excessive  dosage  to  avoid  possibly  severe  withdrawal 
reactions  including  epileptiform  seizures.  Warn  patients 
of  possible  reduced  alcohol  tolerance,  with  resultant 
slowed  reactions  and  impaired  judgment  and 
coordination,  if  drowsiness,  ataxia  or  visual  disturbances 
(impairment  of  accommodation  and  visual  acuity) 
occur,  reduce  dose.  If  symptoms  persist,  patients 
should  not  operate  machinery  or  drive.  After 
meprobamate  overdose,  prompt  sleep,  reduction  of 
blood  pressure,  pulse  and  respiratory  rates  to  basal 
levels,  and  hyperventilation  are  reported.  Give 
cautiously  and  in  small  amounts  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has 
resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria)  with  gastric  lavage  and  appropriate 
symptomatic  therapy  (CNS  stimulants  and  pressor 
amines  as  indicated).  Two  instances  of  accidental  or 
intentional  significant  overdosage  with  ethoheptazine 
and  aspirin  have  been  reported.  These  were 
accompanied  by  CNS  depression  (drowsiness  and 
lightheadedness)  but  resulted  in  uneventful  recovery. 

On  basis  of  pharmacologic  data,  CNS  stimulation  could 


be  anticipated,  with  nausea,  vomiting  and  salicylate 
intoxication  (requires  induced  vomiting  or  gastric  lavage, 
specific  parenteral  electrolyte  therapy  for  ketoacidosis 
and  dehydration,  and  observation  for 
hypoprothrombinemic  hemorrhage  [usually  requires 
whole  blood  transfusions]). 

Adverse  Reactions:  Ethoheptazine  and  aspirin  may 
cause  nausea  with  or  without  vomiting  and  epigastric 
distress  in  a small  percentage  of  patients.  Dizziness  is 
rare  at  recommended  dosage.  Meprobamate  may 
cause  drowsiness,  ataxia  and  rarely  allergic  or 
idiosyncratic  reactions.  These  reactions,  sometimes 
severe,  can  develop  in  patients  receiving  only  1 to  4 
doses.  Such  patients  may  have  had  no  previous  contact 
with  meprobamate  and  may  or  may  not  have  an  allergic 
history.  Mild  reactions  are  characterized  by  urticarial 
or  erythematous  maculopapular  rash.  Acute 
nonthrombocytopenic  purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral  edema  and  fever 
have  been  reported.  If  allergic  reaction  occurs, 
discontinue  meprobamate:  do  not  reinstitute.  Severe 
reactions,  observed  very  rarely,  include  fever,  fainting 
spells,  angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (1  fatal  case),  anaphylaxis,  stomatitis 
and  proctitis  (1  case)  and  hyperthermia.  These  cases 
should  be  treated  symptomatically  including,  when 
indicated,  such  medication  as  epinephrine,  antihistamine 
and  possibly  hydrocortisone.  A few  cases  of  leukopenia, 
usually  transient,  have  been  reported  on  continuous 
use.  Rarely,  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and 
hemolytic  anemia  have  been  reported,  almost  always  in 
presence  of  known  toxic  agents. 

Overdosage:  See  precautions  section  for  management 
of  overdosage. 

Composition:  150  mg.  meprobamate,  75  mg. 
ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 


Wyeth  Laboratories 


Philadelphia,  Pa. 


Gilmour-Danielson 
Drug  Company 

142  South  13th  Street 
Phone  432-1246 

1701  South  17th  Street 
Phone  423-2329 


- FREE  DELIVERY  - 


Prescriptions  . . . 

. . . Ethical  Service 

ESTABLISHED  1927 
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Treatment  of  Carcinoma  of  Bladder  With 
Combined  Radiotherapy,  Chemotherapy, 
and  Surgery  — J.  J.  Kaufman  (Univ  of 
Calif  School  of  Medicine,  Los  Angeles). 
Arch  Surg  99:477-483  (Oct)  1969. 

Human  bladder  cancers  transplanted  to 
the  hamster  cheek  pouch  have  been  tested 
for  drug  responsiveness  with  a variety  of 
antitumor  agents.  The  combination  of  5- 
fluorouracil  with  radiation  produced  the 
most  profound  inhibition  of  tumor  growth. 
A clinical  study  of  76  patients  with  various 
stages  of  bladder  cancer  was  made  using 
combinations  of  5-FU,  cobalt  teletherapy, 
and  surgery.  Of  25  patients  with  stage  A 
and  B tumors,  15  were  rendered  tumor-free 
after  combination  preoperative  therapy.  Of 
17  patients  with  stage  and  C tumors,  sev- 
en had  tumor-free  bladders  following  com- 
bined treatment.  Five  patients  with  or 
D,  tumors  have  lived  23  to  56  months  in 
comfort  after  combined  chemotherapy  and 
radiotherapy. 


Soft  Tissue  Sarcomas,  Breast  Cancer,  and 
Other  Neoplasms:  Familial  Syndrome?  — 
F.  P.  Li  and  J.  F.  Fraumeni,  Jr.  (National 
Institutes  of  Health,  Bethesda,  Md).  Ann 
Intern  Med  71:747-752  (Oct)  1969. 

Four  families  were  identified  in  which  a 
pair  of  children  had  soft  tissue  sarcomas: 
three  sets  of  siblings  and  one  set  of  cousins. 
One  parent  of  each  affected  child  developed 
cancer;  carcinoma  of  the  breast  occurred 
in  three  mothers  under  30  years  of  age. 
Other  young  adults  in  these  families  had  a 
high  frequency  of  cancer  with  no  evidence 
of  underlying  genetic  disorders  known  to 
carry  a high  risk  of  neoplasia.  The  in- 
creased familial  susceptibility  to  cancer  was 
manifested  not  only  by  the  large  number  of 
members  affected  but  by  a seeming  excess 
of  multiple  primary  neoplasms.  These  find- 
ings suggest  a new  “familial”  syndrome  of 
neoplastic  diseases  in  which  heredity  or 
oncogenic  agents,  or  both,  may  have  a causal 
role. 
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HERE  ARE 
THE  GOID  EACTS: 


ISOCLOR  promptly  and  effectively  combats 
symptomatic  miseries  of  the  common 
cold  and  influenza 


ISOCLOR  helps  patients  face  the  cold  facts 

ISOCLOR 


Isoclor  provides  quick,  long  lasting  relief  of  respiratory 
congestion  and  discomfort  brought  on  by  common 
colds,  influenza,  and  allergies.  Isoclor  contains  chlor- 
pheniramine maleate  — one  of  the  most  potent  and 
safest  antihistamines.  And  pseudoephedrine  HCI  — a 
decongestant  bronchodilator  providing  effective  and 
long  lasting  relief  for  the  entire  respiratory  tract.  Both 
work  to  extend  the  range  of  relief. 

COMPOSITION:  Each  tablet  or  2 teaspoonfuls  of  liquid  contains: 


Chlorpheniramine  Maleate 4 mg. 

Pseudoephedrine  HCI 25  mg. 

Each  ISOCLOR  Timesule  contains: 

Chlorpheniramine  Maleate 10  mg. 

Pseudoephedrine  HCI 65  mg. 


In  a special  pellet  form  providing  both  prompt  and  sustained  effect. 
INDICATIONS:  For  symptomatic  relief  of  colds,  hay  fever,  allergic 
conjunctivitis,  perennial  rhinitis  of  allergic  origin  and  sinusitis. 
Opens  nasal,  sinus  and  bronchial  passages  orally. 


CONTRAINDICATIONS:  Sensitivity  to  antihistamines  or  sympatho- 
mimetic agents.  Severe  hypertension  or  severe  cardiac  disease. 
PRECAUTIONS:  Use  with  caution  in  patients  suffering  with  hy- 
perthyroidism. Patients  susceptible  to  the  soporific  effects  of 
chlorpheniramine  should  be  warned  against  driving  or  operating 
machinery  should  drowsiness  occur. 


CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 
SUPPLIED:  Tablets:  Bottles  of  100  and  1000.  Liquid:  4 oz.  bottles, 
pints,  and  gallons;  Timesules:  Bottles  of  50,  250,  and  1000. 


DOSAGE  AND  ADMINISTRATION: 

Tablets 

Liquid 

Timesule 

Adults 

1 q.  4 h. 

2 tsp.  q.  34  h. 

1 q.  12  h. 

Children  6-12  years 

1 tsp.  q.  34  h. 

40-50  pounds 

%-l  tsp.  q.  3-4  h. 

30-40  pounds 

V2-%  tsp.  q.  3-4  h. 

20-30  pounds 

V4-V2  tsp.  q.  3-4  h. 

15-20  pounds 

Ve-Vi  tsp.  q.  3-4  h. 

ARNAR-STONE  LABORATORIES,  INC. 
QUALITY-RESEARCH-SERVICE 

SUBSIDIARY  OF  AMERICAN  HOSPITAL  SUPPLY  CORPORATION 
Mount  Prospect,  Illinois  60056 


)000000000000000000 


REPRINTS 


OF  YOUR 


Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 

NEWS  Printing  Company 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Owned  by  The  Huse  Publishing  Co. 

Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 

oooooooooooooooooooooooooooooooooooo 


MEDICAL  SPACE 
NOW  AVAILABLE  IN 
THE  SHARP  BUILDING 

Lincoln's  Largest  Medical 
and  Oiiice  Building 

CAR-PARK 
560  CAR 
SPACES 

Adjoining,  with 
connecting 
bridge  for  Doc- 
tors and  Patients. 

Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
Sharp  Building 


Obstruction  of  the  Small  Intestine  — S.  E. 

Davis  and  L.  Sperling  (Univ  of  Calif 
Medical  Center,  Los  Angeles).  Arch 
Surg  99:424-426  (Oct)  1969. 

One  hundred  and  fifty-two  operative  pro- 
cedures were  performed,  and  postoperative 
adhesions  in  108  patients  (71.2%)  were  by 
far  the  most  common  cause  of  obstruction. 
Metastatic  or  recurrent  carcinoma  was  the 
cause  of  obstruction  in  9.3%  of  patients, 
and  external  hernia  occurred  in  only  5.6%. 
Regional  enteritis  produced  obstruction  in 
six  patients.  Of  the  152  operative  proce- 
dures, 79%  were  lysis  of  adhesions  only; 
13.3%  were  by-pass  procedures;  and  16.1% 
were  intestinal  resections.  In  20  cases  the 
bowel  was  decompressed  at  the  time  of  op- 
eration, using  the  intestinal  suction  tip, 
with  care  being  taken  to  maintain  asepsis. 
Return  of  intestinal  function  as  manifest- 
ed by  ability  to  tolerate  oral  intake  was 
noted  in  5.2  days  in  the  operatively  decom- 
pressed cases,  and  in  5.1  days  in  all  others. 


“I  pronounce  you  man  and  wife;  Doctor,  what 
causes  a numbing  sensation  in  the  right  foot?” 
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CLEAR 


THERE'S  A ROBITUSSIN  FOR  EVERY  COUGHING  NEED 


TRACT! 


All  the  Robitussins  contain  gylceryl 
guaiacolate,  an  outstanding  expec- 
torant agent  that  greatly  increases 
the  output  of  lower  respiratory  tract 
fluid.  Increased  RTF  volume  exerts  a 
demulcent  effect  on  the  tracheo- 
bronchial mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated 
mucus  less  viscid  and  easierto  raise. 

For  coughs  of  colds  and  "flu” 
ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  . . 100.0  mg. 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 
ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  . . 100.0  mg. 
Dextromethorphan 
hydrobromide  ....  15.0  mg. 

Alcohol,  1 .4% 


For  unproductive  allergic  coughs 
ROBITUSSIN  A-C® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  . . 100.0  mg. 
Pheniramine  maleate  . . 7.5  mg. 

Codeine  phosphate  . . . 10.0  mg. 

(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  . . 100.0  mg. 
Phenylephrine 

hydrochloride 10.0  mg. 

Alcohol,  1.4% 

Robitussin-DM  in  solid 
form  for  "coughs  on  the  go" 

COUGH  CALMERS™ 

Each  Cough  Calmer  contains: 
Glyceryl  guaiacolate  . . 50.0  mg. 

Dextromethorphan 
hydrobromide  ....  7.5  mg. 


Use  this  handy  guide  to  pick  the  right  formulation  for  each  coughing  need 


Robitussin 

Robitussin-DM 

Robitussin  A-C 

Robitussin-PE 

Cough  Calmers 

Expectorant 

• 

• 

• 

• 

• 

Demulcent 

1 . 

• 

• 

• 

• 

Cough  Suppressant 

• 

• 

• 

Antihistamine 

• 

Long-Acting  (6-8  hours') 

• 

• 

Nasal.  Sinus  Decongestant 

• 

Non-narcotic 

• 

• 

• 

• 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  1 2 rolls. 

I ARCH  LABORATOR/ES 

^ ..  319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


Sdnley  medical 

SUPPLY  COMPAIVY 


2415  "O"  St..  URcelal,  Nebraska 
AUTHOIIZID  CONTRACT  AOINT 


Return  to  Work  After  First  Myocardial 
Infarction  — L.  Wallach,  N.  Berant,  and 
F.  Dreyfuss  (Ichilov  Municipal  Hosp,  Tel 
Aviv,  Israel).  Harefuah  77:224-226 
(Sept  15)  1969. 

Forty -four  consecutive  male  patients, 
mean  age  59,  were  followed  in  the  post- 
myocardial  infarction  period  to  determine 
the  rate  at  which  they  returned  to  work. 
They  were  visited  at  their  homes  one  month 
and  three  months  after  discharge  and  were 
recalled  six  months  after  discharge.  Three 
months  after  discharge,  24  patients  had  re- 
turned to  work,  most  of  them  to  their  previ- 
ous jobs.  Six  months  after  discharge,  a 
total  of  31  had  returned  to  work.  This  rep- 
resents a rather  high  percentage  when  com- 
pared with  the  reported  experience  of  others. 


Telephone  Transmission  of  Cardiac  and  Pul- 
monary Data  — J.  K.  Cooper  (4040  N Fair- 
fax Dr,  Arlington,  Va),  S.  Abraham,  and 
C.  A.  Caceres.  Arch  Environ  Health  19: 
712-718  (Nov)  1969. 

The  role  of  telecommunication  equipment 
in  medicine  is  reviewed.  A system  for  tele- 
phone transmission  of  cardiac  and  pulmon- 
ary data  was  tested  by  transmission  of  elec- 
trocardiograms and  spirograms,  using  a 
digital  computer  for  analysis.  Analysis  of 
the  original  medical  signal  was  compared 
to  the  signal  transmitted  and  received  by 
telephone.  The  differences  were  recorded 
and  tabulated.  In  general,  the  system  was 
satisfactory  for  its  intended  use. 


“Does  your  doctor  make  igloo  calls?” 
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Tenarnycin' 

(oxytetracycline) 


An  infection  of  rapid  onset  requiring 
prompt  attention.  Teenage  girl  with  chills, 
fever,  abdominal  pain,  backache  and 
nausea.  Frequent  and  urgent  urination 
with  burning.  On  examination— tender- 
ness over  kidney.  Blood  count  and 
urinalysis  confirm  the  diagnosis:  acute 
pyelonephritis.  Treatment  is  initiated  with 
Terramycin.  Within  a few  days  of  follow- 
up therapy,  the  patient  is  markedly 
improved.  The  pretreatment  urine 
culture  shows  a strain  of  E.  coli  highly 
susceptible  to  Terramycin. 

Experience  has  shown  that  Terramycin 
offers  special  advantages  in  treating 
urinary  tract  infections  when  strains  of 
causative  bacteria  are  susceptible. 
Broad-spectrum  coverage  unaffected  by 
penicillinase.  Effective  tissue  levels  to  help 
reach  foci  of  infection  in  renal  parenchyma. 
High  urine  levels— excreted  by  kidney 
in  active  form. 


Contraindicated:  In  individuals  hypersensitive  to  oxytetra- 
cycline. 

Warnings:  Reduce  usual  oral  dosage  and  consider  antibiotic 
serum  level  determinations  in  patients  with  impaired  renal 
function. 

llse  of  oxytetracycline  during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause  discoloration 
of  developing  teeth.  This  effect  occurs  mostly  during  long-term 
use  of  the  drug,  but  it  has  also  been  observed  in  usual  short- 
treatment  courses. 

During  treatment  with  tetracyclines,  individuals  susceptible 
to  photodynamic  reactions  should  avoid  direct  sunlight;  if 
such  reactions  occur,  discontinue  therapy. 

Note:  With  oxytetracycline,  phototoxicity  is  unknown  and 
photoallergy  very  rare. 

Precautions:  Use  of  broad-spectrum  antibiotics  occasionally 
may  result  in  overgrowth  of  nonsusceptible  organisms.  Where 
such  infections  occur,  discontinue  oxytetracycline  and  institute 
specific  therapy.  Increased  intracranial  pressure  in  infants  is 
a possibility.  Symptoms  disappear  upon  discontinuation  of 
therapy. 

Adverse  Reactions:  Nausea,  diarrhea,  glossitis,  stomatitis, 
proctitis,  vaginitis  and  dermatitis,  as  well  as  reactions  of  an 
allergic  nature,  may  occur  but  are  rare. 

Supply:*  Terramycin  Capsules:  oxytetracycline  HCI,  250  mg. 
and  125  mg.  Terramycin  Syrup:  calcium  oxytetracycline, 

125  mg.  per  5 cc.  Terramycin  Pediatric  Drops:  calcium 
oxytetracycline,  100  mg.  per  cc. 

*A11  potencies  listed  are  in  terms  of  the  standard, 
oxytetracycline. 

More  detailed  professional  information  available  on  request. 


With  Terramycin,  you  have  the  assur- 
ance that  comes  with  choosing  an  agent 
physicians  have  depended  on  for  over  18 
years.  In  difficult  as  well  as  routine  cases, 
when  tests  reveal  susceptible  organisms, 
consider  Terramycin.  One  of  the  world’s 
most  widely  used  broad-spectrums.  \ 
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Termrnycin 

(oxytetracycline) 


LABORATORIES  DIVISION 

New  York,  N.  Y 10017 


TB 
is  still 
around. 


In  1967  almost  45,000  new  active  cases  were 
reported.  Isn't  that  a good  reason  to  make  tubercu- 
lin testing  with  the  white  LEDERTINE^*^  Applicator 
a routine  part  of  your  physical  examinations? 

TUBERCULIN 
TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 

Precautions:  With  a positive  reaction,  consider  further 
diagnostic  procedures.  Use  with  caution  in  persons  with 
active  tuberculosis  or  known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may  occur  at  the  test  site  in 
highly  sensitive  persons. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  N.  Y. 
472-9 

Cushing’s  Disease;  Correction  of  Hypercor- 
tisolism  by  o,p’DDD  — G.  E.  Temple,  Jr., 
et  al  (Vanderbilt  Univ  School  of  Medicine, 
Nashville,  Tenn).  New  Eng  J Med  281: 
801-804  (Oct  9)  1969. 

The  adrenocorticolytic  agent,  dichlorodi- 
phenyldichloroethane  (o,p’DDD)  was  used 
in  the  definitive  treatment  of  four  patients 
with  Cushing’s  disease.  In  all  four  patients, 
plasma  17-hydroxycorticosteroids  and  cor- 
tisol secretion  rates  were  reduced  to  normal 
or  subnormal  values,  and  the  clinical  stig- 
mata of  Cushing’s  syndrome  disappeared. 
To  avoid  gastrointestinal  intolerance,  the 
dose  of  o,p’DDD  was  kept  low,  about  3 gm/ 
day,  and  to  achieve  useful  therapeutic  re- 
sponses it  was  necessary  to  treat  for  several 
months.  Patients  with  subnormal  plasma 
17-OHCS  were  given  dexamethasone,  0.5  gm 
daily,  as  a safeguard  against  glucocorticoid 
deficiency.  Aldosterone  secretion  rates  were 
normal  or  slightly  elevated,  and  the  patients 
were  able  to  adapt  to  sodium  deprivation 
with  virtually  complete  renal  conservation 
of  sodium.  Electron  microscopy  revealed  de- 
generative changes  in  the  mitochondria  of 


the  zona  fasciculata.  Plasma  ACTH  concen- 
trations were  originally  elevated  and  re- 
mained so.  Adrenal  responsiveness  to  the 
infusion  of  ACTH  was  greatly  reduced. 


Plasma  Amino  Acid  Levels  and  Insulin  Se- 
cretion in  Obesity  — P.  Felig,  E.  Marliss, 
and  G.  F.  Cahill,  Jr.  (170  Pilgrim  Rd,  Bos- 
ton). New  Eng  J Med  281:811-815  (Oct 
9)  1969. 

An  elevation  in  plasma  valine,  leucine, 
isoleucine,  tyrosine,  and  phenylalanine,  and 
a decrease  in  plasma  glycine  were  observed 
in  obese  subjects  compared  with  age-  and 
sex-matched  controls.  The  concentration  of 
each  of  the  amino  acids  elevated  in  obesity 
correlated  directly  with  serum  insulin.  In 
addition,  these  amino  acids  were  most  sensi- 
tive to  the  action  of  insulin  in  lowering 
plasma  amino  acid  levels  as  evidenced  by  a 
diminution  in  concentration  following  glu- 
cose infusion.  Despite  a significantly  great- 
er increment  in  serum  insulin  in  the  obese 
group,  the  magnitude  of  the  decline  in 
amino  acids  engendered  by  glucose  admin- 
istration was  identical  in  the  two  groups. 
Hyperaminoacidemia  is  a manifestation  of 
the  insulin  ineffectiveness  characteristic  of 
obesity.  Furthermore,  hyperaminoacidemia 
may  provide  the  feedback  signal  to  the  Beta- 
cell through  which  insulin  resistance  is  ac- 
companied by  an  approprnately  augmented 
secretory  rate. 


“Your  wife’s  on  the  phone,  she  wants  to  know 
if  you’ll  be  home  for  dinner  sometime  this 
week.” 
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ORGANIZATIONS,  STATE 

Alcoholics  Anonymous 
1345  N Street,  Lincoln 

American  Red  Cross 
W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 

Creighton  University  School  of  Medicine 
Richard  Egan,  M.D.,  Dean 
302  North  14th,  Omaha 

International  College  of  Surgeons 

Joseph  J.  Borghoff,  M.D.,  Regent  for  Nebraska 
7906  Dodge  Street.  Omaha  68114 
Multiple  Sclerosis  Society 

Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln 

Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 

National  Cystic  Fibrosis  Research  Foundation 
Chflptcr 

Mrs.  Novelene  Gibbons,  Room  1219,  WOW  Bldg., 
Omaha 

National  Foundation,  Inc. 

Dick  Rumbolz,  President 
1620  “M”  St.,  Lincoln 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Alan  Pascale,  President 
Box  6002,  Elmwood  Station,  Omaha 

Nebraska  Association  of  Medical  Assistants 
Mrs.  Theola  D.  Thornton,  President 
110  22nd  Drive,  Norfolk  68701 

Nebraska  Association  of  Pathologists 
Milton  N.  Stastny,  M.D.,  Sec’y-Treas. 

8303  Dodge,  Omaha  68114 
Nebraska  Blue  Cross-Blue  Shield 

Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

1620  M Street,  Lincoln 

Nebraska  Chapter 
American  Academy  of  Pediatrics 
Charles  E.  Look,  M.D.,  Sec’y-Treas. 

3610  Dodge  St.,  Omaha  68131 
Nebraska  Chapter 
American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  M.D.,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha  68131 
Nebraska  Chapter 
American  College  of  Surgeons 
Dr.  Barney  B.  Rees,  Sec’y-Treas. 

419  The  Doctors  Building,  Omaha  68131 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Bldg.,  Lincoln 

Nebraska  Diabetes  Association,  Inc. 

Mrs.  E.  H.  Reitan,  Executive  Secy. 

2305  South  10th  St.,  Omaha  68108 

Nebraska  Dietetic  Association 

Mrs.  Mary  M.  Thompson,  President 
3223  No.  45th  St.,  Omaha  68104 

Nebraska  Division  American  Cancer  Society 
Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge,  Omaha 

Nebraska  Heart  Association 

Mr.  Joseph  J.  Tholt,  Executive  Director 
430  South  40th  St.,  Omaha 


Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln 
Nebraska  Nursing  Home  Association 

Eugene  J.  Thompson,  Executive  Secretary 
3100  “0”  Street,  Lincoln  68504 
Nebr.  Academy  of  Ophthalmology  & Otolaryngology 
C.  Rex  Latta,  M.D.,  Secretary 
710  Doctors  Building,  Omaha  69131 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 
Miss  DeLanne  Simmons,  President 
1201  South  42nd  St.,  Omaha  68105 
Nebraska  Rheumatism  Association 
Dr.  John  F.  Latenser,  President 
809  The  Doctors  Building,  Omaha 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha 
Nebraska  Society  for  Internal  Medicine 
John  G.  Brazer,  M.D.,  President 
5804  N.W.  Radial,  Omaha  68104 
Nebraska  Society  of  Anesthesiologists 
Dean  Watland,  M.D.,  President 
8601  W.  Dodge  Road,  Omaha 
Nebraska  Society  of  Medical  Technologists 

Marilyn  Crane,  President,  4019  Nicholas,  Omaha 
Nebraska  State  Department  of  Health 
Dorothy  I.  Smith,  M.D.,  Active  Director 
State  Capitol  Building,  Lincoln 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secretary 
1315  Sharp  Building,  Lincoln  68508 
Nebraska  State  Nurses  Association 
Zelda  Nelson,  Executive  Director 
307  Baird  Bldg.,  Omaha 

Nebraska  State  Obstetric  and  Gynecologic  Society 
Willis  H.  Taylor,  Jr.,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  68131 

Nebraska  State  Orthopedic  Society 
Harold  Horn,  M.D„  Secretary 
3145  “0”  Street,  Lincoln 

Nebraska  State  Radiological  Society 
James  P.  Schlichtemier,  M.D.,  Sec’y-Treasurer 
8303  Dodge  St.,  Omaha  68114 

Nebraska  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha  68132 

Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secretary 
406  W.O.W.  Building,  Omaha 

Nebraska  Urological  Association 

Louis  W.  Gilbert,  M.D.,  Sec’y-Treasurer 
903  Sharp  Building,  Lincoln  68508 

Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings 

Omaha  Mid- West  Clinical  Society 
Mary  E.  Pilloud,  Executive  Secretary, 

1040  Medical  Arts  Building,  Omaha  68102 

POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha 

Rehabilitation  Service  Division 

Fred  A.  Novak,  Assistant  Commissioner 
707  Lincoln  Bldg.,  1001  O St.,  Lincoln  68508 

University  of  Nebraska  College  of  Medicine 
Cecil  L.  Wittson,  M.D..  President 
42nd  and  Dewey,  Omaha 
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CLINIC  AVAILABLE  — General  practice 
in  fuiTiished  clinic.  County  seat  town,  SW 
Nebraska.  3 nui’sing  homes  in  town,  good 
territory.  Write  Box  8,  Beaver  City,  Nebraska. 


WANTED  — Younger  general  surgeon-GP 
for  opening  in  busy  established  practice  in 
town  of  3,500  in  Northeast  Minnesota.  Salary 
$45,000  first  year  then  partnership.  Contact 
T.  C.  Leach,  M.D.,  Babbit  Clinic,  Babbit, 
Minnesota  55706. 


Transplacental  Passage  of  Fetal  Red  Cells  in 
Abortion  — J.  Katz  (PO  Box  1038,  Jo- 
hannesburg, South  Africa).  Brit  Med  J 
4:84-86  (Oct  11)  1969. 

Anti-D  gamma  globulin  administered  with- 
in 36  hours  postpartum  is  regarded  as  pre- 
ventive therapy  of  RH  disease.  The  fre- 
quency of  fetal  cells  post-abortion,  and  the 
possibility  of  Rh  sensitization  were  investi- 
gated. The  Kleihauer  - Betke  acid  elution 
technique  was  used  to  ascertain  the  fetal  cell 
score.  Normal  pregnancies,  and  abortions 
prior  to  surgery,  post-curettage,  and  post- 
curettage without  oxytocic  drugs  were 
studied  for  minimal  bleeding.  Small  risk  of 
significant  feto-maternal  hemorrhage  re- 
sulted from  spontaneous  abortion;  however, 
a significant  increase  in  the  frequency  of 
fetal  cells  was  found  post-curettage.  In  four 
of  81  patients,  0.2  ml  to  0.4  ml  of  fetal  blood 
was  detected.  In  15  Rh-negative  subjects 
one  multigravid  patient  was  immunized. 
This  dose  of  fetal  blood  is  probably  a “boost- 
er” dose  to  preformed  antibody. 
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A NEW  DISEASE 

It  has  not  been  easy,  but  we  can  truly 
claim  to  have  discovered  a new  disease.  It 
has  been  with  us  always,  but  we  have  not 
recognized  it.  And  now  it  is  becoming 
commoner,  and  assuming  different  appear- 
ances. 

It  is  called  work. 

It  takes  many  forms,  but  work  of  all 
kinds  apparently  carries  with  it  exposure  to 
disease  and  a mortality  rate. 

For  construction  workers,  there  is  the 
danger  of  falling;  and  in  allied  industries, 
of  exposure  to  electricity.  Chimney  sweeps 
developed  cancer  of  the  scrotum.  Now  there 
are  pigeon  breeder’s  disease  and  bagassosis 
(sugar  cane),  housemaid’s  knee,  suberosis 
in  cork  workers,  mandolin-player’s  callus, 
emphysema  in  trumpet  players,  nasopharyn- 
geal carcinoma  in  bush  pilots,  boxer’s  thumb 
and  cauliflower  ears,  nosebleed  in  apple 
workers.  There  are  calluses  among  anes- 
thesiologists, we  hear;  bird  fancier’s  lung, 
nasal  cancer  in  woodworkers ; swimmer’s 
ear,  and  even  tennis  elbow. 

One  wonders  if  all  of  this  cannot  be  added 
up,  so  that  we  could  come  up  with  the  real 
measure  of  the  morbidity  rate  of  working. 

We  have  found  the  remedy.  Don’t  work. 

— F.C. 


THE  VERBAL  ORDER 

If  you  stood  at  the  nurse’s  desk  and  told 
her  to  give  the  patient  a sixth  of  a grain 
of  morphine,  she  would  at  one  time  ask 
you  to  put  it  in  writing.  But  if  you  called 
in  the  same  order  by  telephone,  as  for  an 
emergency  case,  she  could  hardly  refuse  the 
same  spoken  order,  since  time  was  too  im- 
portant. So  she  refused  the  one  and  ac- 
cepted the  other,  which  made  little  or  no 
sense,  since  both  were  unwritten. 


Now  we  call  in  orders  and  they  are  ac- 
cepted and  carried  out.  But  some  time  later, 
we  hear  from  medical  information,  or  what 
used  to  be  called  the  record  room,  and  we 
are  asked  to  sign  our  “verbal  orders,”  or 
telephone  orders.  So  we  sign  orders  we 
do  not  remember  ordering,  and  we  look  oc- 
casionally to  be  sure  that  the  order  made 
sense  and  proved  to  be  proper.  But  we  can- 
not remember  orders  given  days  or  weeks 
ago,  and  we  have  yet  a more  important 
point  to  make. 

If  the  nurse  trusted  us  and  believed  us 
enough  to  accept  the  order  and  to  carry  it 
out,  why  cannot  the  record-keeper  share  the 
nurse’s  trust?  How  can  signing  an  order 
a week  later  possibly  make  the  situation 
honest  if  it  were  not  already  so? 

We  agree,  there  is  a point  somewhere, 
but  we  cannot  put  our  finger  on  it.  Signing 
an  unremembered  order  does  not  seem  to 
solve  it. 

And  anyway,  ivritten  orders  are  verbal, 
too.  Anything  that  uses  words  is  verbal. 
A spoken  order  is  an  oral  one. 

—F.C. 


WHAT  DID  FRANCE  EVER  DO 
FOR  US? 

Very  little,  really;  medically,  we  mean, 
and  we’ll  get  to  that  later. 

We  don’t  think  the  French  invented  the 
automobile,  but  the  veiy  word  sounds 
French,  speedometer  is  pronounced  in  the 
French  manner ; and  phaeton,  garage,  chauf- 
feur, tonneau,  and  coupe  are  French.  Even 
sedan  sounds  suspiciously  like  French,  and 
so  do  limousine  and  carburetor. 

We  know  they  didn’t  invent  meat.  But 
while  we  eat  the  cow,  the  sheep,  and  the  pig, 
we  dine  on  mutton,  beef,  veal,  and  pork. 

If  Charles  of  France  is  listening,  let  us 
say  right  now  that  they  did  some  rather 
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nice  work  in  the  field  of  local  anesthesia; 
Pauchet,  Sourdat,  and  Labat  are  names  we 
are  glad  to  remember.  And  in  these  days 
of  hyperbaric  oxygen,  we  would  do  well  to 
remember  Paul  Bert,  who  had  the  idea  of 
adding  atmospheric  pressure  to  partial  pres- 
sure, and  arrived  at  the  hyperbaric  concept 
many  years  ago. 

We  may  be  getting  even.  We  hear  the 
French  are  speaking  some  English  now,  we 
mean  American.  There  is  le  jazz  hot,  and 
le  cocktail,  and  le  television.  They  may 
make  up  for  the  maitre  d,  hors  d’oeuvres, 
entrees,  and  boutiques.  We  say  cul-de-sac 
and  en  route,  but  we  do  not  hear  accouche- 
ment any  more.  And  so  we  take  French 
leave. 

“Speak  in  French,”  said  the  Red  Queen 
to  Alice,  “when  you  can’t  think  of  the  Eng- 
lish for  a thing.” 

Au  revoir. 

— F.C. 


THERE’S  NOBODY  HERE  BUT  US 
ASTHMATICS 

We  once  found  ourselves  where  you  went 
to  live  if  you  had  asthma.  Low  pollen  count, 
or  something  like  that,  said  the  local  citi- 
zens and  the  chamber  of  commerce.  As 
the  truth  of  this  became  truer  and  the  pub- 
licity more  public,  everybody  who  had 
asthma  moved  to  this  city,  which  had  be- 
come famous  because  nobody  there  had 
asthma. 

The  next  thing  we  knew,  everyone  there 
had  asthma ; never  saw  anything  like  it. 
Now  we’ll  just  bet  you  that  a goveimment 
study  has  discovered  this  and  will  declare 
the  asthma  haven  off  limits  for  asthmatics, 
on  the  grounds  that  if  just  about  everybody 
there  has  the  disease,  it  must  be  a dangerous 
place  for  an  asthmatic. 

Sometimes  an  ugly  fact  will  slay  a beau- 
tiful theory,  but  this  is  score  one  for  the 
beautiful  theory. 

—F.C. 


Delay:  A Deterrent  to  Cancer  Detection  — 
H.  T.  Lynch  and  A.  J.  Krush  (Creigh- 
ton Univ,  School  of  Medicine,  Omaha). 
Arch  Environ  Health  17 :204-209  (Aug) 
1968. 

Delay  in  cancer  detection  is  significant 
in  affecting  prognosis  and  therefore  neces- 
sitates further  study  and  clearer  compre- 
hension by  physicians.  Documentation  was 
made  of  the  extent  of  delay  in  four  differ- 
ent groups  of  patients  with  cancer  and  in 
one  series  of  individuals  selected  not  for 
cancer  incidence  but  because  they  represent- 
ed an  advanced  educational  and  socioeco- 
nomic level  of  society.  Factors  contributing 
to  delay  in  all  five  groups  included  fear, 
denial,  misconception  and  misinterpretation 
of  signs  and  symptoms  of  cancer,  and  inade- 
quate physician  - patient  communication. 
Remedial  measures  for  improving  cancer 
control  are  proposed:  Regular  health  main- 
tenance examinations  should  be  initiated 
early  in  life;  fear,  anxiety,  and  misconcep- 
tions about  cancer  may  be  alleviated  through 
more  effective  physician-patient  communi- 
cation ; physicians  should  foster  a more  posi- 
tive philosophy  about  cancer,  stressing  the 
cure  potential  for  certain  types  of  cancer 
through  early  diagnosis ; high-risk  cancer 
groups  should  be  given  priority  in  cancer- 
control  programs. 


Hyposmia  Following  Laryngectomy  — R.  I. 
Henkin  et  al  (National  Heart  Institute, 
Bethesda,  Md).  Lancet  2:479-481  (Aug 
31)  1968. 

Olfactory  acuity  decreased  in  each  of  35 
patients  who  underwent  laryngectomy.  Sub- 
jective reports  of  decreased  acuity  were  ob- 
tained from  each  patient,  and  objective  in- 
creases in  detection  and  recognition  thresh- 
olds were  obtained  in  each  of  the  18  so 
studied.  The  hyposmia  was  present  as  soon 
after  laryngectomy  as  it  was  possible  to 
question  and  test  the  patients,  and  appeared 
to  be  unrelated  to  surgical  trauma  to  the 
first  cranial  nerve  or  to  significant  changes 
in  air  flow.  No  significant  return  of  olfac- 
tory acuity  occurred  as  long  as  eight  years 
after  operation. 
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ORIGINAL  ARTICLES 


Management  of  Mass  Casualties 


IT  makes  little  difference  if  you 
are  involved  in  a race  riot,  you 
are  in  Vietnam,  or  you  have 
the  responsibility  of  a bus  highway  acci- 
dent, all  have  one  thing  in  common,  imme- 
diate chaos  as  the  situation  develops. 

Advanced  planning,  which  has  been  re- 
hearsed, will  allow  you  to  manage  30  casual- 
ties or  300.  Planning  will  pay  off  in  lives 
saved,  comfort  to  your  patients,  and  will 
help  ease  you  and  your  personnel  over  this 
disaster. 

Plan  with  your  Disaster  Committee,  be  a 
part  of  it,  and  design  for  your  area  a vari- 
able hospital  flow  plan.  This  may  in- 
volve the  changing  of  the  hospital  shipping 
and  receiving  rooms  into  emergency  en- 
trances for  receiving  patients.  The  hospital 
storage  areas  may  have  to  be  made  into 
shock  wards;  arranging  oxygen  and  for 
fluid  administration  take  some  prepara- 
tion. 

The  use  of  admittance  tags  tied  to  the 
patient  helps  to  eliminate  the  duplication 
of  effort  that  is  bound  to  occur  if  a more 
cumbersome  system  is  used.  Time  for  a 
thorough  examination  must  be  taken,  but 
eliminate-duplicating  effort. 

If  your  disaster  includes  but  30  casual- 
ties, in  all  probability,  your  hospital  carts 
and  beds  will  serve  you  well.  If  you  are  to 
have  300  casualties,  the  use  of  litters  will 
be  necessary.  Have  the  manpower  available 
to  move  the  litters.  You  may  have  to  pre- 
arrange with  service  organizations  for  this 
help.  Litters  will  eliminate  much  moving 
of  badly  injured  patients  and  facilitate  the 
flow  through  the  admissions,  X ray,  the 
shock  ward,  and  into  the  operating  room. 
Litters  can  even  be  used  as  operating  tables 
if  proper  supports  are  available.  A common 
sterile  supply  table  can  service  several  aux- 
iliary operating  tables  by  one  extra  Sterile 
Instrument  nurse. 

With  a heavy  casualty  load  you  must  have 
External  Traffic  Control  of  relatives  and  the 
curious.  This  will  allow  a more  orderly  de- 
livery of  patients. 


HOUGHTON  F.  ELIAS,  M.D. 
Beatrice,  Nebraska 


A communication  center  and  morgue  in  an 
area  adjacent  to  but  out  of  the  hospital 
traffic  pattern  needs  to  be  arranged  in  ad- 
vance. 

Traffic  and  crowd  control  facilitates  am- 
bulance arrivals  and  is  essential  if  helicop- 
ters are  in  use.  This  requires  some  pre- 
arrangement with  the  proper  authorities. 

X-ray  traffic  will  have  to  be  individual- 
ized, depending  upon  facilities  available;  but 
these  matters  are  best  planned,  discussed, 
and  rehearsed  far  in  advance  to  attain  effi- 
ciency. Remember  most  will  have  fractures 
or  foreign  bodies. 

Surgical  teams  that  are  accustomed  to  one 
another  have  many  advantages.  In  the  event 
of  the  breakdown  of  communications  or 
transportation,  one  problem  becomes  imme- 
diately apparent.  This  can  be  somewhat 
eliminated  by  the  use  of  a “Buddy  System” 
for  notifications  as  well  as  transportation, 
and,  of  course,  prearranged  alternate  per- 
sonnel in  the  event  of  such  failures. 

Fatigue  is  a factor  that  must  be  consid- 
ered particularly  when  making  an  all  out 
effort.  More  than  12  hours  of  sustained 
work  cannot  be  done  efficiently,  and  if  per- 
sonnel is  available,  replacement  teams  should 
be  used  particularly  if  a prolonged  effort 
will  be  necessary. 

In  the  event  of  an  all-out  atomic  attack, 
it  is  estimated  160,000  physicians  cannot  be 
notified,  and  of  those  who  can  be,  many 
will  have  no  available  route  to  use  for  re- 
porting for  work.  Possibly  100,000  doctors 
will  be  casualties,  and  it  is  estimated  that 
40,000  beds  will  be  destroyed  in  metropolitan 
areas  where  they  are  needed  most. 

To  work  efficiently,  we  must  know  what 
injuries  we  can  plan  for.  Contusion,  abra- 
sions, lacerations,  crush  injuries,  and  pene- 
trating wounds  of  soft  tissues  with,  of 
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course,  fractures  both  simple  and  com- 
pound. 

Where  will  these  injuries  occur?  This 
largely  depends  on  the  size  of  the  target. 
The  head,  face  and  neck  will  perhaps  ac- 
count for  12  percent  of  the  injuries,  the 
thorax  for  15%,  the  abdomen  for  14%. 
Upper  extremities  in  our  experience  made 
up  22%  of  the  injuries,  and  the  lower  ex- 
tremities made  up  37%  of  our  injuries. 
Would  these  factors  differ  in  an  atomic  at- 
tack? Definitely,  in  the  first  place  there 
may  be  40  million  displaced  persons  with 
perhaps  as  high  as  25  million  casualties  in 
the  first  week.  There  will  be  none  of  the 
customary  communications,  perhaps  the 
civilian  band  radio,  the  ham-radio  operator 
and  perhaps  in  a few  instances,  other  radio 
communications.  But  if  we  plan  ahead,  we 
can  make  effective  use  of  these  substitutes. 

Time  does  not  permit  a discussion  of  the 
special  Radiation  Effects,  but  we  will  have 
the  injuries  outlined  above  plus  radiation 
and  plus  more  severe  burns. 

With  a major  mass  casualty,  where  do 
we  start?  How  can  we  be  most  effective? 

Our  PRIMARY  mission  must  be  to  save 
lives. 

Hemorrhage  must  be  controlled  by  pres- 
sure, hemostats,  air  - pressure  splints  or 
tourniquets. 

Airways  must  be  maintained  or  an  air- 
way must  be  made. 

Shock  must  be  controlled.  It  will  gen- 
erally be  hypo-volemic  but  remember  it  may 
in  time  be  toxic.  Replace  the  fluids  lost  if 
you  can.  It  not,  accept  the  next  best  sub- 
stitute. Fluid  replacement  and  shock  con- 
trol can  best  be  managed  by  an  anesthesiolo- 
gist if  available.  Have  available  Dextran, 
plasma,  or  Ringer’s  solution.  They  allow  us 
to  buy  time.  Time  in  which  blood,  which  is 
probably  what  the  patient  needs,  can  be  ac- 
cumulated. Dextran  has  one  limitation,  and 
that  is  that  4 units,  2000  ml,  should  be  the 
maximum  dose. 

How  do  we  decide  treatment  priority? 
It  must  be  based  on  the  most  good  for  the 
most  people. 


Triage  is  the  sorting  of  casualties  into 
several  groups.  Those  of  high  priority,  un- 
controlled hemorrhage  or  sucking  wounds 
of  the  chest.  These  must  be  cared  for  imme- 
diately to  save  lives,  subsequent  surgery  may 
be  accomplished  at  a later  time. 

The  next  grade  of  priority  would  be  a pa- 
tient with  a mangled  jaw.  A tracheostomy 
to  save  his  life,  definitive  surgery  can  be 
accomplished  tomorrow.  Lower  priority 
would  be  the  patient  with  a compound  frac- 
ture of  the  skull.  He  can  be  stabilized  inso- 
far as  blood  pressure  is  concerned,  control 
of  pain,  and  started  on  antibiotics.  Their 
wounds  can  be  treated  after  others  with  un- 
controlled hemorrhage  have  been  managed. 
There  will  always  be  those  where  recov- 
ery is  doubtful  but  some  may  if  treatment 
can  be  maintained. 

Triage  requires  mature  judgment,  quick 
and  sound  decisions. 

How  are  wounds  best  handled? 

Wounds  are  best  handled  by  thorough 
cleansing,  using  an  irrigating  solution  to 
remove  dead  tissue,  and  foreign  bodies.  In- 
cising wounds  to  allow  control  of  bleeding, 
incising  constricting  fascia  bands  which 
might  impair  blood  supply.  Most  wounds 
should  be  splinted  with  a loose  dressing,  not 
sutured.  Suturing  impairs  the  blood  sup- 
ply and  requires  time.  Gentle  packing  of  the 
wounds  will  allow  for  secondary  closure 
later. 

Wounds  of  the  scalp  and  face  by  virtue  of 
the  blood  supply  can  probably  safely  be 
closed  primarily.  Wounds  of  the  neck 
should  always  be  drained,  as  should  wounds 
of  the  chest. 

The  element  of  time  is  well  shown  in  our 
series  in  which  abdominal  wounds  operated 
upon  within  4 hours  had  a 10%  mortality. 
Those  operated  upon  over  6 hours  after  in- 
jury had  a 30%  mortality. 

If  a tourniquet  must  be  used,  it  must  be 
released  at  least  every  30  minutes  or  am- 
putation of  the  distal  extremity  will  prob- 
ably be  necessary. 

Management  of  fractures : reduce  if  at  all 
possible,  and  apply  splints.  These  can  be 
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quickly  applied  if  the  pneumatic  type  splints 
are  available  and  these  also  will  control 
bleeding.  Wire-ladder  splints,  pillow  splints, 
Yucca  board  splints,  and  plaster  splints  are 
all  useful.  If  fractures  cannot  be  completely 
reduced,  further  reduction  may  be  accom- 
plished later,  but  a cast  to  prevent  further 
damage  due  to  motion  is  needed.  Casts  must 
be  split  to  allow  ready  release  if  pressure 
develops. 

Antibiotics:  Patients  with  open  wounds 

will  require  antibiotics  as  well  as  all  patients 
with  burns,  if  wounds  are  such  that  it  can 
be  given  orally,  it  saves  considerable  time. 
Ninety  percent  of  these  patients  will  need 
parenteral  administration.  Wide  range  anti- 
biotics should  be  stored  for  these  emer- 
gencies. These  patients  will  need  antibiotics 
for  5 days. 

Tetanus,  of  course,  is  best  handled  pro- 
phylactically,  but  for  those  who  have  not 
had  their  tetanus  toxoid,  immune  globulin 
and  good  surgery  are  your  best  hopes.  I 
hope  the  day  will  come  when  we  will  never 
need  use  tetanus  antitoxin  as  reactions  do 
occur  and  tetanus  antitoxin  without  good 
surgery,  is  not  effective. 

From  the  standpoint  of  sedation,  these 
people  may  require  relatively  little,  particu- 
larly if  they  are  in  shock.  If  they  have 
pain,  I think  morphine  does  more  for  the 
relief  of  pain  than  any  of  the  morphine 
substitutes.  Addiction  is  no  problem  at  this 
time.  Be  sure  the  dose  given  is  absorbed, 
and  this  may  necessitate  giving  the  dose 
through  the  I.V.  route,  particularly  if  pa- 
tients are  in  shock.  Be  sure  the  amount  is 


recorded,  and  the  time  that  it  is  given.  Too 
little  morphine  can  cause  extra  trauma  from 
movement  of  fractured  extremities  but  also 
remember  a big  wound  doesn’t  mean  that 
a patient  needs  an  excessive  dose. 

Disposition:  What  do  we  ultimately  do 

with  these  patients?  All  the  time,  relieve 
pain,  overcome  shock,  group  like  cases  if 
you  can  because  this  will  facilitate  their 
management,  eases  their  care  and  allows 
their  transportation  to  additional  centers  or 
to  ambulatory  care.  This  function  must 
go  on  continuously  as  remember  you  will 
need  the  room  if  a sustained  effort  is  to 
be  maintained. 

A few  words  in  regard  to  evacuation; 

People  with  fractures  of  the  cervical  spine 
should  be  transferred  in  the  supine  position, 
a horseshoe  type  splint  made  of  a rolled 
blanket,  fastened  about  the  head  will  pre- 
vent motion  of  the  neck  and  injury  to  the 
spinal  cord. 

Remember,  fractures  of  other  portions  of 
the  spine  are  best  transported  in  the  prone 
position. 

The  unconscious  patient  and  the  patient 
with  fractures  of  the  jaw  should  be  trans- 
ported on  their  side  because  emesis  causes 
their  death. 

Lastly,  let  me  say  that  “time  is  the  only 
expendable  factor  that  cannot  be  replaced.” 
Use  it  judiciously.  Have  a plan  developed 
so  that  first  things  can  be  done  first.  Save 
lives,  then  limbs,  save  function,  because  ap- 
pearance can  be  improved  later. 
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The  Dying  Patient:  Psychological  Needs  of 
The  Patient,  His  Family  and  the  Physician* 


IT  is  surprising  that  more  dying 
patients  do  not  seek  help  for 
their  psychological  problems, 
for  the  knowledge  of  impending  death  can 
trigger  fears  of  prolonged  suffering,  de- 
pendency, and  abandonment.  There  are  con- 
flicts related  to  dying  before  one  has  had 
the  opportunity  to  make  one’s  mark  in  life, 
and  despair  over  a life  filled  with  wasted 
opportunities.  There  are  basic  concerns  re- 
garding the  future  of  the  children,  the 
spouse,  or  elderly  parents,  and  there  may  be 
envy  of  those  who  live  on  to  reap  the  pleas- 
ures of  life. 

Although  our  central  concern  must  be  for 
the  patient,  his  care  will  be  incomplete  if 
the  interacting  needs  of  his  family  and 
physician  are  not  recognized  and  dealt  with. 
Let  us  first  consider  the  physician’s  role  in 
this  triad. 

The  Physician 

The  dying  patient  presents  a special  chal- 
lenge to  all  physicians. 1 The  goal  of  treat- 
ment is  not  the  recovery  of  the  patient,  or 
simply  alleviation  of  physical  pain,  but  it 
includes  the  establishment  of  a psychological 
relationship  which  will  enable  the  patient  to 
die  with  dignity  and  with  a minimum  of 
psychic  pain. 

The  needs  and  expectations  of  the  physi- 
cian are  firmly  grounded  in  his  medical 
training.  He  is  a defender  of  life,  sworn 
to  use  his  best  judgment  in  protecting  his 
patient.  Death  is  the  enemy.  From  this 
point  of  view,  the  dying  patient  presents  the 
physician  with  a losing  cause  from  the  be- 
ginning. In  such  circumstances,  a physician 
might  be  tempted  to  assume  the  role  of  an 
objective  scientist,  rather  than  live  through 
the  painful  struggle  with  the  patient  and 
his  family.  But  there  are  other  difficulties. 
It  is  probably  more  realistic  to  think  in  terms 
of  physicians,  rather  than  the  physician,  for, 
in  addition  to  the  internist,  there  may  be 
a surgeon  and  a radiologist.  In  case  of 
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intractable  pain,  a neurosurgeon  might  be 
called  in,  and,  if  psychological  symptoms  are 
prominent,  a psychiatrist  might  be  consult- 
ed. Each  physician  might  consider  himself 
“the  doctor”  on  the  case,  with  all  of  the 
responsibilities  and  authority  that  go  with 
it. 

The  primary  concern  of  most  physicians 
has  to  do  with  the  patient’s  physical  state, 
rather  than  his  psychological  needs.  Though 
the  physician  may  be  aware  of  the  psycho- 
logical conflicts  of  the  dying  patient,  he  may 
not  feel  comfortable  or  technically  competent 
to  treat  them.  Most  physicians,  however, 
do  have  a kind  of  understanding  and  an  in- 
tuitive approach.  They  manage  the  patient 
and  the  family,  using  techniques  and  at- 
titudes which  they  have  learned  through  ex- 
perience. They  treat  the  patient’s  psycho- 
logical symptoms  — anxiety,  or  depression, 
or  tension  — with  drugs.  When  the  patient 
fails  to  respond  to  the  personal  ministrations 
of  the  physician,  or  if  the  drugs  prove  in- 
effective, such  patients  may  be  referred  for 
psychiatric  treatment.  Suicidal  threats  may 
persist.  Disrupting  family  relationships  may 
not  have  healed.  Perhaps  the  patient  or 
family  experience  the  medical  treatment  as 
unsatisfactory  and  feel  bitter  toward  the 
physician.  How  do  the  patient  and  his 
family  forgive  the  physician  who  waited  two 
weeks,  or  two  months,  before  doing  a biopsy 
or  taking  an  X ray?  How  does  the  patient 
accept  the  judgment  of  a surgeon  who  de- 
cided against  the  more  radical  procedure, 
which  in  the  patient’s  mind  might  have  led 
to  a cure?  Under  what  conditions  can  a 
patient  accept  the  physician’s  refusal  to 

•Presented  before  the  Nebraska  State  Medical  Association 
at  the  Annual  Scientific  Sessions  Program.  May  1.  1968  in 
Lincoln,  Nebraska.  Copyright  for  this  article  held  by  the 
author.  I want  to  express  my  appreciation  to  Dr.  Michalina 
Fahian  for  the  many  long  discussions  from  which  emerged 
a number  of  the  ideas  presented  in  this  paper. 
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make  a home  call,  or  a night  call?  There  are 
times  when  a patient’s  negative  feelings 
about  a physician  are  so  intense  and  detri- 
mental to  the  treatment  process  that  it  is 
wise  to  change  doctors. 

Sometimes,  the  disaffections  and  criti- 
cisms of  patient  or  family  can  challenge  the 
physician’s  good  image  of  himself  and  cause 
him  deep  annoyance,  particularly  when  such 
dissatisfactions  are  voiced  openly  to  other 
patients  or  doctors.  Thus,  one  or  more  of 
the  physicians  on  a case  may  be  constantly 
struggling  with  hurt  professional  pride.  And, 
if  the  patient’s  anxiety  and  resentment  has 
reached  such  a pitch  as  to  prompt  repeated 
phone  calls  to  the  doctor’s  office  or  home, 
with  demands  for  more  effective  medication 
(particularly  late  at  night  when  such  pa- 
tients feel  most  desperate),  the  doctor  may 
respond  with  feelings  of  anger  and  guilt. 
When  threats  of  suicide,  subtle  or  explicit, 
threaten  the  professional  reputation  of  the 
physician,  the  problem  is  compounded.  It  is 
no  wonder  that  we  may  subconsciously  de- 
fer appointments  or  shorten  our  visits  in 
order  to  avoid  discomfort.  It  is  no  wonder 
that  we  are  sometimes  inclined  to  turn 
away  from  such  a patient  and  give  our 
time  to  patients  who  will  live  on  to  be  grate- 
ful and  remind  us  of  our  healing  powers. 
Surprisingly,  the  difficulties  inherent  in  the 
treatment  of  dying  patients  may  reflect 
themselves  in  a reluctance  on  the  part  of 
the  physician  to  charge  his  usual  fee  for 
services  rendered. 

Obviously,  the  dying  patient  can  present 
special  psychological  problems  for  the  physi- 
cian, requiring  him  to  concern  himself  more 
than  is  customary  with  his  medical  col- 
leagues and  with  the  patient  and  his  family. 

Some  of  the  basic  and  often  pressing  is- 
sues have  to  do  with  which  physician  is 
actually  in  charge  of  the  case.  For  example, 
how  many  of  the  doctors  should  prescribe 
medication?  How  are  they  to  keep  informed 
of  what  medications  the  patient  is  taking? 
What  kind  of  understanding  should  there 
be  as  to  which  doctor  is  to  be  available 
when,  and  for  what?  If  the  patient  has  a 
favorite  among  the  physicians,  he  may  by- 
pass the  physician  who  should  most  logically 
be  contacted.  By  contacting  one  doctor  and 


then  another,  sometimes  by  phone,  the  pa- 
tient may  get  contradictory  advice.  He 
may  be  trying  to  reassure  himself  that  the 
doctors  are  available  for,  and  in  agreement, 
with  the  treatment  program;  but  the  mani- 
fest behavior  of  the  patient,  or  his  family,  ap- 
pears capricious,  critical,  uncooperative,  and 
unappreciative.  To  the  patient,  the  doctors 
may  appear  disorganized,  poorly  informed, 
and  uncertain  about  how  to  treat.  In  such 
a situation,  the  doctors  might  find  that  the 
most  helpful  thing  they  can  do  is  to  get  to- 
gether to  talk  things  over.  Clearly  some  way 
of  working  together  has  to  be  agreed  upon. 
It  is  a lot  easier  to  agree  on  a team  approach, 
than  on  “who  will  be  in  charge.’’  Once  the 
concept  of  the  team  is  accepted,  the  other 
issues  fall  readily  into  place,  and  it  is  pos- 
sible to  decide  who  will  prescribe  medica- 
tions, how  members  of  the  family  will  be 
informed  and  involved,  which  physician  will 
be  called  in  case  of  emergency,  and  how 
the  physicians  will  keep  each  other  in- 
formed when  they  are  out  of  town  or  other- 
wise unavailable.  But  the  team  has  to  have 
a leader,  and  that  can  change,  depending 
upon  the  needs  of  the  patient,  as  well  as  the 
needs  of  the  physicians.  If  a psychiatrist 
is  on  the  team,  he  may  act  as  a coordinator, 
someone  who  sees  the  patient  on  a regular 
basis,  perhaps  several  hours  weekly. 

By  clarifying  their  relationship  to  each 
other,  and  to  the  patient,  and  the  family,  the 
physicians  clear  the  field  and  promote  op- 
timal operating  conditions. 

The  Family 

The  family  of  the  dying  patient  often  finds 
it  difficult  to  ask  for  assistance  for  them- 
selves. It  is  as  if  the  dying  member  of  the 
family  has  exclusive  rights  to  the  concern 
and  energies  which  are  available.  A hus- 
band may  exhaust  himself  trying  to  meet 
the  needs  of  the  daily  routine  — his  job, 
managing  the  household,  spending  time 
with  the  children  when  at  home.  The  wife 
may  drain  herself  trying  to  be  available  to 
her  husband  at  all  times,  climbing  up  and 
down  the  stairs,  caring  for  the  youngsters, 
keeping  them  quiet,  hosting  friends,  and  be- 
ing almost  chained  to  the  house  because  of 
the  fear  that  the  patient,  if  left  alone,  might 
develop  sudden  pain,  or  the  moment  of  death 
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might  come  in  frightening  isolation.  A sense 
of  duty  and  devotion  and  guilt  can  prevent 
the  spouse  from  taking  time  away  from  the 
home,  or  having  someone  come  in  to  relieve 
her.  The  physician  may  be  the  one  who  has 
to  advise  rest  or  time  away  from  the  house, 
lest  a state  of  exhaustion  or  irritation  add  to 
the  inner  turmoil. 

Relatives  often  experience  thoughts  and 
feelings  about  which  they  are  reluctant  to 
talk  to  the  doctor.  Being  appreciative  of  the 
physician’s  help,  and  fearful  of  losing  it, 
they  are  reluctant  to  discuss  matters  which 
might  embarrass  or  burden  him.  For  ex- 
ample, the  husband  may  be  asked  to  give 
hypodermic  injections  to  relieve  pain  (and 
perhaps  to  spare  the  physician  making  home 
calls).  Yet  giving  an  injection  is  difficult 
for  many  people,  especially  if  it  means 
being  confronted  with  disturbing  bodily 
changes  in  a loved  one,  who  may  be  little 
more  than  skin  and  bones.  Nevertheless,  the 
injections  are  given,  and  fear  and  guilt  ac- 
cumulates, along  with  thoughts  that  one 
should  not  be  so  childish  or  be  repulsed  by 
someone  whom  one  loves  and  wants  to  help. 
Moreover,  it  is  not  easy  to  shut  out  of  one’s 
mind  the  thought  that  a little  extra  medica- 
tion in  the  syringe  could  give  lasting  relief 
from  pain.  Underlying  hostilities,  anger  and 
resentment,  may  be  even  more  difficult  to 
express  to  the  physician.  Life-long  hostili- 
ties which  have  been  kept  under  control  occa- 
sionally erupt  under  the  strain  of  approach- 
ing death,  and  may  interfere  with  the  fam- 
ily’s ability  to  provide  the  patient  with  op- 
timal care. 

Patients  and  family  are  quick  to  respond 
to  the  physician  who  recognizes  their  prob- 
lems and  offers  himself  as  a person  to  whom 
they  can  talk.  It  has  been  said  that  some 
physicians  do  not  have  the  inclination,  or  the 
skill,  or  the  time  to  listen,  to  talk,  to  under- 
stand, to  advise  and  to  direct  the  troubled 
family  members  — just  as  there  are  other 
physicians  who  do  not  have  the  skill  or  the 
special  interest  in  surgery  or  internal  medi- 
cine. Yet,  recognizing  that  there  is  a need, 
a physician  can  direct  a family  member  who 
is  upset,  or  overwhelmed,  to  someone  who 
can  help  him,  whether  it  is  a close  member 
of  the  family,  a friend,  a minister,  or  a 


psychiatrist.  The  physician  is  often  aware 
that  underlying  the  grief  and  the  anxiety 
of  the  relative  is  an  unsuccessful  attempt  to 
deny  the  awareness  that  the  patient’s  death 
only  foreshadows  his  own. 

In  children,  reactions  to  death  vary,  de- 
pending on  age,  their  personal  ways  of  cop- 
ing with  stress  and  loss,  and  the  attitudes 
and  availability  of  friends  and  family.^  Very 
young  children,  of  course,  do  not  have  an 
adult  conception  of  death,  but  think  of  it 
more  as  a parting  which  is  temporary.  When 
President  Kennedy  was  shot,  a 7-year-old 
boy  repeated  what  his  father  had  said,  “The 
President  is  dead.”  A few  minutes  later 
when  the  TV  screen  showed  pictures  of  the 
late  President,  the  child  announced,  “Don’t 
worry,  daddy,  he’s  alive  again.”  A teenage 
girl,  aware  that  death  is  forever,  was  fright- 
ened and  asked  “What  will  happen  to  us 
now  ?” 

If  the  period  of  dying  is  protracted,  the 
child  will  sense  a change  in  the  relationship 
at  home.  Preoccupation  of  the  healthy  par- 
ent with  the  sick  one  may  mean  less  time 
for  the  children,  or  less  tolerance  for  their 
presence,  evoking  feelings  of  deprivation, 
anger,  jealousy,  and  guilt  in  the  children. 
Even  before  the  death  occurs,  the  child  may 
have  thoughts  about  what  will  happen  when 
the  parent  dies.  If  both  parents  should  die, 
there  would  be  no  one  to  take  care  of  him. 
Having  only  one  parent  may  be  a great 
handicap  from  the  standpoint  of  the  “grow- 
ing up  process,”  as  well  as  from  the  stand- 
point of  security.  If  the  illness  is  prolonged 
and  the  patient  had  disengaged  himself  from 
his  usual  relationship  with  the  family,  the 
child  loses  the  sounding  board  and  the  model 
for  a part  of  his  own  thinking  and  feeling. 
He  no  longer  has  the  opportunity  to  fully 
experience  normal  reactions  in  terms  of 
praise  or  criticism,  or  to  observe  and  copy 
how  the  parent  usually  behaves  and  expresses 
himself.  A child  needs  the  opportunity  for 
experiencing  a wide  range  of  love  and  anger 
in  order  to  develop  sensitivity  and  controls 
that  make  human  relationships  tolerable  and 
satisfying.  Serious  and  chronic  illness  in 
a parent  make  such  growth  more  difficult 
for  the  child. 

Families  often  have  questions  about  chil- 
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dren.  Should  they  be  taken  to  the  church, 
to  the  graveside  funeral  services,  should  they 
see  or  touch  the  body?  Who  will  look  after 
the  children  during  the  hours  or  days  when 
the  bereaved  husband  or  wife  is  capable  of 
few  thoughts  or  feelings  except  in  relation 
to  their  loss.  The  usual  customs  of  the  com- 
munity will  often  provide  answers  and  ma- 
terial help.  But  a brief  inquiry  by  the 
physician  about  such  matters,  a recognition 
of  the  need  to  plan  ahead,  to  care  for  such 
matters,  is  often  deeply  appreciated  and  long 
remembered  by  the  family. 

The  Patient  " 

Most  dying  patients  seeking  psychiatric 
treatment,  in  my  experience,  have  been  in 
their  forties  or  early  fifties.  They  were  in 
a state  of  marked  depression  and  agitation. 
A diagnosis  of  a fatal  illness  was  apparent 
to  them,  whether  it  had  been  explicitly  stat- 
ed or  not.  It  is  not  a question  of  informing 
a patient  of  this  fact,  but  of  understanding 
how  the  patient  experiences  and  reacts  to 
his  impending  death.® 

The  chief  complaint  of  the  patient,  whether 
it  is  depression,  or  anxiety,  reflects  confusion 
about  how  to  proceed  in  organizing  and  main- 
taining a meaningful  life  in  areas  where  he 
has  committed  himself  — the  financial 
and  emotional  security  of  his  family,  or  some 
significant  endpoint  and  accomplishment  in 
his  life’s  work. 

It  may  be  helpful  to  be  more  specific 
about  how  some  patients  experience  the 
dying  process  in  psychiatric  treatment,  rec- 
ognizing that  the  nature  of  the  relationship 
in  psychotherapy  may  give  expression  to 
elements  that  are  common  to  all  doctor-pa- 
tient relationships,  as  well  as  to  other  im- 
portant relationships  in  the  patient’s  life. 

In  the  early  phase  of  psychotherapy,  the 
dying  patient  perceives  the  psychiatrist  as 
a scroll  on  which  he  can  inscribe  the  history 
of  his  life.  It  becomes  apparent  that  the  goal 
of  the  patient  goes  beyond  the  wish  for  re- 
lief of  symptoms,  to  a wish  for  immortality* 
in  the  person  of  the  omnipotent  physician. 
There  is  an  inner  pressure  to  pour  out  the 
guilt,  the  disillusionments,  the  shattered  fan- 
tasies of  the  past  and,  occasionally,  secret 
and  tender  memories. 


The  therapist  is  not  misled  when  the  pa- 
tient complains  about  dredging  up  the  past 
and  how  he  sees  little  use  in  it,  for  the  feel- 
ings of  forgiveness  and  relief  that  follow 
the  less  severe  judgment  and  patient  under- 
standing of  the  therapist  makes  it  easier 
for  the  patient  to  cope  with  present  life 
problems  related  to  dying. 

One  of  the  tender  spots  in  the  patient’s 
life  may  relate  to  intense  conflict  within  the 
family  setting.  The  patient’s  bitter  and 
vengeful  thoughts  cannot  be  verbalized  to 
family  members  without  intensifying  the 
conflict  with  those  family  members ; but  such 
thoughts  and  feelings  can  be  expressed  in 
a professional  relationship,  listened  to  with 
sympathy,  and  objectivity  and  without  hurt. 

As  treatment  progresses,  the  patient  is 
reassured  by  the  physician’s  dependability 
and  availability,  particularly  if  distressing 
symptoms  are  relieved.  The  physician  is 
viewed  as  a necessary  protection  from  pain 
and  the  loneliness  of  death.  Contrary  to  our 
usual  attitudes  of  not  gratifying  the  patient’s 
desire  for  a close,  personal  relationship,  the 
patient’s  wishes  may  be  anticipated  and  met, 
going  beyond  what  a patient  could  usually 
or  realistically  expect.  The  physician  may 
give  a gift®  — flowers,  a book,  or  a subscrip- 
tion to  a magazine,  or  be  on  call  24-hours  a 
day.  The  gift  conveys  the  unique  nature  of 
the  treatment  relationship,  and  encourages 
unusually  strong,  positive  feelings.  The 
physician  will  be  losing  someone  special  when 
the  patient  dies.  It  is  as  if  part  of  the 
physician  dies  with  the  patient,  and  part  of 
the  patient  lives  on  in  the  physician.  Some 
of  the  patient’s  wish  for  immortality  is  thus 
gratified. 

Suicide,  a frequent  temptation  to  the  fa- 
tally ill,®  is  recognized  as  leaving  a deep  and 
painful  scar  on  the  relatives,  mainly  the 
children.  Children  can  be  experienced  by 
the  patient  as  a justification  for  living  and 
a basis  for  dying  a natural  death,  for  sui- 
cide is  an  additional  hurt  added  to  the  death. 

If  there  are  no  children,  anxiety  about 
death  and  its  finality  may  be  enhanced,  for 
children  are  the  normal  carriers  of  immor- 
tality. For  the  patient  whose  life  has  no 
understandable  meaning,  no  real  pleasure  or 
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accomplishment  to  be  proud  of,  death  may  be 
more  difficult  to  accept.  Here,  an  intense, 
positive  relationship  with  the  physician  can 
give  the  patient’s  life  some  meaning,  and 
can  alleviate  the  dreaded  loneliness.  This 
interaction  may  be  similar  to  a decision  to 
marry  on  one’s  deathbed,  or  convert  to  re- 
ligious beliefs  that  offer  eternal  salvation. 

As  the  illness  progresses  and  new  symp- 
toms are  mentioned  by  the  patient,  perhaps 
in  the  psychiatrist’s  office,  it  may  be  im- 
portant to  take  immediate  action.  Consul- 
tation with  the  internist  or  surgeon  by 
phone,  if  necessary,  sometimes  in  the  pres- 
ence of  the  patient,  is  essential.  It  is  crucial 
for  the  patient’s  emotional  state,  and  to  sus- 
tain hope,  that  he  be  assured  no  available 
treatment,  which  might  be  of  help,  will  be 
denied  him.  Evidence  that  this  is  so,  not 
only  tends  to  counteract  the  fear  of  abandon- 
ment to  pain  and  protracted  disability,  but 
it  also  provides  a time  interval  during  which 
the  patient  can  psychologically  adjust  to  the 
changes  being  wrought  by  the  illness.  Mer- 
cifully, nature  tends  to  assist,  for  the  pa- 
tient’s energies  are  often  slowly  depleted  and 
zest  for  activities  diminishes  as  the  illness 
progresses.  Moreover,  the  usual  fluctuations 
in  symptoms,  especially  pain,  tends  to  main- 
tain hope ; this  hope  is  buttressed  by 
thoughts  that  there  may  be  a psychosomatic 
component  to  the  illness,  or  a drug  reaction 
that  is  causing  the  symptoms,  rather  than 
loss  of  life-sustaining  mechanisms  with  its 
implications  for  imminent  death. 


The  patient’s  denial  or  awareness  of  ap- 
proaching death  varies.  There  may  be  hours, 
or  days,  or  even  weeks  when  the  patient 
prefers  not  to  know,  not  to  think  about  the 
fatal  nature  of  the  illness.  But  there  are 
other  moments  when  the  patient  knows,  and 
wants  to  know  more,  about  what  the  situa- 
tion really  is. 

The  patient,  as  well  as  the  physician,  has 
the  need  for  a simultaneous  acceptance  and 
rejection  of  death  — a coexistence  that  is 
delicate  and  subtle  in  its  equilibrium.  As 
death  comes  closer,  the  patient  may  become 
irritable,  contradictory,  and  more  demanding, 
wanting  to  live  but  impatient  to  die.  It 
requires  effort  on  the  part  of  the  physician 
to  remain  flexible,  meeting  some  of  the  pa- 
tient’s requests,  standing  firm  in  the  face 
of  others. 

Difficult  as  it  is,  it  is  good  to  help  some- 
one to  die,  easing  his  pain,  and  conveying 
the  awareness  that  the  hands  that  care  for 
him  are  gentle,  skilled  and  strong. 
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Current  Results  with  Solid  Tumor 
And  Antileukemia  Chemotherapy 


These  196S  meetings  celebrate 
the  100th  anniversary  of  the 
Nebraska  State  Medical  Asso- 
ciation. They  also  represent  the  20th  anni- 
versary of  the  use  of  chemotherapy  for  ma- 
lignant disease,  since  it  was  in  1948  that  the 
first  antimetabolite,  methotrexate,  the  first 
mustard  alkylating  agent,  and  the  use  of 
steroids  became  widespread.  Our  initial  dif- 
ficult steps  were  taken  in  the  framework 
expressed  by  Shakespeare,  Figure  1.  Since 
that  time,  considerable  strides  have  been 
made  in  this  extraordinarily  difficult  field. 
When  one  realizes  that  although  Thomas 
Withering  heard  in  1775  about  the  witch  in 
Northumberland  who  had  a brew  for  dropsy, 
it  took  him  a good  ten  years  to  get  her 
down  to  London  to  “look  at  his  etchings” 
and  begin  to  experiment  with  the  fox  glove 
leaves,  20  years  seems  less  long. 

Progress  has  been  fastest  with  the  leu- 
kemias. These  rapidly  growing  cells  respond 
more  readily  to  drugs  than  do  the  solid 
tumors.  The  chronic  leukemias  are  the 
slowest  growing,  and  most  responsive  to 
therapy,  however,  there  is  little  evidence 
that  complete  eradication  of  the  cells  is 
ever  achieved.  Treatment  is  hence  strictly 
palliative,  and  hence  one  should  not  rush 
in  to  palliate  what  does  not  exist.  The  pa- 
tient should  have  symptomatic  glandular 
splenic  enlargement,  or  anemia,  hyper- 
uricemia, bleeding  or  a specific  complaint 
requiring  therapy.  Furthermore,  a trial  of 
splenic  irradiation  alone  may  cause  long-last- 
ing remissions  and  for  this  reason  should 
usually  be  given  prior  to  considering  chemo- 
therapy. Both  chronic  lymphocytic  and 
chronic  myelocytic  leukemia  are  well  con- 
trolled by  one  drug,  which  is  sufficiently 
safe  and  simple  for  any  practitioner  to  give. 
This  drug  is  cyclophosphamide  or  “Cytoxan.” 
In  daily  oral  doses  of  1 mgm  per  pound  of 
body  weight,  this  drug  can  safely  be  given 
for  long  periods  of  time.  An  occasional  pa- 
tient with  acquired  hemolytic  anemia  may 


THOMAS  C.  HALL,  M.D.* 
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require  prednisone,  in  doses  of  1 mgm/kg, 
for  a brief  course. 

Acute  lymphocytic  leukemia  usually  oc- 
curs in  children,  and  is  very  responsive  to 
most  therapies.  All  children  with  this  dis- 
ease should  enjoy  one  or  more  periods  of 
complete  remission  during  which  no  physical 
evidence  of  leukemia  can  be  found.  The 
drugs  which  are  useful  in  acute  lymphocytic 
leukemia  are  shown  on  Figure  2.f  It  is  our 
practice  to  use  methotrexate  alone  initially 
in  doses  of  0.6  mgm/kg  twice  weekly  intra- 
muscularly. Prednisone  can  be  added  if 
bleeding  or  low  platelets  are  present.  Ther- 
apy is  continued  until  relapse  occurs,  and  the 
agents  next  used  in  turn  are  as  listed.  The 
results  of  chemotherapy  in  acute  lympho- 
cytic leukemia  shown  in  Figure  3$  have 
progressed  steadily  over  the  years.  At  pres- 
ent there  are  150  patients  who  have  survived 
over  five  years,  and  the  prospect  of  a cure 
for  this  disease  seems  hopefully  close.  As 
you  can  see  in  this  analysis  of  42  well  studied 
long  survivors,  intensive  multiple  dose  ther- 
apy seems  to  have  been  better  than  single 
dose  therapy.  Figure  4$  also  shows  this. 

Figure  1 

"DISEASES  DESPERATE  GROWN 
BY  DESPERATE  APPLIANCE  ARE  RELIEVED 
OR  NOT  AT  ALL." 

Claudius  (Act  II,  Hamlet) 

• — Supported  in  part  by  USPHS  Grants  C-6516  and  Ca-04739. 
I — From  data  of  Dr.  Emil  Frei. 

X — Data  of  Dr.  Joseph  H.  Burchenal. 

X — Data  of  Dr.  Joseph  H.  Burchenal. 
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AGENTS  EFFECTIVE  IN  ACUTE  LEUKEMIA 


Agent 

Type  of  Agent  Year 

Introduced 

Dose, 

Schedule, 

Route 

Complete  Remission 
Rate  (%)  Median* 
Duration 

Toxicity 

Methotrexate 

Anti  metabolite 
of  the  vitamin 
folic  acid 

1947 

2. 5 - 5. 0 
mgm/d/p,  0. 

35 

6wks. 

Bone  marrow 
depression. 
Mucosal  ulcers. 
Gastrointestinal 
manifestations. 

Prednisone 

Adrenal  cortical 

1950 

1 - 2 

mgm/kg/d/p.  0, 

60 

2 wks. 

Hyperadreno- 
cortical  manifes- 
tations. 

6-Mercapto- 

purine 

Purine 

Antimetabolite 

1952 

1.25  - 2.5 
mgm/kg/d/p.  0. 

35 

6 wks. 

Bone  marrow 

depression. 

Gastrointestinal 

manifestations. 

Jaundice. 

Cyclophos- 

phamide 

Alkylating 

agent 

1957 

1. 5 - 3. 0 
mgm/kg/d/p.  o. 

20 

? 

Bone  marrow 
depression. 
Alopecia. 
Cystitis. 

Vincristine  Plant  alkaloid 

•No  maintenance  therapy  given. 

1960 

25-75 

meg/kg/week/i.v. 

75 

1. 5 wks. 

Paresthesias, 
small  muscle 
weakness, 
constipation, 
alopecia. 

Figrure  2 


No.  patiMts/crtup 
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YEARS 


•48 -'47 


•41 -'49  '50 -’SI  ’52- ’53  '54- ’55  '58 -’57  ^’5*^ 


TREATMENT  Nitroeen  Antifoiics,  steroids 

AVAILABLE  mustards  ♦ Purine  analocs,  azaserine 


♦ Cytoian 
Vincristiae 


Acute  leukemia  50%  survival  from  start  of 
therapy.  Patients  less  than  15  years  of  age  on  admission. 
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Gratifying,  if  not  as  spectacular,  progress 
has  been  made  in  the  treatment  of  acute 
myelogenous  leukemia,  the  foiin  most  com- 
monly found  in  adults.  For  many  years,  6- 
mercaptopurine,  an  antimetabolite,  was  the 
only  agent  which  affected  this  disease, 
however,  less  than  10%  of  treated  patients 
responded.  A combination  of  all  4 of  the 
drugs  commonly  used  in  acute  lymphocytic 
(Figure  5a)  f leukemia  resulted  in  prolonged 
remissions.  With  the  same  4-drug  combin- 
ation in  acute  myelogenous  leukemia  the 
number  of  responding  patients  has  increased 
seven  or  eight-fold  to  almost  50%.  Figure 
5 shows  such  a responding  patient.  Re- 
cently cytosine  arabinoside  alone  or  in  com- 
bination with  6-mercaptopurine,  6-thio- 
guanine,  or  cytoxan  has  also  given  the  same 
number  of  responses.  The  average  time  tak- 
en for  a remission  to  appear  is  3-4  weeks. 
Yet  the  disease  progresses  so  rapidly  that 
one  fourth  of  the  patients  die  within  3 weeks 
of  being  seen,  due  to  hemorrhage  or  in- 
fection, Figure  6.  Hence  supportive  care 
with  antibiotics  and  platelet  transfusions 
plus  speedy  choice  of  an  effective  drug 
regimen  are  very  important. 

t — From  data  of  Dr.  Emil  Frei. 


The  use  of  asparaginase  is  being  current- 
ly studied.  This  is  an  enzyme  obtained  from 
guinea  pig  serum  or  bacterial  sources  which 
destroys  asparagine  in  the  patient’s  blood. 
If  the  patient’s  leukemic  cell  line  is  depend- 
ent upon  asparagine,  a remission  may  re- 
sult due  to  a specific  “starvation”  of  the 
leukemic  cells.  The  limitations  at  present 
are  that  the  drug  is  highly  impure  with 
many  side  effects,  that  most  leukemic  cells 
and  solid  tumors  are  not  asparaginase-de- 
pendent, and  that  immunity  to  this  foreign 
protein  is  almost  sure  to  occur.  Progress  is 
also  being  made  in  the  treatment  of  solid 
tumors.  One  of  these,  choriocarcinoma,  rep- 
resents the  only  cancer  regularly  cured  by 
chemotherapy.  Eighty  percent  or  more  of 
patients  with  this  and  allied  cancers  of  the 
placenta  will  experience  complete  and  per- 
manent regression  of  their  tumors  as  an 
effect  of  treatment  with  methotrexate  or 
actinomycin  D. 

A substantial  number  of  common  solid 
tumors  respond  to  chemotherapeutic  agents 
to  a lesser  degree.  These  include  Wilms’ 
tumors  in  children,  carcinoma  of  the  breast, 
which  may  respond  to  sex  steroids,  cytoxan 
and  5 fluorouracil.  Colon  carcinoma  is  re- 


Type  of  Tre.\tment  Used  in  42  Leukemic  P.\tients  Who  Now 
H.vve  No  Evidence  of  14ise.\se  More  th.\n 
5 Years  after  Diagnosis 

T 

Treatment  Xo.  of  cases 


Steroids  only  j 3 

6-Mercaptopurine  only  ! 4 

Methotrexate  only  i 3 

Steroids  + G-mercaptopiirine  I 10 

Steroids  methotrexate  i 2 

6-Mercaptopurine  -|-  methotrexate  4 

Steroids,  ()-mercaptopurine,  metliotrexate  ; 8 

Cyclic,  with  G-mercaptopiirine  + methotrexate  or  j 8 

steroids,  G-mercaptopurine,  methot rexate  j 

I 

Total  j 42 

( Lk.  k\  iiuvl  ' 
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sponsive  to  5 fluorouracil,  endometrial  adeno- 
carcinoma to  progestational  agents.  My- 
eloma, the  lymphomas  and  tumors  of  gei*m- 
inal  epithelium  (seminoma  and  ovarian  car- 
cinoma) respond  well  to  alkylating  agents. 
The  same  therapeutic  considerations  that 


apply  to  the  treatment  of  heart  failure  or 
infection  also  apply  here:  get  to  know  a 
few  drugs  and  know  them  well.  Three  that 
you  may  find  helpful  are  cytoxan,  5-fluor- 
ouracil  and  vincristine.  They  can  be  remem- 
bered rather  easily  since  cytoxan  is  given 
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Figure  5 


Duration  of  “unmaintained”  complete  remis- 
sions, A,  after  vincristine  (24  patients).  B,  after  predni- 
sone (27  patients).  C,  after  VAMP  (11  patients). 

Figure  5a 
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once  weekly  iv  in  doses  of  15  mgm/kg,  vin- 
cristine is  given  twice  weekly  by  the  same 
route  at  one  thousandth  of  this  dose,  i.e.  15 
micrograms  per  kg  and  5 fluorouracil  5 times 
weekly  in  the  same  dose,  as  cytoxan.  The 
duration  of  frequency  is  inverse  to  the  num- 
ber of  days;  that  is,  5 FU  is  given  one  5- 
day  course  a month.  Vincristine  twice  weekly 


for  one  month  and  Cytoxan  weekly  for  2 
months. 

Tumors  which  may  respond  occasionally 
to  therapy  include  melanoma,  stomach  car- 
cinoma and  epidermoid  carcinoma  of  the 
upper  air  passages.  The  situation  for  mela- 
noma may  be  changing  rapidly,  since  at  pres- 
ent a new  agent,  dimethyl-triazeno-imidazo- 


Figure  6 

PATIENTS  WITH  ACUTE  MYELOGENOUS  LEUKEMIA 
RESPONDING  TO  THERAPY 


Patient 

Age 

Sex 

Initial 

Wliite- 

Cell 

Count 

Duration  of 
Therapy  Before 
Disappearance  of 
Abnormal  Cells 
from  Blood 

Duration 

of 

Remission 

yr. 

XIO 

wk. 

C.L. 

. __  52 

M 

4.4 

12 

18  mo. 

P.D.  - . 

22 

F 

1.9 

4 

30  wk. 

H.P. 

51 

M 

7.1 

4 

14  wk. 

D.H. 

36 

M 

16.9 

4 

12  wk. 

J.C. 

29 

M 

0.8 

4 

16  wk. 

M.S. 

4 

F 

3.3 

6 

8 wk. 

J.R. 

29 

F 

10.0 

6 

20  wk. 

A.A. 

64 

F 

144.0 

2 

8 wk. 

C.B. 

60 

M 

5.5 

1 

8 wk. 

16  wk.  (2d 

course) 

S.A. 

40 

M 

90.0 

8 

4 wk. 

Comparative  effects  of  2 dose  schedules  of 
methotrexate  on  remission  duration  in  acute  leukemia 
in  children. 
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carboxamide,  has  been  just  introduced,  and 
preliminary  trials  seem  to  show  a response 
rate  of  30-50%. 

Some  tumors,  such  as  lung  carcinoma,  renal 
cell  cancer  and  the  sarcomas,  remain  vir- 
tually unresponsive  to  any  form  of  therapy. 
The  list  of  non-responsive  tumors  is  not 
stable,  for  example,  choriocarcinoma  for- 
merly occupied  a spot  on  this  list,  as  did  endo- 
metrial cancer  and  melanoma,  until  a short 
time  ago.  The  chance  observation  that 
methotrexate  inhibited  urinary  gonadotro- 
phin titers  led  to  control  of  choriocarcinoma. 
Our  understanding  of  the  determinants  of 
drug  action  is  too  sketchy  to  permit  any  ap- 
proach other  than  the  strictly  empirical  one 
of  testing  new  agents  against  animal  tumors 
and  then  using  the  most  promising  ones  in 
man.  In  point  of  fact,  this  has  paid  off 
well  so  far.  To  the  present  the  numbers 
of  new  compounds  being  tested  have  con- 
tinued to  multiply  at  a satisfactory  rate. 

In  addition  to  new  drugs,  there  has  been 
an  active  search  for  improved  methods  of 
administering  older  drugs.  Hence  when  it 
became  known  that  the  amount  of  metho- 
trexate inside  the  cell  was  what  determined 
its  action,  and  that  the  higher  the  blood 
levels  the  higher  the  cell  level,  a marked 
switch  from  daily  oral  to  intermittent  paren- 
teral methotrexate  administration  occurred. 
The  latter  route  gives  much  higher  blood 
levels  for  brief  periods  of  time.  Greatly 
prolonged  remissions  can  thus.  Figure  7,  be 
obtained  in  acute  leukemia.  Improved  re- 
sults have  been  reported  in  lung  cancer, 
head  and  neck  cancer  and  childhood  solid  tu- 
mors by  the  use  of  short  intensive  high 
dose  parenteral  methotrexate  therapy. 

Mechanical  means  for  delivery  of  high 
doses  of  drugs  to  local  areas  were  once  much 


in  vogue.  Isolated  pump  perfusion  of  a 
portion  of  the  body  with  a short-acting 
mustard  did  not  produce  desired  results  be- 
cause of  leakage  of  the  agent  into  the  sys- 
temic circulation,  and  the  excessively  short 
period  that  the  drug  was  in  contact  with 
the  tumor. 

Catheter  infusion  of  drug  into  the  artery 
supplying  the  tumor  has  been  much  more 
effective.  This  method  is  very  helpful  in 
patients  with  cervical  cancer  and  head  and 
neck  cancer  in  parts  of  the  world  where 
X-ray  therapy  is  not  available.  In  this 
country  FU  infusion  of  metasatic  liver  can- 
cer from  a colonic  primary  is  the  favorite 
instance  for  infusion  chemotherapy  at  the 
present  time.  However  no  definite  data 
exist  to  prove  the  superiority  of  this  method 
over  simpler  intravenous  therapy,  or  even 
X-ray  therapy  to  the  liver. 

In  the  early  days  of  chemotherapy,  it  was 
felt  that  antitumor  effect  was  proportional 
to  the  dose  administered.  This  was  gener- 
ally true  for  the  simple  mustards.  As  fur- 
ther knowledge  of  the  mode  of  action  of  the 
antimetabolites  has  been  developed,  it  be- 
came apparent  that  sensitivity  is  based  on 
cellular  pharmacologic  differences  which  are 
all-or-none  in  type.  Increases  in  dose  level 
may  cause  increases  in  host  toxicity  with- 
out improving  response  rate.  This  is  shown 
on  Figure  8 which  relates  response  toxicity 
in  one  of  our  recent  studies.  Hence  in  the 
case  of  5 fluorouracil,  it  is  no  longer  neces- 
sary to  intoxicate  patients  in  order  to  pal- 
liate them. 

Is  the  entire  effort  worthwhile?  When 
only  one  of  four  patients  respond,  and  drug 
toxicity  lurks  nearby,  is  the  trouble  and 
risk  worthwhile?  Such  data  are  difficult 
to  accumulate.  However  after  a number  of 


Figure  8 

INTENSITY  OF  TOXICITY  AND  RESPONSE  RATE- 
ALL  DRUGS  COMBINED 
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years,  analyses  of  the  survival  of  respond- 
ing patients  as  opposed  to  the  whole  group 
or  to  the  non-responders  is  possible.  In  most 
instances,  response  results  in  an  increase  in 
survival,  and  the  quality  of  life  is  improved 
during  this  period.  The  next  several  illus- 
trations indicate  this  process ; Figure  9 
shows  the  improvement  in  survival  of  pa- 
tients with  acute  lymphocytic  leukemia  if 
remission  is  achieved. 

Figure  10  demonstrates  the  increase  in 
survival  associated  with  chemotherapy  re- 
sponsiveness in  Hodgkin’s  disease. 

Figure  11  shows  that  FU  gives  increased 
survival  time  to  breast  cancer  patients  who 
respond  to  it. 

Figure  12  shows  the  same  phenomenon  for 
patients  with  colon  cancer. 

Figure  13  illustrates  the  remarkable  find- 
ing that  even  in  carcinoma  of  the  lung,  the 
rare  responses  achieved  by  X ray  with  or 
without  chemotherapy,  are  also  accompanied 
by  substantial  prolongation  of  survival. 


Figure  14  shows  that  breast  cancer  effec- 
tively treated  with  the  plant  alkaloid  vin- 
cristine brings  longer  life  to  the  patient. 

Figure  15  demonstrates  that  hormone  ther- 
apy in  addition  to  lessening  pain  and  shrink- 
ing tumors,  also  can  add  months  of  life  to 
the  patient. 

Figure  16  shows  that  even  unresponsive 
adenocarcinoma  of  the  stomach,  when  it  re- 
sponds to  FU,  brings  an  increase  in  life  span 
to  the  patient. 

In  summary,  there  has  been  steady  prog- 
ress in  the  discovery  and  simplification  of 
clinical  use  of  new  chemotherapeutic  agents 
for  many  disseminated  malignancies.  The 
pace  of  discovery  has  quickened,  the  toxicity 
of  drugs  has  lessened,  at  least  two  human 
cancers,  the  choriocarcinoma  and  Wilms’  are 
now  curable  by  chemotherapy.  Since  pro- 
longation of  life  accompanies  responses,  and 
prohibitive  drug  toxicity  is  not  required  for 
a response,  all  practitioners  should  be  pre- 
pared to  use  at  least  cytoxan,  vincristine,  and 
fluorouracil  in  selected  cases. 


Figure  12 
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SURVIVAL  FROM  START  OF  TREA-TiENT 


Figure  15 


SURVIVAL  IN  WEEKS 
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Contraception  With  an  Injectable  Proges- 
tin — D,  R,  Mishell,  Jr.,  et  al  (UCLA 
School  of  Medicine,  Los  Angeles).  Amer 
J Obstet  Gynec  101:1046-1053  (Aug  15) 
1968. 

In  a study  of  100  postpartum  women  who 
received  an  injectable  progestin,  depo-me- 
droxyprogesterone  acetate  (DMPA)  for  con- 
traception, the  patients  were  given  150  mg 
of  DMPA  in  the  immediate  puerperium  and 
at  intervals  of  three  months  thereafter. 
Periodic  study  of  the  endometrial  histology 
and  vaginal  cytology  was  performed  and 
alterations  in  the  bleeding  pattern  and  body 
weight  were  recorded.  No  pregnancies  oc- 
curred, confirming  the  method’s  effective- 
ness. The  rate  of  continued  use  was  good. 
There  was  no  significant  alteration  in  body 
weight.  Although  vaginal  bleeding  occurred 
irregularly  and  more  frequently  early  in  the 
study,  its  incidence  progressively  decreased 
so  that  the  majority  of  patients  were  amen- 
orrheic  by  the  sixth  month.  Incidence  of 
atrophic  endometrium  steadily  increased, 
demonstrating  a good  correlation  with  the 
bleeding  pattern.  Vaginal  cytology  consist- 
ently demonstrated  a low  estrogen  effect, 
and  there  was  a high  percentage  of  inter- 
mediate cells  at  all  times. 


Correlation  of  Pathological  and  Radiological 
Findings  in  Brain  Infarction  — F.  C.  Steb- 
ner  (Henry  Ford  Hosp,  Detroit),  H.  I. 
Wilner,  and  W.  R.  Eyler.  Radiology  91: 
280-284  (Aug)  1968. 

The  pathological  findings  in  22  autopsied 
cases  of  brain  infarction  were  correlated 
with  those  of  brain  scans,  and  cerebral  an- 
giograms in  six  cases.  In  involvement  of 
frontal,  temporal,  or  parietal  lobes  all  ten 
cases  of  old  infarct  and  one  of  recent  in- 
farction had  positive  scans.  Seven  cere- 
bellar, nine  basal  ganglia,  and  five  occipital 
lobe  infarctions  found  at  autopsy  were  not 
detected  by  scanning.  Since  localization 
was  not  made  clinically  or  by  lateral  scan 
in  all  these  patients,  only  two  had  posterior 
scans.  Of  the  six  angiographic  studies,  only 
two  were  positive,  and  both  of  these  pa- 


tients had  an  abnormality  in  a major  portion 
of  the  internal  carotid  artery  system.  Fur- 
ther analysis  of  the  accuracy  of  radiological 
techniques  should  be  undertaken  with  the 
aid  of  autopsy  data. 


Single  Versus  Multiple  Dose  Dactinomycin 
Therapy  of  Wilms’  Tumor  — J.  A.  Wolff 
et  al  (Babies  Hosp,  Columbia-Presbyterian 
Medical  Center,  New  York).  New  Eng  J 
Med  279:290-293  (Aug  8)  1968. 

Sixty-four  children  with  resectable  Wilms’ 
tumor,  one  year  of  age  or  older  were  se- 
lected at  random  for  treatment  with  either 
a single  course  of  dactinomycin,  in  addition 
to  postoperative  radiotherapy,  or  to  main- 
tenance dactinomycin  therapy  given  inter- 
mittently for  15  months.  Twenty-two  pa- 
tients in  one  group  and  23  in  the  other 
were  acceptable  for  evaluation  of  treatment. 
Eighty-six  percent  of  the  subjects  given 
maintenance  chemotherapy  have  had  no  re- 
currence to  date  as  compared  to  48%  with- 
out recurrence  in  the  group  given  a single 
course  of  dactinomycin.  This  difference  is 
statistically  significant.  Toxicity  from  dac- 
tinomycin in  the  dosage  utilized  has  been 
minimal  despite  its  concurrent  use  with 
radiotherapy. 


Controlled  Trial  of  Hypotensive  Agents  in 
Hypertension  in  Pregnancy  — H.  M. 
Leather  et  al  (Plymouth  General  Hosp, 
Greenbank  Terrace,  Plymouth,  England). 
Lancet  2:488-490  (Aug  31)  1968. 

A controlled  trial  of  bendrofluazide  and 
methyldopa  in  100  patients  with  hyperten- 
sion in  pregnancy  is  reported.  In  patients 
developing  hypertension  before  20  weeks  of 
pregnancy,  treatment  seemed  to  improve 
the  chances  of  a successful  outcome  to  the 
pregnancy.  In  those  developing  late  hyper- 
tension, treatment  was  of  no  value  in  the 
presence  of  proteinuria.  The  presence  or 
absence  of  proteinuria  seemed  to  be  of  more 
importance  than  the  level  of  the  diastolic 
pressure. 
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Postgraduate  Medical  Education  and  the 
Nebraska  State  Medical  Association 


PRESIDENT’S  PAGE 

On  this  page  several  months  ago  I paid 
tribute  to  the  work  of  the  many  committees 
of  the  Nebraska  State  Medical  Association 
through  which  much  of  the  work  of  our  as- 
sociation is  carried  on.  One  of  our  com- 
mittees, the  Medical  Education  Committee, 
consisting  of  Drs.  R.  C.  Rosenlof  (Chair- 
man), Joseph  Holthaus,  Cecil  Wittson,  Rich- 
ard Egan,  Charles  McLaughlin,  James 
Bridges,  R.  F.  Sievers,  Earl  Leininger,  and 
William  Nye  has  been  discussing  the  role 
of  the  Nebraska  State  Medical  Association 
in  the  field  of  postgraduate  medical  educa- 
tion. They  will  soon  embark  on  a plan  of 
activity  that  will  encompass  some  new  ap- 
proaches to  State  Medical  Association  in- 
volvement in  this  field  of  postgraduate  medi- 
cal education.  Some  of  this  activity  will 
require  the  cooperation  of  our  members,  and 
it  was  thought  that  it  would  be  well  to  bring 
this  to  your  attention  through  this  page.  I 
am  happy  to  do  this,  and  hope  that  their 
continued  activities  will  result  in  benefit  to 
our  members. 

The  first  activity  contemplated  by  the 
committee  deals  with  the  matter  of  estab- 
lishing a clearing  house  for  the  postgradu- 
ate medical  education  programs  in  Nebraska. 
From  time  to  time  there  are  conflicts  or 
questions  regarding  dates  when  different  or- 
ganizations plan  to  hold  medical  meetings 
in  the  state.  If  the  State  Medical  Associa- 
tion Committee  on  Medical  Education  could 
serve  as  a clearing  house  for  such  meetings, 
it  would  assist  in  avoiding  conflicts  of  this 
type.  In  addition,  the  committee  is  consider- 
ing the  feasibility  of  publishing  in  the  Ne- 
braska State  Medical  Journal  a complete  list- 
ing of  various  postgraduate  conferences,  so 
that  our  members  may  have  at  all  times  an 
up-to-date  list  of  what  meetings  are  planned, 
the  subjects  for  discussion,  and  where  the 
meetings  will  be  held. 

The  second  new  endeavor  of  the  Medical 
Education  Committee  is  a direct  result  of 
the  rather  alarming  trend  in  some  parts 


of  the  country  to  make  re-examination  of 
the  physician  or  compulsory  continuing  edu- 
cation a requirement  for  licensure.  The 
committee  felt  that  most  physicians,  and 
particularly  those  in  Nebraska,  are  well 
aware  of  their  own  needs  for  continuing 
medical  education,  and  that  the  majority  of 
Nebraska  physicians  do  participate  in  such 
endeavors.  The  committee  feels  that  it  is 
unwise  to  make  any  program  of  continuing 
education  compulsory,  and  certainly  would 
be  opposed  to  legislation  requiring  re-exam- 
ination. In  an  effort  to  obtain  information 
for  the  use  of  the  Medical  Education  Com- 
mittee, they  are  planning  to  send  you  a brief 
questionnaire  with  one  of  the  regular  Bulle- 
tin mailings  of  the  Nebraska  State  Medical 
Association  in  the  near  future.  This  ques- 
tionnaire will  ask  you  to  grade  or  rate  the 
various  postgraduate  programs  that  you 
have  participated  in  during  the  last  year, 
with  particular  emphasis  on  those  held  in 
Nebraska.  The  information  obtained  from 
this  brief  survey  will  help  our  membership 
to  obtain  the  type  of  local  postgraduate  train- 
ing that  is  wanted  by  physicians  in  Nebraska 
and  it  will  assist  the  committee  in  compiling 
data  that  will  be  useful  to  all  physicians. 
Ultimately,  the  information  obtained  will 
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be  helpful  in  avoiding  the  compulsory  ap- 
proach to  post  graduate  medical  education 
in  our  own  state. 

Personally,  I am  in  favor  of  this  proposed 
activity  by  the  Medical  Education  Commit- 
tee. This  particular  committee  has  gone 
through  a cycle  of  activity  that  has  varied 
through  the  years.  Many  years  ago,  it  was 
conducting  postgraduate  medical  programs 
itself  thix)ugh  “circuit  rider”  programs  that 
visited  various  committees  in  Nebraska. 
While  this  endeavor  was  admirable,  the  ac- 
tual conduct  of  postgraduate  training  pro- 
grams has  gi’adually  been  assumed  by  our 
medical  schools,  by  groups  of,  or  single  coun- 
ty medical  societies,  specialty  groups,  etc., 
and  the  trend  nationally  has  been  away 
from  state  medical  associations  conducting 
such  programs  themselves.  An  exception 
is  the  scientific  sessions  held  in  association 
with  annual  meetings.  Some  time  later, 
this  committee  was  concerned  with  assist- 
ing the  University  of  Nebraska  College  of 
Medicine  and  Creighton  University  School 
of  Medicine  in  solving  problems  related  to 


undergraduate  training  and  in  the  securing 
of  funds  for  adequate  faculty,  physical  fa- 
cilities, etc.  The  new  approach  as  indicat- 
ed above  by  the  two  new  projects  of  this 
committee  seem  to  be  much  more  in  line 
with  the  type  of  activity  expected  of  the 
State  Medical  Association,  and  I earnestly 
hope  that  you  will  give  your  usual  full  co- 
operation to  this  committee.  You  can  ex- 
pect to  receive  the  questionnaire  referred 
to  in  the  near  future. 

Our  State  Medical  Association  Commit- 
tees remain  the  primary  source  for  the  de- 
velopment of  new  activities  and  new  ideas 
within  the  Association.  Your  President 
feels  that  this  activity  on  the  part  of  the 
Medical  Education  Committee  deserves  your 
support  and  is  an  example  of  how  commit- 
tee activity  can  be  translated  directly  into 
member  benefits.  This  type  of  project  on 
behalf  of  our  membership  is  characteristic 
of  the  activities  of  the  many  committees 
serving  the  Nebraska  State  Medical  Associa- 
tion. 

— Frank  Tanner,  M.D. 
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Maternal  Mortality  in  Nebraska— 1967 


ONE  year  ago  the  Maternal-Child 
Health  Committee  of  the  Ne- 
braska State  Medical  Associa- 
tion reported  on  Maternal  Mortality  in  Ne- 
braska for  the  year  1966  (Nebraska  Med  J 
52:448,  1967)  and  indicated  that  we  hoped 
to  make  such  a report  annually.  Our  ob- 
jective was  to  eliminate  any  preventable 
maternal  deaths,  both  through  physician 
education  and  through  identification  of  hos- 
pital or  community  problems  that  might  pre- 
vent optimum  maternal  care. 

Some  confusion  does  exist  in  teiTninology. 
The  AMA  “Guide  for  Maternal  Death 
Studies”  defines  maternal  death  as  “the 
death  of  any  women  dying  of  any  cause 
whatsoever  while  pregnant  or  within  90  days 
of  the  termination  of  the  pregnancy,  irre- 
spective of  the  duration  of  the  pregnancy 
at  the  time  of  the  termination  or  the  meth- 
od by  which  it  was  terminated.”  This  is 
an  all  inclusive  grouping,  and  should  not  be 
confused  with  the  term,  “Maternal  Mortal- 
ity,” which  includes  only  those  deaths 
which  have  a direct  obstetric  cause.  This 
committee  has  felt  it  wise  to  take  the  broad- 
er view  since  some  maternal  deaths,  al- 
though obviously  having  no  direct  obstetric 
cause,  might  nonetheless  indicate  circum- 
stances which  have  been  influenced  by  preg- 
nancy. Examples  of  such  deaths  might  be 
concomitant  malignancy,  complicating  medi- 
cal illnesses,  or  suicide. 

Last  year’s  report  summarized  the  his- 
tory of  maternal  death  rates  in  Nebraska, 
and  indicated  that  a progressive  decline  oc- 
curred from  1920  until  1957.  In  the  past 
ten  years,  the  maternal  death  rate  has  re- 
mained at  3.0  to  4.0  per  10,000  live  births 
every  year,  essentially  comparable  to  nation- 
al figures.  In  1965,  there  were  nine  ma- 
ternal deaths  in  27,829  deliveries,  for  a 
rate  of  3.2  per  10,000.  In  1966,  ten  deaths 
were  identified  in  25,709  births,  for  a rate 
of  3.9  per  10,000.  As  the  table  below  will 
indicate,  11  deaths  were  identified  in  1967 
in  a total  of  25,600  births,  for  a rate  of 
4.3  per  10,000. 

It  is  disturbing  to  note  again  that  of 
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eleven  questionnaires  sent  out,  four  were 
not  returned  by  the  attending  physician. 
Six  of  the  deaths  occurred  in  Douglas  Coun- 
ty, and  the  remaining  five  elsewhere  in  the 
state.  Three  of  the  five  questionnaires 
relating  to  outstate  deaths  were  not  re- 
turned; one  of  six  from  Douglas  County 
was  not  returned. 

Four  of  the  deaths,  numbers  1,  7,  8 and 
9 appear  to  be  from  direct  obstetric  causes. 


Table  1 

MATERNAL  DEATHS  — 1967 


Weeks 

Gestation 

Diagnosis 

1. 

4 

Ruptured  ectopic  pregnancy 

2. 

Early 

Stage  IB  carcinoma  of  the  cer- 
vix, radical  hysterectomy* 

3. 

16 

Postoperative  endotoxin  shock 
adenocarcinoma  of  stomach 

4. 

20 

Hepatoma  with  acute  yellow 
atrophy 

5. 

30 

Bronchopneumonia,  fibrinous 
pericarditis 

6. 

32 

Acute  coronary 

7. 

40 

Placenta  accreta  with  postpart- 
um hemorrhage 

8. 

40 

Amniotic  fluid  embolus* 

9. 

40 

Cesarean  section,  hypotension 
with  anesthesia,  myocarditis* 

10. 

3 weeks 
postpartum 

Rheumatic  heart  disease 

11. 

Unknown 

Diabetes  with  diabetic  acidosis* 

•- 

—Questionnaire  not 

returned. 
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and  thus  would  be  strictly  classified  as  “ma- 
ternal mortality,”  a rate  of  1.6  per  10,000. 
Of  the  remaining  seven,  patient  #11  with 
diabetes  and  diabetic  acidosis  had  a condi- 
tion probably  exacerbated  by  pregnancy, 
although  the  attending  physician  did  not 
respond  to  the  questionnaire.  In  the  re- 
maining six  deaths,  pregnancy  appears  to 
have  played  no  significant  role  in  the  pa- 
tient’s illness. 

Of  the  four  deaths  due  to  obstetric  causes, 
two  questionnaires  were  not  returned.  None- 
theless, the  Maternal-Child  Health  Commit- 
tee Chairman  was  able  to  secure  some  in- 
formation on  all  deaths.  The  death  from  am- 
niotic  fluid  embolism  probably  had  no  pre- 
ventable factors.  The  physician  caring  for 
the  patient  with  the  ruptured  tubal  preg- 
nancy cited  lack  of  hospital  facilities  as  a 
contributing  factor.  In  the  patient  dying 


after  cesarean  section,  hypotension  with 
spinal  anesthesia  caused  fetal  death  and  ma- 
ternal cardiac  arrest,  and  constituted  a pre- 
ventable factor.  The  fourth  patient  with 
placenta  accreta  and  postpartum  hemorrhage 
received  heroic  treatment,  including  18 
pints  of  blood,  two  of  these  drawn  from  the 
attending  physician  himself.  However,  the 
physician  suggested  that  the  lack  of  ready 
surgical  consultation,  and  his  own  isolation 
and  lack  of  physician  assistance  were  con- 
tributing factors. 

Information  from  these  studies  has  been 
used  in  undergraduate  medical  education, 
and  has  been  discussed  at  one  Continuing 
Education  course  at  the  University  of  Ne- 
braska, a meeting  of  the  Omaha  Obstetric- 
Gynecology  Society,  and  the  annual  spring 
meeting  of  the  Nebraska  Obstetric  - Gyne- 
cologic Society  in  Columbus. 
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Alopecias  - Diagnostic  and  Pathogenetic 

Considerations 


Introduction 

Few  problems  concerning  the 
skin  and  its  appendages  are 
of  so  much  concern  to  patients 
and  physicians  as  alopecia.  Hair  loss  is 
of  interest  because,  as  far  as  we  know, 
hair  is  essentially  without  function.  It  is 
of  concern  because  hair  is  exceedingly  im- 
portant from  a cosmetic  and  psychological 
standpoint.  The  fact  that  esthetic  consid- 
erations prevail  is  clear  in  that  people  have 
traditionally  sought  the  advice  of  hair- 
dressers and  barbers  for  problems  of  hair 
loss.  Many  people  seem  to  consider  the 
hair  peculiarly  unrelated  to  the  rest  of  their 
anatomy  and  hence  quite  outside  the  realm 
of  medicine.  However,  as  people  are  be- 
coming more  medically  sophisticated  this 
pattern  is  changing,  and  medical  advice  is 
sought  more  freely.  Physicians  may  be 
frustrated  by  the  apparent  complexity  of 
alopecias  and  prefer  to  dismiss  them  as  the 
inevitable  price  of  evolution. 

The  purpose  of  this  paper  is  to  discuss 
those  alopecias  in  which  recent  studies  have 
shed  some  light  on  pathogenesis,  but  in 
which  knowledge  is  still  insufficient  to  make 
management  clearcut  and  simple.  Accord- 
ingly, alopecias  due  to  dermatophytoses, 
burns  and  other  non-specific  processes  will 
not  be  discussed.  Alopecias  due  to  various 
congenital  defects,  and  from  certain  drugs 
and  poisons  will  be  discussed  briefly.  Dif- 
fuse hair  loss,  hereditary-patterned  bald- 
ness, alopecia  areata,  traumatic  alopecias  and 
physiologic  alopecias  will  be  discussed  at 
length. 

Anatomy  and  Physiology 

Since  the  science  of  diseases  of  the  skin 
and  its  appendages  is  founded  almost  en- 
tirely on  visual  observations,  it  is  especially 
important  to  preface  considerations  of  alo- 
pecia with  an  understanding  of  the  anatomy 
and  physiology  of  the  hair. 

The  surface  of  the  human  fetus,  up  to 
one  month  of  age,  is  covered  by  a one-cell 
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thick  ectodermal  layer,  the  fetal  periderm. 
At  this  time  also,  mesenchymal  cells  are 
proliferating  beneath  to  form  the  dermis, 
which  is  finally  to  become  the  main  bulk 
of  the  skin.  During  the  second  fetal  month 
a second,  inner,  layer,  the  stratum  basale, 
is  added  to  the  periderm.  During  the  third 
fetal  month  a third  layer  develops  so  that 
from  the  outside  in,  there ' are  periderm, 
stratum  intermedium,  and  stratum  basale. 
From  the  stratum  basale  small  buds  of  cells 
known  as  primary  epithelial  germs  prolifer- 
ate down  at  intervals  into  the  dermis. 
These  buds  are  the  anlagen  of  apocrine 
sweat  glands,  sebaceous  glands,  and  hair 
follicles.  The  greatest  population  of  these 
is  on  the  head,  where  their  development 
begins.  Subsequent  development  proceeds 
caudally  during  the  fourth  and  fifth  fetal 
months.  As  the  presumptive  hair  follicles 
enlarge  and  differentiate,  their  free  advanc- 
ing ends  become  clavate  and  each  encloses 
a little  ball  of  dermis,  the  dermal  papilla. 
This  tiny  structure  will  later  house  the 
main  blood  supply  to  the  hair-producing 
cells  (matrix)  of  the  follicle  (see  figures). 

The  presumptive  follicle  is  now  enlarged 
to  a column  of  pluripotential  epidermal  cells. 
It  progressively  hollows  out  through  the 
center  to  make  way  for  the  subsequent  hair 
which  will  arise  from  a bulb  of  cells  sur- 
rounding the  dermal  papilla  at  the  base  of 
the  follicle.  At  this  time  it  is  apparent  that 
the  major  portion  of  the  follicular  wall,  the 
external  root  sheath,  is  simply  an  exten- 
sion of  the  now  completely  formed  surface 
epidermis.  At  the  fundus  of  this  sac-like 
structure  is  a matrix  of  cells  that  produce 
hair,  much  like  the  surface  epidermis  pro- 
duces stratum  corneum.  The  main  differ- 
ence is  that  the  latter  desquamates  and  the 
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former  does  not.  There  has  been  also  a 
concomitant  differentiation  of  part  of  the 
external  root  sheath  into  the  sebaceous 
gland,  so  that  this  gland  becomes  an  ap- 
pendage in  the  wall  of  the  hair  follicle.  In 
addition,  further  follicular  blood  supply  de- 
velops from  surrounding  deiTnal  and  sub- 
cutaneous vascular  plexi. 

The  hair  matrix  has  a high  mitotic  activ- 
ity, comparable  to  that  of  the  bone  mar- 
row. On  the  average  adult  scalp,  which 
bears  about  100,000  hairs,  there  is  a daily 
production  of  100  feet  of  hair.  Hair,  like 
the  stratum  corneum  of  the  epidermis,  con- 
sists mainly  of  keratin,  a fibrous  protein, 
and  certain  fats. 

Fetal  hair  (lanugo  hair)  is  present  on 


Figure  1.  Primitive  epidermis  of  a 12-week  embryo, 
p — periderm,  si — stratum  intermedium,  sb — stratum  basale, 
pd — primitive  dermis,  peg — primary  epithelial  germ. 


the  head  by  the  fifth  fetal  month  and  sub- 
sequently appears  over  the  remainder  of 
the  body.  This  hair,  for  the  most  part, 
is  shed  shortly  before  birth.  More  on  this 
phenomenon  will  be  discussed  later,  as  it 
relates  to  neonatal  alopecia.  The  newborn 
infant  has  a second  pelage  of  lanugo-like 
(vellus)  hair,  of  variable  amounts.  As  he 
ages,  he  gradually  acquires  adult  type  hairs. 
Moi  phologically  adult  hairs  fall  into  six  cate- 
gories: (1)  scalp,  (2)  eyebrow  and  eye- 

lash, (3)  beard,  (4)  body,  (5)  pubic,  (6) 
axillary.  Hormonally,  adult  hairs  fall  into 
three  categories:  Non-hormonal  (eyebrows 
and  eyelashes,  part  of  body  hair),  hormone 
modified  (scalp,  axillary,  lower  pubic,  part 
of  body  hair),  hormone  dependent  (upper 
pubic,  beard). 

The  growth  of  hair  is  characterized  by 
cycles.  This  is  true  in  most  mammals.  How- 
ever, unlike  the  hair  of  other  mammals,  hu- 
man hair  grows  in  asynchronous  cycles,  ie., 
it  does  not  molt.  Each  individual  hair’s 
cycle  is  independent  of  all  others,  so  that 
gi’owth  patterns  are  random.  The  growing 
phase  (anagen),  in  which  there  is  continu- 
ous matrix  proliferation  and  hair  produc- 
tion, usually  last  two  to  six  years  in  scalp 
hair,  and  for  shorter  periods  in  other  hair. 


Figure  2.  Subsequent  differentiation  toward  hair  follicles  and  se- 
baceous gland,  pe — primitive  epidermis,  psg — primitive  sebaceous  gland, 
phf^ — primitive  hair  follicle,  cts — connective  tissue  sheath,  dp — dermal 
papilla. 
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The  regressing-  phase  (catagen)  last  only 
about  two  weeks  in  scalp  hair,  and  for  about 
the  same  period  in  other  hair.  During  this 
time  the  matrix  involutes,  the  hair  stops 
growing  and  the  lower  2/3  of  the  follicle  de- 
generates. The  blood  vessels  in  the  dermal 
papilla  and  around  the  follicle  collapse  but 
do  not  degenerate.  The  resting  phase  (telo- 
gen)  lasts  two  - six  months  in  scalp  hair 
and  in  other  hair.  At  this  time  the  hair  is 
loosely  implanted  in  the  follicle.  A new 


anagen  phase  begins  as  the  few  remaining 
matrix  cells  begin  proliferating  anew  to 
start  a new  hair.  The  previously  collapsed 
vessels  reopen  and  reestablish  the  blood 
supply.  The  old  telogen  hair  (“club  hair”) 
is  pushed  out,  and  the  follicle  grows  back 
to  its  original  length  for  the  new  anagen 
phase. 

These  phases  can  be  easily  recognized  by 
the  gross  appearance  of  individual  scalp 
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Figure  3.  Mature  hair  follicle  in  anagen  phase,  with  sebaceous  gland.  hs — hair  shaft,  e — epi- 

dermis, sg — sebaceous  gland  ; sebum  is  the  product  of  disintegration  of  these  cells,  c — capillaries,  m — matrix  ; 
these  cells  produce  not  only  hair  shaft,  but  also  internal  root  sheath  (irs),  which  degenerates  and  desquarn- 
ates  within  the  follicle,  dj) — dermal  papilla,  ers — exteriial  root  sheath,  a continuation  of  surface  epidermis 
(e). 


28 


Nebraska  S.  M.  J. 


hairs.  If  a firmly  implanted  (anagen)  hair 
is  plucked,  a sticky  grayish-white  membrane 
is  seen  around  the  lower  2-3  mm.,  or  the 
hair  root.  This  membrane  is  actually  the  ma- 
jor portion  of  the  follicle  and  matrix.  However 
enough  cells  of  these  two  structures  have 
rem.ained  behind  to  allow  full  regeneration 
of  a new  hair.  If  a loosely  implanted  hair 
(telogen  or  club)  is  plucked,  a tiny,  dry, 
bulb  is  seen  at  the  lower  end,  covered  by 
a few  degenerated  follicular  cells.  These 
club  hairs  are  ordinarily  thin,  tapered,  and 
light  in  color  when  compared  to  anagen 
hairs.  The  catagen  phase  is  so  brief  that 
hairs  therefrom  are  seldom  seen,  but  their 
appearance  lies  somewhere  between  that  of 
anagen  and  telogen  hairs. 

Normally  in  the  young  adult,  85-95  per 
cent  of  scalp  hairs  are  in  the  anagen 
phase,  and  five-15  percent  are  in  the  cata- 
gen and  telogen  phases.  With  age,  and  in 
certain  types  of  hairloss  to  be  discussed 
later,  these  percentages  change.  The  nor- 
mal young  adult  ordinarily  looses  20-100 
club  hairs  daily,  for  an  average  loss  of  about 
50  daily. 

Neonatal  Alopecia 

A commonly  observed  phenomenon  in  in- 
fants is  occipital  hair  loss  followed  by 
fronto-parietal  hair  loss.  This  sometimes 
causes  parental  anxiety  and  the  mother  may 
stop  cleaning  the  baby’s  scalp  for  fear  of 
making  him  bald.  A satisfactory  physio- 
logical explanation  for  this  hair  loss  exists, 
and  its  temporary  nature  can  be  assured. 

In  the  fifth  fetal  month  the  majority 
of  the  frontal  and  parietal  hair  suddenly 
goes  into  catagen  and  then  telogen  phase. 
This  is,  in  a sense,  molting,  which  is  dif- 
ferent from  the  random  hair  cycles  of  the 
postnatal  individual,  as  pointed  out  previ- 
ously. This  gross  change  to  catagen  and 
telogen  moves  posteriosly  in  a wave,  so 
that  in  the  eighth  fetal  month  it  has  oc- 
curred in  the  occipital  hair.  At  this  time  a 
new  anagen  growth  has  appeared  fronto- 
parietally  and  has  pushed  the  telogen  hairs 
out  into  the  amniotic  fluid  about  three 
months  after  their  change  to  telogen.  At 
birth  then,  the  new  anagen  growth  is  oc- 
curring frontally  and  parietally.  Subse- 


quently occipital  hairs  will  be  pushed  out 
when  the  infant  is  in  his  second  month  of 
life,  about  three  months  after  their  change 
to  telogen.  The  new  anagen  hairs  are  still 
very  short  and  the  infant  looks  bald  in  the 
occipital  area.  This  telogen  wave  is  often 
repeated,  although  less  extensively,  so  that 
the  infant  again  develops  partial  baldness 
progressing  from  the  frontal  to  the  occipital 
regions.  The  follicles  then  ordinarily  re- 
establish their  cycles  in  a random  pattern, 
and  normal  postnatal  anagen  and  telogen 
percentages  are  established  over  the  scalp. 
By  the  age  of  eigth-ten  months  these  re- 
gional losses  ordinarily  no  longer  occur.® 
The  only  treatment  necessary  is  reassur- 
ance that  the  condition  is  temporary. 

Telogen  Effluvium 

Temporary  hair  loss  following  periods  of 
physiological  stress  likewise  is  a well  known 
phenomenon.  Most  physicians  have  seen 
patients  who,  two  - four  months  after  child- 
birth, major  surgery,  or  serious  systemic 
illness,  have  either  sudden  or  gradual  loss 
of  large  amounts  of  hair.  This  is  known 
as  telogen  effluvium,  because  it  represents 
the  sudden  change  of  a large  number  of  hair 
follicles  from  anagen  to  telogen.  Older 
names  for  this  phenomenon  include  symp- 
tom.atic  alopecia  and  defluvium  capillorum. 
Kligman  has  written  extensively  on  this 
subject,i3  and  his  studies  indicate  that  over 
20  per  cent  telogen  hairs  on  the  scalp  is 
presumptively  abnormal,  and  that  over  25  per 
cent  telogen  hairs  is  diagnostic  of  telogen 
effluvium. 

Post  partum  telogen  effluvium  usually 
begins  two  - four  months  after  delivery,  and 
lasts  two  - five  months,  although  it  may 
last  a year  or  more.  If  a small  tuft  of  hair 
is  plucked,  it  will  be  seen  that  telogen  hairs 
constitute  somewhere  between  20  per  cent 
and  50  per  cent.  It  should  be  emphasized 
that  this  is  true  only  if  the  loose  telogen 
hairs  have  not  been  removed  in  part  by  re- 
cent vigorous  brushing  or  shampooing.  Or- 
dinarily they  remain  in  place  until  pushed 
out  by  a new  anagen  hair.  This  accounts 
for  the  fact  that  the  patient  is  more  likely 
to  complain  about  the  amount  of  hair  that 
falls  out  than  about  the  amount  remaining 
on  the  scalp.  Furthermore,  thinning  of 


January,  1969 


29 


scalp  hair  Is  seldom  obvious  if  less  than  50 
per  cent  is  lost. 

Studies  during  pregnancy  have  shown 
that  in  most  women,  starting  in  the  sec- 
ond trimester,  telogen  percentage  decreases, 
and  anagen  percentage  increases  reciprocal- 
ly. At  term  the  scalp  hair  may  be  95  per 
cent  anagen.  This  is  virtually  a biologic 
characteristic  of  pregnancy  but  usually  it 
goes  unobserved.  Shortly  after  delivery  this 
trend  reverses,  and  by  six  - nine  weeks  post 
parvum  the  telogen  count  is  up  to  25  - 30 
per  cent.  At  this  time  new  anagen  hairs 
begin  pushing  the  relative  excess  of  telo- 
gen hairs  out,  and  patients  may  become 
aware  of  excessive  hair  loss.  It  should  be 
understood  that  change  in  telogen  per- 
centage in  the  individual  patient  is  more 
important  than  absolute  values,  since  there 
is  a wide  range  in  the  actual  number  of 
telogen  hairs  and  in  the  rapidity  with  which 
they  change  to  telogen.  Hence  the  actual 
degree  of  thinning  present  at  any  given  time 
is  quite  variable,  if,  indeed,  it  is  even  de- 
tectable. 

Post-febrile  alopecia,  formerly  seen  quite 
often  following  scarlet  fever,  lobar  pneu- 
monia, etc.,  is  uncommon  now,  but  studies 
have  shown  that  the  process  is  essentially 
like  that  described  for  post  partum  telo- 
gen effluvium. 

Information  on  which  to  postulate  the 
pathogenesis  of  post  partum  telogen  ef- 
fluvium has  been  sketchy  and  inconclusive. 
A retrospective  study  of  98  cases  by  Schiff 
and  Kern  gave  information  suggesting  a 
hormonal  basis.  In  their  series  two  patients 
developed  alopecia  after  caesarean  sections. 
Most  patients  observed  the  greatest  involve- 
ment on  the  anterior  one  third  of  the  scalp. 
Most  of  the  remainder  had  diffuse  alopecia. 
In  nearly  all  cases,  hair  loss  had  occurred 
after  all  previous  deliveries  or  miscarriages. 
In  those  cases  where  it  had  not,  subsequent 
conception  had  occurred  before  the  second 
menstrual  period.  Determinations  of  urin- 
ary 17-ketosteroid  excretion  on  11  of  these 
patients  revealed  no  abnormalities.®®  Like- 
wise, urinary  17-ketosteroids,  17-hydroxy- 
cortocosteroids,  and  gonadotropins  on  an- 
other series  of  nine  patients  were  normal.®’^ 
Studies  of  urinaiy  estrogen  and  progester- 


one are  lacking.  Perhaps  the  hyperestro- 
genemia  of  pregnancy  and  the  sudden  term- 
ination thereof  at  delivery  is  pathogenetic. 
Bullough  points  out  that  estrogens  exert  a 
powerful  mitotic  effect  on  epidermis  as  well 
as  on  the  uterus  and  vagina.  Moreover,  it 
is  known  that  adrenalin  is  a powerful  mi- 
totic depressant.  Its  effect  on  epideraial 
cells  has  been  confirmed  in  mice.'^  Since 
telogen  effluvium  apparently  can  occur 
after  severe  psychologic  stress^®  and  since  it 
is  known  to  occur  after  such  physiological 
stresses  as  childbirth,  major  surgery,  and 
severe  illnesses,  it  could  also  be  reasoned 
that  adrenalin  precipitates  the  change  to 
telogen.  However,  Bullough  further  states 
that  while  these  hormonal  effects  occur  in 
epidermis,  they  have  not  been  demonstrat- 
ed in  hair.’^ 

If  hormonal  changes  do  influence  telogen 
effluvium,  they  do  not  do  so  exclusively. 
Heparin,  in  addition  to  being  an  antimitotic 
agent,  is  known  to  induce  telogen  effluvium. 
Herein  lies  evidence  at  least  that  a depres- 
sion of  mitosis  and  a consequent  premature 
change  from  anagen  to  telogen  may  be  the 
common  denominator.  Furthermore,  like 
the  usual  types  of  telogen  effluvium,  he- 
parin-induced alopecia  affects  mainly  the 
scalp.  This  is  readily  explained  by  the  fact 
that  scalp  hair  normally  has  a higher  ana- 
gen percentage  than  other  hair  and  is  there- 
fore more  susceptible  to  mitotic  inhibitors. 
The  observation  that  the  administration  of 
300  mg  of  heparin  daily  for  seven  days  will 
induce  telogen  effluvium  in  virtually  all  sub- 
jects observed  tends  to  minimize  the  im- 
portance of  individual  variations  in  patients. 
The  conversion  to  telogen  in  these  patients 
occurs  a few  weeks  to  a month  or  more 
after  the  heparin  is  given.  Telogen  percent- 
age may  rise  to  over  50  per  cent,  but,  as 
in  the  post  partum  situation,  actual  alopecia 
is  not  often  manifest.  Perivascular  collagen 
degeneration  has  been  seen  in  some  histo- 
logical studies,  but  the  significance  of  this, 
if  any,  is  unknown.  Such  changes  have  been 
seen  also  in  other  types  of  alopecia.^® 

Idiopathic  Alopecias 

A.  Alopecia  Areata 

Although  it  may  be  somewhat  arbitrary 
to  designate  this  disease  as  “idiopathic,” 
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and  those  previously  discussed  as  “physio- 
logic,” there  is  reason  for  doing  so.  Infan- 
tile alopecia  and  telogen  effluvium  can  be 
demonstrated  in  most  individuals  under  the 
proper  circumstances,  and  the  change  in  the 
hair  is  sufficiently  predictable  to  give  cre- 
dence to  the  pathogenic  mechanisms  pro- 
posed. Such  relationships  are  not  readily 
established  in  alopecia  areata.  It  is  clearly 
a disease  entity  and  not  just  a physiological 
phenomenon.  A single  cause  has  not  been 
established,  but  histologic  observations  at- 
test to  its  basic  inflammatory  nature. 

Alopecia  areata  has  been  the  topic  of  sev- 
eral good  reviews,  the  most  recent  and  ex- 
tensive of  which  is  from  the  Mayo  Clinic.^^ 
The  incidence  of  this  rather  common  disease 
has  been  about  two  - two  and  one-half  per 
cent  in  the  patients  of  large  dermatology 
clinics.  It  is  especially  common  among  chil- 
dren and  teenagers.  It  usually  appears  as 
one  or  a few  bald  patches  on  the  scalp, 
although  it  may  involve  the  whole  scalp  or 
even  the  whole  body.  Severe  cases  are  more 
common  in  children.  It  is  asymptomatic 
and  the  skin,  except  for  the  absence  of  hair, 
looks  normal.  The  appearance  of  a depres- 
sion in  the  involved  areas  is  probably  due 
to  the  loss  of  hair  mass.  In  most  cases  re- 
growth occurs  within  a few  months,  although 
there  is  usually  one  or  more  relapses  before 
regrowth  is  permanent.  Individual  areas 
often  relapse  or  regrow  independently  of 
others.  Initial  extensive  involvement,  oc- 
currence in  very  young  children,  and  involve- 
ment in  sites  other  than  the  scalp  all  portend 
a poorer  prognosis  for  eventual  regrowth. 
Permanent  regrowth  after  total  scalp  alo- 
pecia occurs  in  only  ten  per  cent  of  adults 
and  hardly  ever  in  children.  Regrowth  typ- 
ically begins  as  pale  vellus-type  hairs  that 
gradually  assume  the  morphologic  features 
of  the  surrounding  hairs.  In  alopecia  areata 
there  are  sometimes  associated  changes  in 
other  ectodermal  structures.  Pitting  or 
brittleness  of  the  nails  occurs  in  four  - 13 
per  cent.  Posterior  subcapsular  cataracts 
have  been  seen  occasionally  in  adults.  About 
four  per  cent  have  vitiligo  and  about  eight 
per  cent  have  various  thyroid  gland  dis- 
orders. 

Most  studies  indicate  a familial  incidence 
of  around  20  per  cent.  However,  rarely  is 


the  disease  present  in  more  than  one  rela- 
tive. Also,  considering  the  frequency  of  the 
disease,  the  significance  of  a 20  per  cent 
familial  incidence  is  probably  less  than  it 
might  appear  initially.  Those  who  consider 
genetic  factors  of  importance  state  that  the 
pattern  is  probably  autosomal  dominant 
with  variable  penetrance. « 

Traditionally,  emotional  crises  have  been 
considered  important  at  least  in  precipitat- 
ing alopecia  areata.  Estimates  of  the  de- 
gree of  association  between  the  two  vary 
greatly.  Studies  of  this  alleged  relationship 
are  all  too  few  and  too  limited  in  scope  to 
be  of  much  value. 

Attempts  to  establish  a hormonal  basis 
for  this  disease  have  been  generally  unsuc- 
cessful. Relationship  of  the  activity  of  the 
disease  to  pregnancy  is  unpredictable  except 
in  individual  cases,  where  repeated  remis- 
sions or  exacerbations  have  occurred  in  re- 
peated pregnancies.  Apparently  it  has  long 
been  tempting  to  speculate  on  a thyroid  dys- 
functional cause.  However,  among  the  rela- 
tively frequent  cases  of  thyroid  disease  are 
hypothyroidism,  hyperthyroidism,  endemic 
goiter,  thyroiditis,  etc.,  so  that  no  thyroid 
hormonal  pattern  can  be  assumed.  Accord- 
ing to  Rook,  both  hypothyroidism  and  hyper- 
thyroidism tend  to  delay  the  onset  of  anagen 
phase  and  hence  cause  an  increased  telogen 
to  anagen  ratio. 

Most  sources  of  information  on  the  histo- 
pathology  of  alopecia  areata  emphasize  the 
following  features:  A chronic  inflamma- 

tory reaction  is  seen  around  the  lower  one 
third  of  the  hair  follicle,  primarily  around 
the  bulb.  The  dermal  papilla  begins  to  lose 
the  strong  staining  reaction  for  alkaline 
phosphatase,  which  is  characteristic  of  nor- 
mal anagen  follicles.  The  follicle  becomes 
smaller  so  that  it  lies  progressively  higher 
in  the  dermis.  Eventually  the  whole  struc- 
ture is  abortive  and  produces  little  or  no 
hair.  A thickened  connective  tissue  sheath 
remains  behind  as  evidence  of  what  was 
once  a normal  anagen  follicle.  At  this  time 
the  appearance  is  much  like  that  of  an  or- 
dinary telogen  follicle  except  for  inflamma- 
tion around  the  bulb.  The  hair  root  is  point- 
ed rather  than  clubbed  like  a normal  telo- 
gen hair. 
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Further  observations  of  alopecia  areata 
have  revealed  other  similarities  to  telogen 
effluvium.  Biopsies  of  the  scalp  at  sites 
distant  from  lesions  of  alopecia  areata, 
where  the  hair  appears  normal  gi'ossly,  have 
revealed  decreased  normal  anagen  hairs, 
slight  perivascular  inflammation  and  areas 
of  abortive  follicles  typical  of  alopecia 
areata.  Similar  but  more  pronounced 
changes,  plus  increased  numbers  of  telogen 
follicles,  have  been  seen  in  biopsies  from 
the  borders  of  alopecic  lesions.  Grossly 
these  borders  show  thin,  often  broken  hairs, 
that  are  narrowed  at  their  insertion,  re- 
sembling exclamation  points.  Thus  alopecia 
areata  seems  to  represent  a combination  of 
“telogen  alopecia”  and  “dystrophic  anagen 
alopecia.”® 

Cormia  and  Ernyey^®  have  emphasized 
vascular  occlusion  as  a possible  pathogen- 
etic factor.  They  feel  that  even  though  the 
inflammatory  reaction  seems  to  be  the  first 
recognizable  event,  vascular  occlusive 
changes  secondary  to  this  may  be  the  actual 
cause  of  the  follicular  shrinkage.  They  ob- 
serve that  in  severe  alopecia  areata,  i.e.,  alo- 
pecia totalis,  very  little  blood  supply  re- 
mains, especially  around  the  bulb.  Ikeda^® 
has  also  observed  small  artery  occlusion  fol- 
lowed by  thrombus  formation  early  in  the 
course  of  alopecia  areata.  With  the  re- 
growth of  hair,  whether  spontaneous  or 
hastened  by  intralesional  injection  of  a cor- 
ticosteroid, the  inflammatory  infiltrate  re- 
solves, the  blo-od  supply  increases  and  the 
follicle  returns  to  a normal  anagen  ap- 
pearance. Although  this  evidence  favors 
some  vascular  occlusive  process  in  alopecia 
areata,  such  changes  are  not  peculiar  to  this 
disease.  In  fact,  most  types  of  alopecia 
show  histologically  some  decrease  in  blood 
supply.  However  they  do  not  appear  to  be 
directly  related  to  an  inflammatory  infil- 
trate as  they  do  in  alopecia  areata. 

Intralesional  injection  of  corticosteroids, 
preferably  of  the  insoluble  types,  is  the  best 
treatment  presently  available  for  alopecia 
areata.  It  appears  that  this  treatment  prob- 
ably does  not  alter  the  ultimate  prognosis 
but  simply  hastens  regrowth  in  those  lesions 
where  regrowth  is  due  in  the  future.^®  Un- 
fortunately, intralesional  steroid  injection  is 
sometimes  attended  by  complications.  The 


usual  ones  are  not  ordinarily  serious.  Sub- 
cutaneous injection  sometimes  produces  a 
temporary  subcutaneous  fat  atrophy.  Intra- 
dermal  injection  sometimes  causes  dermal 
atrophy  which  may  be  permanent.  The  most 
serious  complication  has  been  reported  from 
France.  Three  young  women  whose  anterior 
scalps  were  being  injected  for  alopecia  de- 
veloped sudden  blindness  with  head  and  eye 
pain.  It  was  reasoned  that  forceful  injec- 
tion of  a steroid  particle  suspension  (Depo- 
Medrol*^  in  two  cases)  entered  a branch  of 
the  superficial  temporal  artery.  From  here 
there  was  retrograde  flow  into  the  anasto- 
mosing supraorbital  branch  of  the  ophthal- 
mic artery  and  on  into  the  ophthalmic  ar- 
tery, thence  to  the  central  retinal  artery 
where  sudden  occlusion  occurred.^  Obvi- 
ously injection  into  the  scalp  must  be  done 
carefully,  despite  the  rarity  of  this  compli- 
cation. 

B.  Psevdopelade  (Brocq,  1885) 

Discussions  of  this  type  of  baldness  are 
usually  characterized  more  by  disagreement 
than  by  elucidation.  The  disagreement 
stems  from  the  question  of  its  existence  as 
a discreet  entity.  Contrary  to  the  original 
description  of  the  disease  as  a primary, 
atrophic,  scarring  alopecia,  some  have  pre- 
ferred to  think  of  it  as  secondary  to  lichen 
planus  or  discoid  lupus  erythematosus  or 
something  else. 

The  usual  characteristics  of  pseudopelade 
are  a patchy  and  confluent,  insidious,  asymp- 
tomatic, atrophic  and  cicatricial  alopecia, 
according  to  Laymon  and  Murphy’s  descrip- 
tion. It  is  seen  in  adults,  mostly  women, 
and  is  progressive  and  irreversible.  The 
alopecic  areas  are  depressed  and  glossy  with 
obliteration  of  follicular  orifices.  Most  ob- 
servers recognize  a faint  erythema  at  the 
borders.  Sometimes  the  differentiation  from 
alopecia  areata  (syn.  pelade)  is  not  so  clear 
as  the  classical  description  of  pseudopelade 
implies.  Histologically  there  is  inflamma- 
tion in  the  upper  portion  of  the  hair  follicle 
with  eventual  destruction  and  obliteration 
of  the  follicle.®^ 

Regarding  the  disagreement  over  the 
status  of  pseudopelade,  it  matters  little 
whether  Brocq’s  original  cases  lepresented 
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truly  a primary  process  or  the  residual  of 
some  inflammatory  condition.  The  diag- 
nosis is  made  entirely  on  morphologic 
grounds,  and  the  scope  of  the  diagnosis  must 
be  narrowed  as  etiologic  information  is 
gained  about  various  alopecias  that  may  pro- 
duce what  some  have  called  the  “pseudo- 
peladic  state.”  As  causes  are  discovered 
these  alopecias  must  be  removed  from  the 
pseudopelade  category.  Eventually  the  use- 
fulness of  this  term  may  disappear. 

Hereditary-Patterned  Alopecia 

This  term  refers  to  the  very  common  fron- 
tal and  occipital  balding  that  begins  at 
sexual  maturity  in  men,  and  in  women 
around  the  menopausal  age,  the  so-called 
“diffuse  female  alopecia.”  In  the  male 
especially,  the  distribution  of  this  alopecia 
differentiates  it  from  others.  There  is  pro- 
gressive hair  loss  in  the  frontoparietal  areas 
and,  to  a lesser  degree,  in  the  frontal  area, 
and  hair  loss  in  an  oval  configuration  at  the 
crown.  These  areas  often  merge  to  produce 
the  familiar  marginal  “horseshoe”  of  re- 
maining hair. 

It  should  be  realized  that  there  is  normal- 
ly a limited  frontal  and  parietal  recession 
of  the  hairline  in  nearly  all  persons  after 
puberty.  Although  this  is  hormonally  in- 
duced it  is  separate  from  true  patterned  alo- 
pecia. 

Diffuse  alopecia  is  the  female  counter- 
part of  patterned  alopecia  in  males.  There 
is  a less  severe  progressive  hair  loss  in  the 
vertex  and  fronto-parietal  areas,  and  this 
is  usually  first  observed  as  an  increased 
amount  of  hair  clinging  to  the  hair  brush. 
This  may  be  gradual  or  intermittent,  and 
the  hair  may  become  less  manageable.  Some 
patients  notice  increased  oiliness  of  the 
scalp.  In  most  cases  there  is  no  significant 
regrowth.  In  neither  men  nor  women  is 
there  complete  baldness.  Close  inspection 
always  reveals  considerable  numbers  of  fine, 
short,  pale  vellus  hairs  on  the  apparently 
bald  areas.  Quacks  often  take  advantage  of 
the  fact  that  patients  do  not  notice  these 
hairs,  and  point  them  out  as  evidence  of  hair 
growth  after  whatever  treatment  has  been 
given. 

There  are  three  prerequisites  for  the  de- 
velopment of  hereditary-patterned  alopecia 


in  both  males  and  females : ( 1 ) the  presence 
of  sufficient  circulating  levels  of  andro- 
gens, ie.,  sexual  maturity,  (2)  the  genetic 
predisposition  (autosomal  dominant,  incom- 
plete) to  develop  the  condition,  and  (3)  the 
age  of  late  adolescence  or  older. 

Eunuchs  and  hypogonadal  females  do  not 
develop  this  alopecia  because  they  lack  tes- 
ticular and  ovarian  androgens  respectively. 
Apparently  adrenal  androgens  are  insuffi- 
cient to  induce  the  condition.  With  proper 
hormonal  replacement  therapy,  and  with  the 
genetic  predisposition,  these  people  would 
develop  alopecia.  Since  the  inheritance  is 
dominant,  both  heterozygotes  and  homozy- 
gotes are  involved.  It  tends  to  be  more  se- 
vere in  the  latter. 

Histologically  there  is  progressive  shrink- 
age of  follicles  and  hairs  in  a random  fa- 
shion. The  connective  tissue  sheaths  of  fol- 
licles remain  behind.  The  anagan  period  is 
shortened,  resulting  in  shorter  hair  growth 
and  more  telogen  hairs.  Eventually  only 
tiny  vellus  hairs  are  produced  from  minia- 
ture follicles,  and  many  follicles  have  com- 
pletely degenerated.  The  sebaceous  glands 
remain,  and  are  proportionally  enlarged  if 
not  actually  enlarged.  There  is  a general 
reduction  in  blood  supply  to  the  scalp  in 
patterned  alopecia  as  there  is  with  in- 
creased age  normally.  This  has  not  been 
shown  to  be  a causative  factor.^® 

Papa  and  Kligman  were  able  to  induce 
regrowth  of  perhaps  10  to  15  percent  of 
terminal  scalp  hair  in  bald  men  of  various 
ages  by  rubbing  one  per  cent  testosterone 
proprionate  ointment  on  the  scalp.  Others 
have  been  unable  to  duplicate  their  results. 
The  paradox  is  apparent  here,  that  circulat- 
ing androgen  induced  the  baldness  in  the 
first  place  and  topical  androgen  seemed  to 
reverse  it.  Obviously  the  local  effects  on 
the  hair  follicle  must  be  pharmacologic 
rather  than  physiologic.^^  Testosterone  pro- 
prionate apparently  well  absorbed  percu- 
taneously,  and  could  theoretically  at  least 
cause  pituitary  inhibition.  There  has  been 
considerable  interest  recently  in  the  surgical 
treatment  of  hereditary-patterned  baldness 
by  the  multiple  punch  graft  technique.  The 
various  aspects  of  this  treatment  have  been 
discussed  at  length  in  dermatological  liter- 
ature during  the  past  several  years. 
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Studies  on  urinary  androgen  excretion 
in  women  with  diffuse  alopecia  have  not 
been  impressive  generally.  However,  one 
study  has  revealed  significantly  elevated 
urinary  testosterone  excretion  on  30  women 
with  diffuse  alopecia  when  compared  to 
control  levels.2  Considerable  attention  has 
been  given  to  possible  thyroid  dysfunction 
in  women  with  diffuse  alopecia.  There  is 
little  evidence  to  support  such  a relationship 
and  those  allegations  have  been  based  pri- 
marily on  observations  that  some  patients 
have  seemed  to  improve  while  taking  thy- 
roid. It  is  well  recognized  that  myxedemat- 
ous persons  tend  to  have  sparse  “coarse” 
hair  and  rough  scaly  skins.  Careful  studies 
of  these  observations  are  also  lacking.  The 
impression  of  coarseness  is  probably  due  to 
dryness.  Thyroid  hormone  deficiency  ap- 
parently does  cause  a slowing  of  mitoses 
in  the  skin  with  retention  of  stratum  cor- 
neum  and  a decreased  sebum  production. 
The  sparseness  of  the  hair  probably  re- 
flects decreased  mitosis  in  the  hair  matrix 
and  breakage  of  hair  shafts. 

Chapman  and  Main  have  reported  on  dif- 
fuse thinning  of  scalp  hair  in  two  post- 
menopausal women  who  were  hypothyroid 
from  long-term  iodide  therapy  for  asthma. 
The  patients  became  euthyroid  and  grew 
their  hair  again  after  discontinuing  the 
iodides.^ 

Traction  Alopecia 

This  fairly  common  type  of  alopecia  is 
seen  principally  in  women  and  girls  who  re- 
peatedly roll  their  hair  tightly  on  brush 
rollers  or  who  wear  their  hair  in  braids, 
pigtails  or  a bun.  In  each  of  these  situations 
the  hair  in  various  places  is  subjected  to 
long  periods  of  firm  traction.  As  a result, 
hair  is  either  slowly  pulled  out  or  stretched 
and  broken.  Apparently  no  histologic 
studies  are  available  to  indicate  whether  the 
traction  induces  a premature  telogen  phase 
or  inflammatory  reaction,  or  whether  the 
hair  is  simply  pulled  out  and  the  remaining 
matrix  cells  continue  to  proliferate  and  pro- 
duce a new  hair. 

The  areas  affected  depend,  of  course,  on 
the  site  of  the  greatest  traction.  With  pony- 
tails and  buns  the  greatest  traction  is  mar- 
ginal, i.e.,  along  the  temporal  and  retro- 


auricular  borders.  With  braids  the  mid- 
line of  the  scalp  sagitally  also  is  affected. 
Brush  rollers  induce  alopecia  in  multiple 
patches,  marginally,  sagittally  and  at  the 
frontal  border.  Close  inspection  reveals 
various  degrees  of  hairloss  in  the  various 
patterns,  short  tapered  hairs  of  new  anagen 
growth,  and  broken  off  hairs.  Occasional 
folliculitis  may  be  seen  but  the  scalp  other- 
wise appears  normal.  If  the  trauma  is  dis- 
continued regrowth  usually  is  complete  in 
three  - four  months,  although  scarring  from 
folliculitis  and  severe  trauma  may  cause 
some  permanent  loss.^i 

Savill  has  observed  that  similar  problems 
result  from  the  use  of  hair  brushes  with 
sharp-edged  bristles.  Apparently  vigorous 
and  frequent  brushing  can  cause  fracturing, 
fraying  and  even  extraction  of  hair.  Brushes 
with  natural  rather  than  synthetic  bristles 
are  less  likely  to  cause  this.®^ 

Miscellaneous  Traumatic  Alopecias 

Certain  rare,  sometimes  familial,  struc- 
tural abnormalities  of  the  hair,  including 
trichorrhexis  nodosa  (intermittently  splin- 
tered hair),  monilethrix  (beaded  hair)  and 
pin  torti  (twisted  hair),  are  characterized 
by  fragility  and  breakage  of  the  hair  of 
the  scalp  and  other  areas  with  minor  trau- 
ma. These  abnormalities  are  sometimes 
parts  of  congenital  neuroectodermal  syn- 
drames,  and  have  been  linked  with  argino- 
succinic  aciduria,  an  abnormal  urinary  amino 
acid  excretion  pattern.  However,  recent 
studies  have  shown,  in  the  case  of  trichor- 
rhexis nodosa,  that  the  urine  is  usually  nor- 
mal, the  patient  is  healthy,  and  that  the 
splintering  and  fracturing  are  caused  by 
trauma  especially  brushing,  teasing,  and 
scratching.!®  fact  this  abnormality  can 
be  produced  in  normal  hair  in  vitro  by  sub- 
jecting it  to  artificially  controlled  manipula- 
tion of  a specific  type.^'^ 

The  problem  of  trichotillomania  (pulling 
of  hair  by  the  patient)  is  not  encountered 
frequently  but  is  a difficult  management 
problem.  Patients  are  usually  loathe  to  ad- 
mit that  they  have  pulled  out  or  broken 
their  hair  as  a result  of  some  nervous  habit 
or  psychoneurosis.  Indeed,  they  may  not 
even  be  aware  of  it.  The  appearance  is 
usually  that  of  broken  hairs  and  loss  of  hairs 
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in  one  or  more  areas  where  the  patient  has 
continually  pulled  or  twisted  or  curled  the 
hair  around  a finger  or  scratched  the  scalp. 
The  areas  involved  cannot  be  explained  on 
the  basis  of  brush  rollers  or  other  cos- 
metic procedures.  The  treatment  is  directed 
at  convincing  the  patient  of  the  nature  of  the 
difficulty,  and  sometimes  the  use  of  psycho- 
therapeutic measures.  The  problem  may  be 
solved  by  having  the  patient  wear  a wig  so 
the  hair  is  not  easily  accessible. 

Postoperative  pressure  alopecia  has  been 
listed  as  a distinct  entity.  Abel  and  Lewis^ 
reported  eight  cases  in  young  and  middle 
aged  women.  These  women  had  been  on  an 
operating  table  in  the  Trendelenburg  posi- 
tion, for  six  hours  or  more  in  most  cases, 
for  gynecologic  surgery.  As  a result  of 
continuous  pressure  on  the  supraoccipital 
area  there  was  rapid  hairloss  in  this  area 
from  three  - 28  days  postoperatively.  Most 
of  the  patients  had  been  hypotensive  for  a 
time  during  surgery.  Five  of  the  eight  had 
edema  and  exudation  of  the  affected  area 
within  two  days.  Otherwise  the  patches  re- 
sembled alopecia  areata.  Regrowth  occurred 
in  all  cases  within  three  months. 

The  histological  findings  were  interesting. 
The  outstanding  change  was  an  obliterative 
vasculitis  of  the  middle  and  lower  dermis, 
along  with  shrinkage  and  shortening  of  the 
hair  follicle.  A perivascular  chronic  in- 
flammatory infiltrate  was  seen  and  in  two 
cases  panniculitis  occurred.  A similar  alo- 
pecia has  been  observed  over  lumps  in  the 
scalp,  in  bruises,  and  in  areas  of  furunculosis 
where  scarring  was  minimal. 

Post-Inflammatoiy  Alopecias 

Included  in  this  category  are  those  situa- 
tions in  which  inflammation  has  been  se- 
vere enough  to  cause  destruction  of  the  hair 
follicles  and  scarring.  It  is  not  the  purpose 
of  this  paper  to  dwell  on  these.  Some  have 
been  discussed  already  under  other  head- 
ings. However,  one  of  these,  alopecia  mu- 
cinosa, is  a unique  entity  with  possibly  se- 
rious implications  and  deserves  special  men- 
tion. 

Alopecia  mucinosa  was  described  by  Her- 
mann Pinkus  in  1957,  from  observations  on 
six  cases.2®  These  patients  had  one  or  more 


alopecic  plaques  on  the  head  and  extremi- 
ties. The  plaques  were  of  slow  onset  and 
progress,  yellow-brown,  variably  indurat- 
ed, usually  with  patulous  follicles  and  fine 
scale,  and  were  asymptomatic.  Children  and 
adults  of  both  sexes  were  involved.  His- 
tologically there  was  mucinous  edema  of  the 
hair  follicles  and  sebaceous  glands  until  the 
whole  pilosebaceous  apparatus  became  an 
edematous  bag.  There  was  variable  chronic 
inflammatory  infiltration  with  secondary 
destruction  of  parts  of  the  follicle.  Pinkus 
believed  the  disease  was  basically  inflamma- 
tory. However,  Kin  and  Winkelmann  state 
that  the  mucinous  infiltration  usually  pre- 
cedes the  inflammatory  reaction.^’ 

Five  years  later  Pinkus  discussed  the 
followup  of  his  original  cases  and  compiled 
information  on  63  additional  cases  from  the 
literature.®®  Some  lesions  appeared  as 
groups  of  follicular  papules.  Some  follicles 
were  plugged  rather  than  patulous,  and  con- 
tained stubby  hairs.  Still  other  lesions  were 
moist  and  appeared  eczematous.  Hypes- 
thesia  was  reported  in  some.  Histo  chem- 
ical studies  revealed  increased  amounts  of 
glycogen  in  the  follicles,  and  indicated  that 
the  mucinous  material  was  acid  mucopoly- 
saccharide and  mucoprotein.  Most  cases  were 
self-limiting  within  a few  months  but  in  a 
few,  an  association  with  lymphoma  was  seen. 
Four  of  the  patients  either  developed  lym- 
phomas or  their  alopecia  mucinosa  was  sec- 
ondary to  pre-existing  lymphomas.  One- 
half  of  all  the  cases  were  under  the  age  of 
30,  and  one-third  were  in  the  11-20  age 
group.  Half  had  more  than  two  lesions.  In 
a later  discussion,®^  the  clinical  appearance 
has  been  divided  into  three  categories:  (1) 
like  lichen  spinulosis  (groups  of  follicular 
papules  with  stubby  hairs),  (2)  coalescent 
follicular  papules  with  an  eczematous  sur- 
face, and  (3)  red  boggj^  infiltrated  plaques. 
The  first  type  is  the  most  common  and  most 
benign.  The  second  and  third  types  are 
seen  in  adults  only,  are  more  chronic,  and 
have  a denser  inflammatory  infiltrate.  These 
types  include  those  that  are  lymphomatous, 
which,  according  to  Braun-Falco,  always  oc- 
cur in  patients  over  40  years  of  age,  and  con- 
stitute less  than  five  per  cent  of  all  cases. 
In  the  cases  reported  by  Kin  and  Winkel- 
mann, some  lesions  changed  from  that  of 
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grouped  follicular  papules  to  plaques.  Also, 
in  40  per  cent  of  their  cases  alopecia  was  not 
prominent.  The  scalp  was  involved  in  25 
per  cent  of  their  cases. 

Treatment  with  topical  cortocosteroids  or 
superficial  x-ray  have  been  effective  in 
some  cases.  In  those  cases  secondary  to 
lymphoma,  the  treatment  is  that  of  the  pri- 
mary disease. 

Alopecias  Due  to  Mitotic  Inhibitors 

Almost  any  antimitotic  drug,  alkylating 
agent  or  otherwise,  may  cause  alopecia  if 
given  in  sufficient  amounts.  The  worst  of- 
fenders are  vincristine,  cyclophosphamide, 
and  5-fluorouracil.  Since  these  drugs  affect 
only  actively  dividing  cells,  the  resulting 
alopecia  can  be  called  “anagen  effluvium.” 
However,  local  application  of  colchicine  may 
induce  a change  to  catagen  phase.  Smaller 
amounts  of  mitotic  inhibitors  will  cause  only 
a temporary  suppression  or  cessation  of 
mitosis.  The  result  is  a construction  in  the 
hair  shaft,  of  such  length  as  to  reflect  the 
period  of  effect  of  the  drug,  but  the  hair 
cycle  is  not  materially  altered.  Heparin- 
induced  alopecia  already  has  been  discussed 
in  the  context  of  induction  of  the  telogen 
phase.  This  drug  is  also  a mitotic  inhibitor 
and  may  cause  alopecia  in  this  way  also. 
The  Coumadin  compounds,  heparinoids, 
paritol  and  dextran  sulfate  also  cause  alo- 
pecia. Apparently  the  mechanisms  by  which 
these  compounds  inhibit  mitoses  or  induce 
telogen  has  not  been  elucidated.^® 

An  ingenious  method  has  been  devised  by 
which  alopecia  from  intravenous  antimitotic 
drugs  can  be  inhibited.  A special  sphygmo- 
manometer cuff  is  placed  on  the  head  just 
below  the  scalp  margins  and  is  inflated 
to  above  systolic  pressure.  The  blood  sup- 
ply of  the  scalp  is  thereby  occluded  during 
and  for  five  minutes  after  intravenous  ad- 
ministration of  the  drug.®® 

Miscellaneous  Alopecias 

No  attempt  is  made  to  discuss  all  re- 
ported causes  of  alopecia,  but  only  those  in 
which  observations  have  been  of  sufficient 
depth  to  give  some  consideration  to  patho- 
genesis. 

Several  years  ago  a hypocholesterolemic 
agent,  MER/29  (Triparanol*^)  enjoyed 


brief  popularity.  It  soon  became  apparent, 
however,  that  a large  percentage  of  the  pa- 
tients receiving  this  drug  developed  side  ef- 
fects, the  most  notable  of  which  was  ichthy- 
osis. Subsequent  to  this  some  patients  de- 
veloped progressive  diffuse  alopecia  of  the 
scalp,  eyebrows,  and  pubic  hair.  The  pro- 
cess was  reversible  when  the  drug  was  dis- 
continued. An  analysis  of  the  cases  from 
the  Mayo  Clinic  indicated  that  250  mg  of 
the  drug  daily  would  not  cause  alopecia 
but  that  750-1000  mg  daily  nearly  always 
did.®'^  The  mechanism  of  this  process  was 
never  elucidated.  An  antimitotic  effect  is 
unlikely  because  eyebrow  and  pubic  hair 
grow  quite  slowly  and  are  seldom  affected 
by  known  mitotic  inhibitors.  A more  like- 
ly explanation  is  defective  keratin  synthesis 
since  the  drug  interferes  with  the  synthesis 
of  cholesterol,  a significant  component  of 
keratin.  The  defect  possibly  was  simply 
more  obvious  in  the  scalp,  eyebrows,  and 
pubis  since  hair  is  present  in  greatest  den- 
sity in  these  areas. 

Another  well-recognized  cause  of  alopecia 
is  thallium  poisoning.  Thallium  acetate  has 
been  used  in  the  past  for  epilation  in  treat- 
ment of  ringworm  of  the  scalp.  However, 
it  is  not  regularly  effective  in  removing  all 
the  affected  hairs;  furthermore,  its  great 
toxicity  makes  it  unsuitable  for  therapeutic 
use.  In  fact,  its  principal  use  now  is  as  a 
rodenticide.  Its  toxic  effects  are  cumulative 
and  are  similar  to  those  of  lead.  It  is  slow- 
ly excreted  in  the  urine  and  bile.^^ 

Ingestion  of  7-8  mg/kg  body  weight 
causes  anagen  effluvium  of  an  unphysiologic 
sort,  with  intrafollicular  breakage  of  scalp 
hair  and  a high  rate  of  conversion  to  catagen 
phase.  With  subsequent  hair  growth,  as 
in  other  situations  of  excessive  catagen  and 
telogen  conversion,  a compensatory  pause  to 
re-establish  non-synchronous  cycles  must  be 
assumed.® 

An  interesting  phenomenon  is  the  occur- 
rence of  patchy  alopecia  on  a clinically  normal 
appearing  scalp  in  patients  with  cutaneous 
metastatic  disease,  especially  from  the 
breast.  This  has  occurred  with  introductal 
and  scirrhous  carcinomas  and  with  ordinary 
adenocarcinoma.  A resemblance  to  alopecia 
areata  is  apparent  in  early  stages,  but  later 
the  lesions  tend  to  become  red,  nodular  and 
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indurated.il  Here  it  is  possible  that  tumor 
cell  infiltrates  of  blood  and  lymph  vessels 
not  yet  clinically  visible  are  of  sufficient 
extent  to  compromise  the  blood  supply  of 
hair  follicles,  or  perhaps  to  destroy 
their  matrices. 

Conclusion 

The  foregoing  remarks  for  the  most  part 
have  stressed  the  pathogenesis  of  various 
clinical  types  of  alopecia.  Notable  is  the 
great  similarity  of  pathogenetic  mechanisms 
among  greatly  dissimilar  clinical  patterns. 
The  conclusion  is  that  regardless  of  what 
pathophysiology  causes  the  alopecia,  the 
response  mechanism  of  the  hair  follicle 
tends  to  be  the  same  or  similar. 

This  is  not  unique  to  the  hair  follicle,  nor 
does  it  obviate  the  need  for  recognition  of 
the  clinical  types  of  alopecia.  Management 
and  assessment  of  prognosis  must  still  be 
based  largely  on  clinical  diagnosis.  As  our 
present,  limited  understanding  of  patho- 
genesis expands,  hopefully  so  will  our  abil- 
ity to  treat  these  patients  more  rationally 
and  less  empirically. 
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Present  Status  of  Permanent  Pacing 

Of  the  Heart* 


After  almost  a decade  of  ex- 
perience, the  safety  and  effec- 
tiveness of  implanted  perma- 
nent pacemakers  has  become  apparent.  Al- 
though certain  attitudes  and  methods  con- 
tinue to  change,  most  of  the  principles  of 
the  use  of  pacemakers  are  well  established. 

Indications 

At  first  the  only  indication  for  insertion 
of  a permanent  pacemaker  was  complete 
heart  block  with  Stokes  - Adams  seizures. 
Today  other  arrhythmias  (Table  1)  are 
also  treated  with  permanent  implants,  be- 
cause a reliable  implantable  standby  (de- 
mand) pacemaker  has  been  developed.  This 
has  extended  the  use  of  pacers  to  those  con- 
ditions where  competition  between  the  pace- 
maker and  naturally  occurring  beats  is  likely 
to  occur. 

Patients  may  survive  many  years  with 
complete  heart  block  with  medical  therapy 
alone,  but  most  of  them  die  suddenly  within 
two  to  four  years,  presumably  of  a Stokes- 
Adams  attack.  Moreover,  most  patients 
with  chronic  complete  atrio-ventricular  heart 
block,  who  were  “asymptomatic”  before 
pacing,  notice  improvement  in  their  sense 
of  well  being  after  pacer  implantation,  pre- 
sumably because  of  enhanced  systemic  blood 
flow.  Therefore,  as  a rule,  most  patients 
with  complete  heart  block  should  be  paced, 
whether  they  have  Stokes-Adams  or  not. 

Method 

There  are  two  approaches  in  implanting 
a pacemaker:  transthoracic  (or  transdia- 

phragmatic)  and  transvenous.  In  one,  the 
electrodes  are  sewn  directly  onto  the  heart 
muscle,  and  in  the  other  they  are  placed 
in  the  heart  via  a suitable  vein.  We  now  use 
the  transvenous  method  exclusively  because 
the  operation  can  be  accomplished  under 
local  anesthesia  and  therefore  may  be  per- 
formed even  in  bad  risk  and  aged  patients 
with  but  minor  complications  and  mor- 
bidity, and  less  than  1%  mortality,  (Table 
2). 


VICTOR  PARSONNET,  M.D.f 


The  pacer  implant  is  done  by  a team, 
consisting  of  a cardiologist  trained  in  heart 
catheterization,  a surgeon,  and  an  elec- 
tronics technician.  Under  local  anesthesia 
an  electrode  catheter  is  inserted  through 
either  cephalic  or  external  jugular  veins, 
and  positioned  in  the  apex  of  the  right  ven- 
tricle. The  threshold  for  stimulation  (ex- 
citation threshold)  is  measured  with  an  ex- 
ternal battery  powered  pulse  generator  to 
confirm  the  satisfactory  position  of  the 
electrode.  (An  excitation  threshold  above 

0. 9. to  1.0  milliamperes  is  unacceptable).  The 

Table  1 

INDICATIONS  FOR  PERMANENT  PACE- 
MAKER IMPLANTATION 

1.  Complete  atrio-ventricular  heart  block  especially 
with  Stokes-Adams  episodes. 

2.  Symptomatic  bradycardias 

Atrial  fibrillation  with  high  degree  atrio- 
ventricular block 
Sinus  arrest 

Digitalis  induced  bradycardia 
Intermittent  high  degree  atrio  - ventricular 
heart  block 

3.  Persistent  tachycarrhythmias. 

4.  Left  axis  deviation  and  right  bundle  branch 

block  suggestive  of  bilateral  bundle  branch 
block  (possible  indication) 


Table  2 

MORTALITY  FOLLOWING  PACEMAKER 
IMPLANTATION 


Complete 

Operations 

No.  of 
Patients 

No.  of 
Operative 
Deaths 

Transthoracic 

(including  trans- 
diaphragmatic) 

85 

74* 

2 

(2.5%) 

Transvenous 

199 

174** 

2 

(1.0%) 

Totals 

284 

248*** 

2 

(1.5%) 

* — Including  1 converted  from  transvenous  and  4 converted 
from  transthoracic  to  transdiaphra^matic. 

♦* — Including:  15  converted  from  transthoracic. 

♦♦♦ — 20  patients  counted  twice. 

fDirector  of  Surgery,  Newark,  New  Jersey,  Beth  Israel 
Hospital  ; Clinical  Associate,  Professor  of  Surgrery,  New  Jersey 
College  of  Medicine  and  Dentistry. 

•Prepared  by  the  Nebraska  Heart  Association  for  this  journal. 
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catheter  electrode  is  fixed  in  place  in  the 
vein  and  the  power  pack  is  implanted  in  a 
subcutaneous  pocket  in  the  upper  chest 
wall.  The  patient  is  ambulatory  in  a day  or 
two  and  ready  foi  discharge  within  a week. 

Complications  with  this  method  occur  in 
10%  of  cases.  Included  in  this  figure  are 
component  and  battery  failures.  Other  com- 
plications can  be  avoided  or  reduced  by 
proper  attention  to  implantation  techniques. 
For  example,  broken  leads  can  be  prevented 
by  proper  handling  of  the  electrodes  and  by 
placing  the  pulse  generator  in  the  pectoral 
position  where  there  is  little  flexing  of  the 
wires.  Electrode  dislodgement  can  be  pre- 
vented by  fixing  the  electrode  well  into  the 
vein,  and  by  positioning  it  at  the  very  apex 
of  the  right  ventricle. 

A rise  in  excitation  threshold  above  the 
output  of  the  pacemaker  (exit  block)  occurs 
if  the  electrode  becomes  separated  from  the 
myocardium  by  scar  tissue  as  a result  of 
poor  initial  placement,  secondary  infection, 
or  perforation  of  the  heart.  Careful  atten- 
tion to  details  has  almost  eliminated  these 
problems. 

Preliminary  Transvenous  Pacing 

Although  it  is  tempting  to  insert  a perma- 
nent pacemaker  as  a primary  operation,  pre- 
liminary transvenous  pacing  is  the  rule  at 
this  institution.  A temporary  bipolar  elec- 
trode is  inserted  through  a suitable  vein 
(external  jugular,  antecubital,  femoral  or 
saphenous)  into  the  outflow  tract  or  the 
apex  of  the  right  ventricle.  Immediate  con- 
trol of  ventricular  rate  is  thereby  achieved. 
Definitive  implantation  can  therefore  be 


done  electively,  and  anesthesia,  if  needed, 
can  be  employed  with  safety. 

Pacing  Mode 

Three  modes  of  pacemakers  are  available: 
fixed  rate,  P-wave  synchronous,  and  stand- 
by. The  fixed  rate  pacer  fires  at  a con- 
stant rate  which  may  in  some  models  be 
altered  by  external  manipulation.  The  P- 
wave  synchronous  pacer  rate  is  determined 
by  the  sinus  node  rate.  It  is  commercially 
available  only  for  implantation  by  thora- 
cotomy, not  pervenously.  The  standby  or 
demand  pacer  fires  when  the  spontaneous 
rate  falls  below  a preset  level.  Fixed  rate 
pacing  has  the  advantage  of  being  well 
tested  by  time.  It  is  reliable  and  likely  to 
last  three  or  more  years,  and  therefore  is 
still  the  method  of  choice  in  many  clinics. 

There  is  evidence,  however,  that  fixed  rate 
pacing  may  be  dangerous  in  those  patients 
who  have  “competition”  between  spontaneous 
and  paced  cardiac  complexes.  Fatal  ventricu- 
lar fibrillation  can  occur  from  stimulation  of 
the  heart  by  the  pacemaker  when  the 
stimulus  falls  at  the  apex  of  the  preceding 
T wave.  Although  at  most  times  the  paced 
human  heart  may  be  relatively  insensitive 
to  competition,  the  fibrillation  threshold  may 
be  lowered  by  anoxia,  digitalis,  or  electrolyte 
imbalance.  In  such  situations,  competition 
can  produce  repetitive  rhythms  and  ven- 
tricular fibrillation. 

There  are  now  numerous  reports  of  un- 
explained sudden  deaths  in  paced  patients. 
Eleven  sudden  deaths  have  occurred  in  our 
series  of  228  patients;  ten  of  these  patients 


Table  3 


SELECTION 

OF  MODE 

OF  PACING 

Situation 

Type  of 
Pacer 

Rationale 

I. 

First  insertion 
a.  Patient  in  fixed 
block 

standby 

To  avoid  competition  in  those 
patients  that  revert  to  regu- 
lar sinus  rhythm  (30-50%). 

b.  Intermittent  block 

Standby 

To  avoid  competition  in  all 
patients. 

II. 

Return  to  regular  sinus 
rhythm  in  patients  with 
fixed  pacer 

Standby 

To  avoid  competition. 

III. 

Elective  change  of  pace- 
maker in  patients  with 
fixed  complete  block 
and  no  evidence  of 
competition 

Fixed  rate 

Return  to  regular  sinus 
rhythm  and  competition 
unlikely  after  3 years. 
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were  paced  with  fixed  rate  pacemakers  in 
the  presence  of  competition. 

The  standby  pacemaker  fixes  effective 
stimuli  only  when  the  spontaneous  heart  rate 
falls  below  preset  limits.  It  thus  avoids 
the  dangers  of  competition  and  is  displac- 
ing the  fixed  rate  pacer  in  many  institutions. 

Follow-Up 

Experience  with  a follow  - up  clinic  has 
shown  that  the  best  way  to  determine  when 
to  change  the  pacemaker  is  to  analyze  the 
expanded  electric  impulse  (artifact)  of  the 
pacemaker.  Changes  in  the  pulse  rate,  and 
the  height,  duration,  and  contour  of  the 
artifact,  may  indicate  that  pacemaker  fail- 
ure is  impending.  Seventy-five  percent  of 


changes  in  our  clinic  have  been  elective  as  a 
result  of  such  an  analysis.  The  use  of  a 
computer  facilitates  this  type  of  study. 

Future 

Batteries  in  existing  pacemakers  last  from 
two  to  four  years,  depending  upon  the  model. 
The  longest  life  of  any  pacemaker  in  our 
series  was  47  months.  The  electrodes  and 
wire  leads,  on  the  other  hand,  last  much 
longer.  Therefore,  the  most  important  ad- 
vance in  the  future  will  be  an  improved  pow- 
er source.  This  may  be  in  the  form  of  a 
radioisotope  generator  now  under  develop- 
ment. There  have  also  been  changes  in  elec- 
trode design  that  may  significantly  reduce 
power  requirements  and  thus  increase  bat- 
tery life. 
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SPECIAL  ARTICLES 


Oeci 


1.  New  administration 

The  incoming  Administration  work  on  a 
health  program  was  started  with  President- 
elect Richard  Nixon’s  appointment  of  John 
Dunlop,  a Harvard  University  professor, 
to  head  a special  task  force. 

Dunlop,  54,  is  a prominent  economist  and 
an  expert  in  the  manpower  field.  He  has 
been  a frequent  adviser  to  the  federal  gov- 
ernment since  1948. 

In  a letter  to  employes  of  the  Department 
of  Health,  Education  and  Welfare,  Secretary 
Wilbur  J.  Cohen,  who  will  return  to  teach- 
ing at  the  University  of  Michigan,  listed  13 
health  goals  for  the  1970s.  He  previously 
had  said  that  his  teaching  position  would 
leave  him  time  to  work  for  new  and  ex- 
panded health  programs. 

Most  of  the  goals  are  noncontroversial, 
and  Cohen  did  not  elaborate  on  details  of  im- 
plementation where  controversy  arises.  The 
goals : 

— Continued  expansion  of  medical  research 
and  more  rapid  dissemination  of  new 
knowledge  to  prevent  and  cure  illness. 

— Elimination  of  economic  barriers  to 
medical  care,  through  comprehensive 
health  insurance  and  other  public  and 
private  programs. 

— Major  reduction  in  infant  mortality  and 
early  childhood  diseases. 

— Elimination  of  malnutrition. 

— Improvement  in  the  organization  and 
delivery  of  medical  care,  with  continued 
emphasis  on  high  quality. 

— Widespread  transplantation  of  human 
organs  and  development  of  artificial 
organs. 

— Expanded  prevention  and  improved 
chances  of  recovery  from  heart  disease, 
stroke,  and  cancer. 


— Increase  of  health  manpower  and  bet- 
ter use  of  professional  skills. 

— Elimination  of  large  mental  institutions 
and  expansion  of  community  mental 
health  centers  accessible  to  all. 

— Family  planning  services  available  to 
everyone. 

— Improvement  in  the  quality  of  the  en- 
vironment, with  major  reduction  in  air 
and  water  pollution. 

— Reduction  of  alcoholism,  drug  addiction, 
mental  illness  and  mental  retardation, 
and  accidents. 

— Elimination  of  smallpox,  diphtheria, 
polio,  whooping  cough,  and  measles. 

2.  Drugs 

Developments  in  the  drug  field  include 
starts  on  tests  of  an  old  drug  in  treatment 
of  pneumonia  and  a new  one  for  Parkin- 
son’s disease. 

The  National  Institutes  of  Health  started 
a wide-spread  test  of  a polyvalent  pneumon- 
coccal  vaccine  that  was  discarded  20  years 
ago  with  the  entrance  of  antibiotics.  Edwin 
M.  Lerner,  M.D.,  coordinator  of  the  test 
program,  said  it  had  been  demonstrated  that 
persons  die  of  pneumonia  because  of  early 
stage  damage  and  that  antibiotics  have  not 
been  a cure-all.  The  old  vaccine,  manufac- 
tured by  E.  R.  Squibb  and  Sons,  was  licensed 
and  found  effective  in  1948,  but  was  taken 
off  the  market  in  1952  because  of  lack  of 
sales. 

“Penicillin  was  the  cure-all  in  those 
days,’’  Dr.  Lerner  said.  “It  was  felt  that 
there  was  no  need  to  vaccinate  people.  After 
all,  we  thought  we  could  cure  them.” 

The  Public  Health  Service  announced  a 
program  to  test  an  experimental  drug  in 
treatment  of  Parkinson’s  disease.  Robert 
Q.  Marston,  M.D.,  Director  of  the  National 
Institutes  of  Health  said  the  drug,  L-DOPA, 
may  help  “up  to  75  percent  of  patients.” 
But  he  cautioned  it  has  “serious  and  un- 
pleasant side  effects”  which  must  be  care- 
fully checked. 

Other  developments  in  the  drug  field  in- 
cluded : 
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— The  Pharmaceutical  Manufacturers  As- 
sociation disputed  the  finding  of  an  HEW 
Task  Force  on  Drugs  that  a $41.7  million 
saving  could  have  been  obtained  by  use  of 
generic  instead  of  brand  name  products  in 
67  of  the  409  prescription  drugs  used  most 
often  by  elderly  persons.  C.  Joseph  Stetler, 
PMA  president,  said  the  claim  was  not  docu- 
mented and  was  based  “on  the  unproven 
assumption  that  prescriptions  written  by 
generic  name  cost  substantially  less.” 

— A Food  and  Drug  Administration  Ad- 
visory Committee  said  that  existing  data  on 
whether  birth  control  pills  can  cause  can- 
cer of  the  cervix  is  still  inconclusive.  The 
Advisory  Committee  on  Obstetrics  and  Gyne- 
cology repeated  the  recommendation  of  the 
World  Health  Organization  that  all  women 
using  birth  control  pills  undergo  six-to-12 
month  medical  examinations. 

— The  government  has  drawn  up  a na- 
tional drug  system  to  permit  computerized 
processing  of  drug  data.  The  code  is  de- 
signed to  provide  the  needed  common  lan- 
guage in  which  to  communicate  rapidly  and 
accurately  essential  information  about  drugs. 
The  code  was  drawn  up  by  HEW  and  the 
Drug  Trade  Conference,  which  represents 
drug  manufacturers  and  distributors. 

3.  RMP 

Regional  Medical  programs,  a majority 
involving  continuing  education  of  physicians, 
are  now  underway  in  24  areas,  with  261 
separate  projects  being  carried  out,  accord- 
ing to  a government  report. 

Thirty-one  regions  have  not  yet  em- 
barked on  specific  programs. 

States  and  regions  with  the  most  listed 
projects  to  date  are  Tennessee  (mid-South), 
27 ; Missouri,  25 ; Texas,  24 ; South  Caro- 
lina, 16;  Intermountain  (Utah,  Wyoming, 
Montana,  Idaho,  Nevada),  16;  Michigan, 
15;  Georgia,  14;  Kansas,  14;  Washington- 
Alaska,  4;  Albany  (N.Y.),  10;  Memphis 
(Tenn.),  10;  California,  9;  Rochester,  (N. 
Y.),  9,  and  Oregon,  7. 

4.  Mental  health  center 

The  nation’s  largest  mental  institution. 
Saint  Elizabeth  Hospital,  Washington,  D.C., 


will  be  converted  to  a model  of  modern 
mental  health  services,  training,  and  re- 
search by  the  National  Institute  of  Mental 
Health. 

The  National  Center  for  Mental  Health 
Services,  training,  and  research  will  be 
headed  by  Sherman  N.  Kieffer,  M.D.,  As- 
sistant Surgeon  General  of  the  Public  Health 
Service. 

The  new  national  center  will  have  three 
divisions.  One  is  the  Saint  Elizabeth  Hos- 
pital - Division  of  Clinical  and  Community 
Services.  In  collaboration  with  the  D.C. 
Department  of  Health,  this  division  will  op- 
erate the  area  D Community  Mental  Health 
Center  which  includes  much  of  Southeast 
Washington.  It  will  also  provide  active 
treatment,  care  and  rehabilitation  services 
for  the  beneficiaries  of  Saint  Elizabeth  Hos- 
pital. 

A division  of  intramural  training,  will 
administer  an  expanded  institute  program 
to  train  new  types  of  auxiliary  mental  health 
manpower  and  to  test  new  training  tech- 
niques. 

The  third  division  will  be  responsible  for 
the  development  of  new  approaches  in  clin- 
ical research. 

5.  LSD 

A deadly  brain  and  skull  defect  was  found 
in  four  of  14  aborted  fetuses  whose  mothers 
used  LSD,  a George  Washington  University 
geneticist  reported. 

Dr.  Cecil  B.  Jacobson,  reporting  to  a Dis- 
trict of  Columbia  Medical  Society  meeting, 
said  he  also  found  “moderate”  to  “severe” 
flaws  in  chromosomes  of  “at  least  50  per- 
cent” of  75  female  LSD  users.  The  flaws 
are  in  genetic  material  and  could  impair  off- 
spring, he  said. 

Jacobson  and  his  associates  said  they 
found  their  subjects  by  advertising  in  an 
underground  newspaper  for  pregnant  LSD 
users,  “No  Questions  Asked.”  Among  the 
group  he  has  studied,  he  said,  there  were  22 
normal  births  and  35  abortions,  only  14  of 
which  produced  fetuses  intact  enough  for 
study. 
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Four  of  the  14  had  a disease  called  “exen- 
cephaly”  which  normally  shows  in  less  than 
one-half  of  one  percent  of  babies,  he  said. 
It  is  fatal,  he  said.  One  characteristic  is 
that  the  brain  is  outside  the  skull. 

Eighty  percent  of  the  women  studied  were 
unmarried,  Jacobson’s  aides  said.  Some  had 
taken  as  little  as  one  dose  of  LSD  and  others 
had  taken  it  numerous  times. 

6.  Pollution 

Man  is  threatened  with  self-destruction 
because  he  has  damaged,  ignored  and  con- 
taminated “the  earth  that  gives  him  life,” 
according  to  a federal  government  official. 

Charles  C.  Johnson,  Jr.,  Administrator 
of  the  newly  created  Consumer  Protection 
and  Environmental  Health  Service  in  the  De- 
partment of  Health,  Education  and  Wel- 
fare, said  the  threat  — from  pollution,  un- 
safe food,  drugs,  water  and  chemical  addi- 
tives to  food  — among  other  things  — is 
increasing  each  year. 

Johnson  spoke  at  a symposium  on  Human 
Ecology.  Ecology  is  the  branch  of  science 
dealing  with  the  relationship  between  people 
and  their  environment. 

“With  regard  to  the  physical  environment, 
we  have  reached,  or  at  the  very  least  are 
rapidly  approaching,  a critical  point,”  John- 
son told  the  gathering  of  scientists,  lawyers, 
sociologists,  engineers  and  other  specialists. 

“Every  year,  pollution  gets  worse,  rather 
than  better;  the  threat  from  unsafe  food, 
drugs,  water  and  a variety  of  consumer 
products  is  increasing;  the  quality  of  Amer- 
ican life,  particularly  urban  life,  is  deteri- 
orating in  a morass  of  environmental  prob- 
lems so  complex  as  to  appear  almost  beyond 
remedy,”  Johnson  said. 

Respiratory  Diseases 

LUNG  CANCER  DETECTION  BY  CHEST  X-RAYS 
AT  SIX-MONTH  INTERVALS 

In  a controlled  study  in  England,  cancer 
of  the  lung  was  detected  in  a resectable 
stage  more  frequently  when  chest  X-ray 
surveys  of  the  population  at  risk  were 
made  at  intervals  of  six  months  than  when 
the  surveys  were  three  years  apart. 


An  investigation  was  carried  out  to  test  the  hy- 
pothesis that  the  early  detection  of  lung  cancer 
by  frequent  routine  chest  roentgenograms  of  the 
population  at  risk  might  improve  the  prognosis 
of  the  disease. 

In  a three-year  study,  comparison  was  made 
between  the  lung  cancer  experience  of  two  random 
population  groups,  one  of  which  was  offered  more 
frequent  roentgenographic  examinations  than  the 
other.  The  subjects  were  men  40  years  of  age 
or  older  who  were  employed  in  industry. 

Chest  roentgenograms  were  available  to  the  men 
in  one  group,  the  test  group,  every  six  months. 
Those  in  the  control  group  had  roentgenograms  only 
at  the  beginning  and  end  of  the  study.  A total 
of  29,723  were  enrolled  in  the  test  group,  of  whom 
29,416  were  followed  up,  and  25,311  in  the  control 
group,  of  whom  25,044  were  followed  up.  Smok- 
ing habits  in  the  two  groups  were  almost  identical. 
There  were  no  apparent  occupational  hazards  in 
the  industrial  firms  where  the  subjects  were  em- 
ployed that  might  be  expected  to  have  a bearing 
on  the  development  of  lung  cancer. 

On  initial  survey,  31  cases  of  lung  cancer  were 
detected  in  the  test  group.  At  the  mass  surveys 
at  six-month  inteiwals,  59  cases  were  detected; 
at  the  final  survey  of  the  group,  six  cases.  Among 
the  controls,  20  cases  were  detected  at  the  be- 
ginning of  the  study  and  76  during  the  three  years. 

CANCER  DETECTED  ELSEWHERE 

At  the  end  of  the  three  years,  33  of  the  59 
patients  whose  cancer  had  been  detected  in  the 
six-month  surveys  were  alive  and  26  had  died. 
It  was  found  that  36  patients  in  the  test  group 
and  59  in  the  control  group,  whose  cancer  had 
been  discovered  elsewhere,  had  died  from  lung  can- 
cer at  some  time  between  the  first  and  last  roent- 
genograms. Of  the  36  in  the  test  group,  seven 
had  died  within  six  months  of  the  initial  chest  film. 
The  remainder  had  missed  some  or  all  of  the  six- 
month  surveys.  In  the  control  group,  three  of 
the  59  deaths  had  occurred  within  six  months  of 
the  initial  examination. 

When  roentgenograms  preceding  the  one  which 
led  to  the  diagnosis  of  lung  cancer  in  the  test 
group  were  reviewed,  abnormalities  that  might 
have  been  related  to  the  disease  were  noted  for 
the  first  time  in  seven  cases.  Six  of  these  were 
still  suitable  for  resection. 

In  calculating  the  rate  of  detection  of  lung  can- 
cer, it  was  obvious  that  where  the  interval  between 
the  chest  X-rays  was  approximately  three  years 
(the  initial  and  final  survey  in  the  control  group 
and  the  initial  survey  of  the  test  group),  the  de- 
tection rates  were  almost  identical. 

However,  where  the  interval  was  six  months, 
as  in  the  final  survey  of  the  test  group,  the  rate 
of  detection  was  considerably  lower.  This  was 
httributed  to  the  fact  that  many  cases  of  lung 
cancer  had  already  been  discovered  at  the  inter- 
mediate examinations  of  this  group.  The  detec- 
tion rate  for  the  six-month  surveys  was  remark- 
ably constant.  The  mean  annual  incidence  of  lung 
cancer  in  the  group  was  0.9  per  1,000  examined. 
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RESECTABILITY 

The  resectability  of  the  cancer  found  in  the 
routine  examinations  every  six  months  was  com- 
pared with  that  of  cases  detected  in  the  surveys 
at  three-year  intervals  and  with  that  detected  by 
methods  other  than  by  mass  X-ray  surveys.  Thirty- 
one  (61  per  cent)  of  51  cases  discovered  by  the 
initial  survey  of  both  groups  were  resectable  as 
compared  with  42  (65  per  cent)  of  the  65  cases 
detected  in  those  examined  every  six  months. 

Thus,  the  chance  of  resection  is  not  materially 
influenced  by  the  frequency  of  the  X-ray  exam- 
ination, but  since  more  cases  will  be  discovered  by 
examination  at  six-month  intervals,  the  number  of 
patients  given  this  chance  will  increase.  However, 
the  rates  for  resectability  of  cancer  discovered  by 
the  surveys  were  decidedly  higher  than  cancer  dis- 
covered by  other  means,  5-6  per  cent  compared 
with  the  test  group;  18.7  per  cent  as  compared  with 
the  controls. 

The  study  has  shown  that,  due  to  more  fre- 
quent examination  of  the  same  population,  59  cases 
of  lung  cancer  were  discovered  which  would  not 
have  been  found  at  that  particular  time  had  only 
three-year  surveys  been  employed. 

The  rate  of  resection  in  these  cases  was  not 
significantly  higher  than  in  those  discovered  at 
the  initial  surveys  of  both  the  test  and  control 
groups  conducted  on  conventional  lines  of  mass 
radiography.  This  may  be  because  the  longer  mass 
X-ray  surveys  are  spaced  out,  the  greater  the 
number  of  patients  with  lung  cancer  who  will 
have  been  diagnosed  by  other  methods.  Thus,  the 
lung  cancer  remaining  to  be  detected  will  have  a 
relatively  short  period  of  roentgenographic  de- 
tectability, probably  not  substantially  different  from 
that  in  the  cancer  detected  in  surveys  at  six-month 
intervals.  This  might  account  for  the  similarity  of 
the  resection  figures. 

In  the  design  of  the  study  the  comparison  of 
death  rates  from  lung  cancer  between  the  test 
and  control  groups  was  of  crucial  importance. 
The  lower  lung  cancer  mortality  observed  in  the 
test  group  might  be  interpreted  as  an  indication 
that  early  diagnosis  on  the  basis  of  roentgeno- 
graphic examination  every  six  months  may  have 
some  effect  on  the  future  of  the  disease,  but  the 
difference  in  mortality  between  the  groups  was 
too  small  for  this  interpretation. 

EVALUATION 

The  conclusion  to  be  drawn  must  be  based  on  both 
the  positive  and  equivocal  results  of  the  study. 
If  the  value  of  the  roentgenographic  examinations 
every  six  months  is  to  be  measured  only  by  a sig- 
nificant reduction  of  mortality  from  lung  cancer 
in  a population  at  risk,  then  no  definite  evidence 
has  emerged  to  justify  a policy  of  frequent  large- 
scale  surveys  of  this  kind.  However,  if  the  merit 
of  early  diagnosis  and  a better  chance  of  resec- 
tion for  a larger  number  of  cancer  patients  is 
linked  with  even  a small  reduction  of  mortality, 
there  is,  without  detracting  from  the  importance 
of  prevention  by  a change  in  smoking  habits, 
reason  why  men  in  the  cancer  age  should  have 
chest  X-rays  regularly. 

— G.  Z.  Brett,  M.D.,  “The  Value  of  Lungr  Cancer  Detection  by 

Six-Monthly  Chest  Radiographs,’’  Thorax,  July,  1968  (23 : 

414). 


Legislative  Activities 

Keeping  track  of  whatever  pops  into  the 
Capitol  Hill  legislative  hopper  that  can  have 
any  direct  or  indirect  bearing  on  the  medical 
profession  or  public  health  long  has  been 
an  obligation  carried  out  by  the  American 
Medical  Association  on  behalf  of  the  medi- 
cal profession. 

Through  the  years  this  task  has  been  per- 
formed by  the  AMA’s  Council  on  Legislative 
Activities,  13  perspicacious  physicians  ap- 
pointed by  the  Board  of  Trustees,  and  its 
predecessors  — the  Bureau  of  Legal  Medi- 
cine and  Legislation  and,  prior  to  1924,  the 
Council  on  Health  and  Public  Instruction. 

But  never  has  the  task  been  so  formidable 
as  it  is  today.  Under  the  “Great  Society,”  a 
once-steady  stream  of  300-or-so  bills  has 
swelled  into  a torrent  of  proposed  legisla- 
tion that  has  severely  challenged  the  energies 
of  the  Council  members  and  their  nine- 
member  AMA  staff,  which  includes  three 
attorneys,  one  a legislative  attorney  perma- 
nently assigned  to  the  Washington  Office. 

Almost  overnight  health  care  has  been 
catapulted  into  a position  of  paramount  na- 
tional concern.  The  successes  of  American 
medicine  have  led  to  an  increasing  demand, 
and  there  has  been  a pervasive  search  for 
ways  to  obtain  more  health  care  services 
through  legislation. 

The  legislative  statistics  clearly  speak  for 
themselves.  During  the  88th  Congress 
(1963-1964),  for  example,  the  Council  and 
its  staff  analyzed  860  bills  of  medical  inter- 
est. Before  the  89th  Congress  adjourned  in 
1966,  that  record  activity  on  health  legisla- 
tion was  paltry  in  comparison.  In  that  ses- 
sion attention  was  focused  on  1,526  bills. 
And  in  the  first  session  of  the  90th  Congress 
(1967)  another  1,127  bills  had  gone  into  the 
hopper. 

This  surge  of  legislative  activity  is  reason 
enough  to  again  focus  attention  upon  the 
roles  carried  out  by  the  Council  in  the 
interests  of  organized  medicine.  Since  laws 
are  drafted  by  legislators  and  others  who 
seldom  are  experts  in  the  areas  their  bills 
seek  to  cover,  it  is  imperative  that  the  pro- 
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posals  be  weighed  and  judged  by  those  whom 
they  would  directly  affect  — in  this  case, 
physicians  and  their  patients. 

As  representatives  of  the  medical  profes- 
sion, members  of  the  Council  and  their  staff 
have  the  responsibility  of  scrutinizing  each 
bill  of  medical  interest,  striving  to  determine 
its  strengths,  its  weaknesses,  its  immedi- 
ate and  long-range  effects,  its  ramifications 
and  subtle  implications,  if  any. 

After  obtaining  the  expert  views  of  many 
interested  parties,  the  Council  makes  recom- 
mendations to  the  Board  and  these,  some- 
times, compel  the  need  for  policy-making 
decisions  on  matters  of  significant  import. 

Matters  of  the  greatest  interest  to  the 
profession  occur  in  broad  areas  affecting 
medical  education,  medical  practice,  con- 
struction of  health  or  teaching  facilities  and 
provision  of  medical  services. 

To  effectively  present  the  case  for  or 
against  proposed  legislation  expert  physician 
and  non-physician  witnesses  are  summoned 
to  present  AMA  testimony  before  Congres- 
sional committees  and  sub-committees.  Dur- 
ing the  first  session  of  the  90th  Congress, 
the  Council  developed  16  statements  con- 
cerned with  11  legislative  proposals.  Of 
these  11  legislative  issues,  the  Association 
favored  six,  opposed  two  and  voiced  partial 
support  or  opposition  — or  suggested  an 
alternative  approach  — to  the  remaining 
three. 

Even  after  laws  are  passed,  the  Council 
continues  to  seek  modifications  which  it 
deems  to  be  in  the  best  interest  of  the  public 
and  the  profession. 

The  “Medicare”  law  is  a good  case  in 
point.  Council  efforts  resulted  in  such 
beneficial  amendments  as  payment  on  the 
basis  of  a physician’s  itemized  bill  rather 
than  a receipted  bill ; transferring  outpatient 
hospital  diagnostic  service  to  Part  B of 
Title  XVIII  and  expansion  of  its  coverage; 
elimination  of  the  previous  requirement  for 
initial  physician  certification  for  hospital- 
ization of  Medicare  patients ; and,  under 
Title  XIX,  free  choice  of  physician  and  fa- 
cility, and  the  option  for  direct  billing. 

As  a means  of  keeping  medical  societies 
and  physicians  thoroughly  informed  about 


the  progress  of  national  medical  legislation, 
the  Council  distributes  four  principal  pub- 
lications. They  are  the  Legislative  Roundup, 
a brief  summary  and  status  report  of  pend- 
ing medical  legislation  produced  weekly 
when  Congress  is  in  session;  Medical  Legis- 
lative Digest,  a publication  produced  on  a 
varying  schedule  when  Congress  is  in  ses- 
sion; Status  of  Medical  Legislation,  pub- 
lished at  the  end  of  each  session  of  Con- 
gress and  providing  essential  information  on 
all  medical  legislation  considered;  and  Fed- 
eral Medical-Health  Appropriations,  a de- 
tailed report  prepared  for  each  fiscal  year. 

The  latter,  incidentally,  reveals  that  health 
care  appropriations  made  by  the  Congress 
for  fiscal  year  1968  (ending  June  30,  1968) 
amounted  to  $14.2  billion.  This  is  an  in- 
crease of  almost  450%  in  the  annual  Federal 
appropriation  for  health,  compared  with 
fiscal  1960,  at  which  time  the  appropriation 
was  $3.2  billion. 

Talking  to  Computers 

“This  is  a special  operator.  What  num- 
ber are  you  calling,  please?” 

“555-2368.” 

“You  have  dialed  a nonworking  number. 
Please  try  again.” 

Better  not  argue  with  her,  for  the  oper- 
ator may  be  aided  by  one  of  the  latest,  light- 
ning-fast computers. 

Computers  are  now  being  used  at  many 
telephone  company  facilities  throughout  the 
U.S.  This  is  only  the  beginning  of  a vast 
revolution  in  handling  telephone  calls.  Al- 
ready, “intercept  operators,”  who  handle 
about  150,000  calls  to  non-working  numbers 
in  Chicago  each  day,  have  data  on  over  three 
million  telephone  numbers  in  a computer  at 
their  fingertips.  In  less  than  a second,  they 
can  receive  answers  to  such  questions  as 
when  a phone  was  disconnected,  and  what 
a person’s  new  number  is. 

“Say  you  call  your  cousin,”  a Bell  Tele- 
phone official  comments.  “He’s  moved,  and 
you  get  the  intercept  operator.  As  you  give 
her  the  number,  she’s  punching  it  into  the 
computer.  The  computer’s  answer  — the 


January,  1969 


45 


new  number  — appears  on  a small  display 
screen  in  front  of  her  a few  seconds  later.” 

The  Illinois  Bell  Telephone  Company  sys- 
tem in  Chicago  also  provides  callers  with 
names  and  addresses  associated  with  phone 
numbers  — except  for  non-published  num- 
bers which  are  maintained  in  a separate 
file.  As  the  computer  revolution  continues, 
your  own  telephone  company  will  probably 
add  such  a service.  About  15,000  people 
use  it  in  Chicago  each  day. 

Since  many  types  of  data  can  be  held  in 
the  computer  memories,  telephone  operators 
will  be  able  to  give  you  much  more  informa- 
tion than  at  present.  The  UNIVAC  com- 
puters in  the  Chicago  system,  for  instance, 
hold  both  working  and  non-working  num- 
bers. Before  they  were  installed,  the  inter- 
cept operators  only  dealt  with  non-working 
numbers.  Twenty  per  cent  of  intercepted 
calls  are  from  people  who  are  calling  work- 
ing numbers  but  who  have  made  mistakes 
in  dialing. 

In  your  own  area,  operators,  aided  by  com- 
puters, will  probably  someday  be  able  to 
also  tell  you  why  phones  were  disconnected, 
and  when  a new  phone  will  be  connected. 
And  they  will  give  you  time  and  charges 
on  calls  much  faster. 

Here’s  how  the  Chicago  system,  forerun- 
ner of  even  more  advanced  types,  works: 

A complete  record  of  working  and  non- 
working Chicago  telephone  numbers  is 
stored  in  the  memories  of  two  UNIVAC  418 
computer  systems,  products  of  Sperry 
Rand.  These  computers,  which  “back  up” 
each  other,  are  “real  time”  types,  processing 
a wide  variety  of  information  from  many 
places  and  providing  answers  instantaneous- 
ly. 

Ninety-four  “intercept”  positions  are  op- 
erating at  five  centers  in  Chicago,  another 
30  at  two  suburban  centers.  An  operator 
at  each  position  uses  a ten-button  key  — 
similar  to  the  type  on  a touch-tone  telephone 
— to  tap  data  into  the  computer.  This 
data  appears  on  a small  cathode  ray  tube 
display  screen  in  front  of  her,  along  with 
the  information  flashed  back  in  less  than  a 
second  from  the  418.  The  advantages  over 
the  previous  system,  in  which  an  operator 


had  to  refer  to  printed  directories,  are  ob- 
vious. 

Each  computer  contains  two  large  polished 
chromium  drums,  capable  of  holding  132- 
million  characters  of  information  apiece. 
These  drums,  the  computer’s  “memory,” 
contain  identical  information : a complete 
file  of  up  to  1,000,000  non-working  and  2,- 
100,000  working  numbers,  plus  related  dis- 
connect data. 

In  the  duplex  system,  if  any  piece  of 
equipment  fails,  there  is  a substitute  unit 
to  replace  it. 

The  system  is  designed  to  run  with  one 
or  both  memory  drums  at  the  same  time 
from  one  central  processor.  Associated  tape 
drives  and  a UNIVAC  1004  Card  Proces- 
sor also  may  be  switched  to  either  system. 
The  same  is  true  for  the  related  communica- 
tion subsystems.  “Back-up”  units  also  are 
provided  at  all  Intercept  centers. 

The  central  processors  of  the  two  418’s 
are  linked  so  that  they  can  monitor  each 
other,  and  each  has  the  capability  of  trans- 
ferring information  to  the  other.  Both  418 
systems  are  operated  as  much  as  possible 
to  insure  that  the  back-up  system  is  work- 
ing, if  it  should  be  required. 

You  probably  have  already  realized  that 
computers  are  entering  your  life  more  and 
more.  Many  of  your  bills,  for  instance,  come 
through  them  each  month.  Well,  this  steady 
“computerization”  is  expected  to  really 
revolutionize  the  handling  of  the  vast  data 
behind  the  telephone  company’s  operations. 

The  Bell  system  already  uses  more  than 
600  computers  for  everything  from  payroll 
processing  to  automatic  recording  of  tolls 
on  long  distance  telephone  calls.  It  has  set 
up  a 500-man  task  force  to  study  how  it  may 
utilize  the  new  electronic  brains  even  fur- 
ther. 

In  the  future,  you  may  see: 

— Much  wider  use  of  systems  like  the 
UNIVAC  one  in  Chicago. 

— Computers  will  immediately  give  oper- 
ators the  time  and  charges  on  long  dis- 
tance calls. 
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— Computerized  telephone  directories.  Over 
100  billion  pages  of  names  and  numbers 
may  be  compiled  and  printed  with  the 
aid  of  computers  each  year.  Listings 
for  entire  cities  will  be  stored  in  mem- 
ories and  up-dated  each  day.  Up-to- 
date  directories  will  be  immediately 
available  for  printing. 

Meanwhile,  people  keep  calling  non-work- 
ing numbers  — hundreds  at  this  very  mo- 
ment. And  the  recordings  keep  going:  “I’m 
sorry  the  number  you  have  reached  is  not 
in  service.  Please  check  the  number 
again  . . .” 

But  it’s  not  really  so  simple,  is  it? 


A Life  Setting  Conducive  to  Illness:  The 
Giving-Up-Given-Up  Complex  — G.  L. 

Engel  (Strong  Memorial  Hosp,  Rochester, 
NY).  Ann  Intern  Med  69:293-300  (Aug) 
1968. 

Study  of  the  life  settings  in  which  patients 
become  ill  reveals  that  illness  is  commonly 
preceded  by  a period  of  psychological  dis- 
turbance, during  which  the  individual  feels 
unable  to  cope.  This  has  been  designated 
the  giving-up-given-up  complex  and  has  psy- 
chological characteristics  of  a feeling  which 
is  experienced  as  helplessness  or  hopeless- 
ness, a depreciated  image  of  the  self,  a sense 
of  loss  of  gratification  from  relationships  or 
roles  in  life,  a feeling  of  disruption  of  the 
sense  of  continuity  between  past,  present, 
and  future,  and  a reactivation  of  memories 
of  earlier  periods  of  giving  up.  It  is  pro- 
posed that  this  state  reflects  the  temporary 
failure  of  mental  coping  mechanisms,  with 
a consequent  activation  of  neurally  regulat- 
ed biological  emergency  patterns.  Changes 
in  body  economy  so  evoked  may  alter  the 
organism’s  capability  to  deal  with  concur- 
rent pathogenic  processes,  permitting  dis- 
ease to  develop.  As  such,  the  giving-up- 
given-up  complex  is  neither  a necessary  nor 
a sufficient  condition  for  disease  develop- 
ment, and  actually  it  is  merely  a contribut- 
ing factor. 


Releasing  Literary  Inhibitions  in  Scientific 

Reporting  — L.  DeBakey  (1430  Tulane 

Ave,  New  Orleans).  Canad  Med  Assoc  J 

99:360-367  (Aug  24-31)  1968. 

Releasing  literary  inhibitions  created  by 
early  exposure  to  prescriptive  grammar  re- 
quires a fresh  view  of  language  as  a social 
convention  for  communication  of  ideas  and 
as  a flexible,  versatile  medium  of  verbal 
exchange.  Writing  can  then  be  approached 
not  as  a struggle  against  overwhelming  re- 
straints, but  as  a challenge  to  select  from 
the  rich  treasury  of  our  tongue  the  most 
suitable  forms  for  specific  purpose.  Effec- 
tive scientific  communication  depends  on  the 
conversion  of  clear,  logical  thought  to  lucid, 
precise,  ordered  language.  Defining  the  pur- 
pose and  scope  of  a scientific  report  and 
organizing  the  procedure  with  the  same 
care  and  reasoning  that  are  used  in  under- 
taking a research  project  will  remove  much 
of  the  difficulty  and  agony  from  writing. 
Recording  ideas  in  ordered,  precise  verbal 
symbols  not  only  insures  effective  com- 
munication of  ideas  but  also  forces  the  writer 
to  clarify  his  thoughts  and  enables  him  to 
read  more  efficiently. 


Cerebral  Strokes  Associated  With  Preg- 
nancy and  Puerperium  — J.  N.  Cross, 
P.  0.  Castro,  and  W.  B.  Jennett  (Insti- 
tute of  Neurological  Sciences,  Killearn 
Hosp,  Glasgow,  Scotland).  Brit  Med  J 3: 
214-217  (July  27)  1968. 

A series  of  31  cases  of  non-hemorrhagic 
hemiplegia  associated  with  childbearing  is 
described.  This  syndrome  was  the  common- 
est single  cause  for  referral  of  a pregnant 
woman  for  investigation  in  the  Institute. 
The  mortality  rate  for  this  group  of  patients 
was  nearly  three  times  that  of  nonpregnant 
women  and  twice  that  of  men  in  the  same 
age  group.  On  angiographic  and  post- 
mortem evidence,  the  stroke  was  ascribed 
to  arterial  insufficiency  in  more  than  70% 
of  the  patients.  Despite  wide  acceptance  of 
intracranial  venous  thrombosis  as  the  pri- 
mary pathology  of  ischemic  strokes  in  preg- 
nancy and  the  puerperium,  this  condition 
was  not  a significant  finding  in  this  series. 
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Medicinews 

Parke,  Davis  appoints 

Parke,  Davis  & Company  have  announced 
the  appointment  of  Dr.  P.  F.  R.  de  Caires  as 
Director  of  Clinical  Toxicology  at  the  phar- 
maceutical firm’s  research  laboratories  in 
Ann  Arbor,  Mich. 

Dr.  R.  C.  Merrill,  director  of  biomedical 
sciences,  said  Dr.  de  Caires,  who  formerly 
was  Director  of  Clinical  Investigation, 
would  assume  the  newly  created  position  im- 
mediately. 

Dr.  de  Caires  joined  Parke-Davis  in  1959 
as  a clinical  investigator  and  in  1962  was 
named  administrative  director  of  the  Clinical 
Investigation  department.  He  became  di- 
rector of  the  department  in  1963,  the  po- 
sition he  held  until  his  present  assignment. 


Blood  bankers  meet 

Component  therapy  and  other  means  of 
using  blood  more  efficiently  to  meet  ever- 
increasing  demands  were  reported  in  papers 
at  the  21st  Annual  Meeting  of  the  American 
Association  of  Blood  Banks  Oct.  28-31  in 
Washington,  D.C.  The  session  marked  the 
centennial  of  the  birth  of  Karl  Landsteiner, 
discoverer  of  the  A,  B,  and  0 blood  types. 

Frank  C.  Coleman,  M.D.,  of  Tampa,  Fla., 
succeeded  John  A.  Shively,  M.D.,  of  Colum- 
bia, Mo.,  as  President  and  Enold  H.  Dahl- 
quist,  Jr.,  M.D.,  of  Providence,  R.I.,  was 
chosen  President-elect  to  take  office  at  the 
end  of  next  year’s  meeting,  Nov.  16-22,  1969, 
at  the  Shamrock  Hilton  Hotel,  Houston,  Tex. 
Dr.  Dahlquist  is  Associate  Pathologist  and 
Associate  Director  of  the  Blood  Bank  of  the 
Rhode  Island  Hospital. 


Dr.  O’Neil  elected 

Dr.  James  J.  O’Neil  has  been  elected  a 
Fellow  in  the  Royal  Society  of  Medicine  in 
London. 

The  Omaha  ear  specialist  received  notifi- 
cation of  the  honor  in  a letter  from  the 
secretary  of  the  Royal  Society.  He  was 
elected  to  full  fellowship.  The  Royal  So- 


ciety has  only  a few  United  States  doctors 
among  its  membership. 

Dr.  O’Neil  is  internationally  known  for  his 
achievements  in  Head  and  Neck  surgery.  He 
is  a graduate  of  the  Creighton  University 
School  of  Medicine,  a trustee  of  Doctors 
Hospital  and  a director  of  Nebraska  Blue 
Shield. 

He  holds  many  professional  memberships, 
including  Fellowship  in  both  the  American 
and  International  College  of  Surgeons. 


ASA  president 

Carl  Wasmuth,  M.D.,  has  been  installed  as 
president  of  the  American  Society  of  Anes- 
thesiologists. 


ACS  elects 

Sidney  Farber,  M.D.,  is  the  new  president 
of  the  American  Cancer  Society. 


Family  planning  film 

A three-part  patient  education  filmstrip 
series  about  family  planning  is  presently 
available  from  National  Health  Films  of 
Atlanta. 

The  series,  entitled  Planning  Your  Fam- 
ily, is  designed  for  use  by  public  health  and 
clinic  nurses,  social  workers,  and  others  to 
assist  them  in  discussions  about  birth  con- 
trol. 

It  is  a complete  and  comprehensive  teach- 
ing aid  which  is  suitable  for  individuals 
with  a limited  educational  achievement.  The 
explanations  are  simple  and  non-technical 
and  the  diagrams  are  colorful  and  clear. 
The  use  of  colorful  silhouette  figures  makes 
the  filmstrip  series  appropriate  for  all  socio- 
economic and  racial  groups. 

Planning  Your  Family  was  written  by 
Mrs.  Hazel  Ann  Hutcheson,  R.N.,  M.N.,  rec- 
ognized nationally  as  an  authority  on  family 
planning  patient  education. 

Facts  About  Family  Planning,  the  first 
filmstrip,  is  primarily  to  be  used  in  case 
finding  activities;  the  second.  Modern  Meth- 
ods of  Family  Planning,  is  focused  on  the 
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use  of  the  intrauterine  device  and  oral  con- 
traceptives, and  the  third  filmstrip,  Tradi- 
tional Methods  of  Family  Planning,  presents 
information  concerning  methods  of  contra- 
ception not  requiring  physician  supervision. 
Each  filmstrip  includes  narration  on  a SSVs 
rpm  record  and  printed  script. 

Inquiries  regarding  purchase  or  preview 
of  the  entire  series  or  individual  filmstrips 
should  be  directed  to  National  Health  Films, 
Box  13973,  Station  K,  Atlanta,  Georgia 
30324. 

Pediatricians  elect 

The  American  Academy  of  Pediatrics  has 
designated  Russell  W.  Mapes,  M.D.,  vice- 
president  and  president-elect  for  1969. 

ACS  in  Omaha 

The  American  College  of  Surgeons  will 
hold  the  first  of  three  1969  Sectional  meet- 
ings in  Omaha,  February  3-5,  1969.  More 
than  500  surgeons  are  expected  to  attend 
this  concentrated,  three-day  program,  open 
to  all  doctors  of  medicine. 

This  is  the  first  College  meeting  in  Oma- 
ha since  1954.  Headquarters  will  be  the 
Sheraton-Fontenelle  Hotel. 

Dr.  John  D.  Coe,  Omaha,  chairman,  and 
the  local  advisory  committee  have  invited 
some  100  surgeons  of  outstanding  ability  to 
participate  in  panel  discussions,  “How-I- 
Do-It”  clinics,  symposia  and  films  to  inform 
the  medical  profession  at  large  about  de- 
velopments in  general  surgery  and  the  spe- 
cialties of  orthopedic  surgery  and  urology. 

Dr.  Preston  A.  Wade,  New  York,  presi- 
dent of  the  College,  will  preside  over  the 
opening  morning’s  sessions  in  general  sur- 
gery, and  moderate  a panel  on  “The  Emer- 
gency Department.”  Also  to  be  discussed  on 
the  first  day:  head  and  neck  trauma;  in- 
fections; infection  control;  athletic  injuries, 
and  injuries  to  the  neck. 

New  medical  writers’  president 

The  American  Medical  Writers  Associa- 
tion has  named  Charles  G.  Roland,  M.D., 
president-elect. 


Dr.  Dammin  re-elected 

Gustave  J.  Dammin,  M.D.,  has  been  re- 
elected to  a fifth  term  as  president  of  the 
Armed  Forces  Epidemiological  Board  of  the 
Department  of  Defense. 


Malpractice  insurance  in  Canada 

1.  There  are  24,000  physicians  in  Can- 
ada, and  18,400  of  them  belong  to  the  Cana- 
dian Medical  Protective  Association. 

2.  Each  doctor  pays  $25  a year. 

3.  Lawyers  turn  down  many  cases  there. 

4.  In  five  years,  20  to  50  writs  were  is- 
sued annually;  not  more  than  a dozen  get 
to  court  each  year,  and  patients  win  only  one 
or  two  suits  a year. 

5.  All  expenses  are  paid  by  the  associa- 
tion. 

6.  The  association  will  not  pay  anything 
as  a nuisance  claim. 

7.  It  is  illegal  and  unethical  for  a lawyer 
to  work  on  a contingency  basis. 

8.  Cases  are  tried  by  judges,  and  are  de- 
cided on  the  basis  of  merit,  not  sympathy. 

9.  Canadian  courts  do  not  permit  dam- 
ages for  pain  and  suffering. 

10.  In  malpractice  actions,  res  ipsa  lo- 
quitur is  not  applicable.  How  different,  as 
the  AM  A News  points  out,  things  are  here. 


AHA  has  new  president 

The  new  president  of  the  American  Heart 
Association  is  Walter  B.  Frommeyer,  M.D. 


AAP  and  head  start 

The  American  Academy  of  Pediatrics  has 
called  for  sufficient  funding  for  Head  Start 
so  that  eveiy  child  who  is  eligible  because 
of  poverty  may  be  included  in  the  program. 

The  Academy’s  Executive  Board,  at  its 
recent  meeting  in  Chicago,  also  urged  that 
all  communities  desiring  to  convert  to  year- 
round  Head  Start  programs,  receive  ade- 
quate funds  which  will  enable  them  to  do 
so. 
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In  the  past  year,  only  800,000  of  the  more 
than  2 million  eligible  children  below  the 
poverty  level  have  been  included  in  Head 
Start  programs.  Three  fourths  of  these  pro- 
grams are  limited  to  the  summer. 

Hugh  C.  Thompson,  M.D.,  Tucson,  Ariz., 
AAP  president,  emphasized  the  Academy’s 
desire  to  cooperate  with  all  members  of 
Congi-ess  to  insure  the  continued  implemen- 
tation and  expansion  of  Head  Start  pro- 
grams.” 


Emergency  health  programs 

The  emergency  health  programs  of  the 
Public  Health  Service  have  been  centralized 
within  a Division  of  Emergency  Health 
Services,  according  to  a reorganization  plan 
approved  by  Secretary  of  Health,  Education, 
and  Welfare,  Wilbur  J.  Cohen.  Director  of 
the  newly  formed  Division  is  Henry  C.  Hunt- 
ley,  M.D.,  who  was  Director  of  the  Division 
of  Health  Mobilization  — major  component 
of  the  new  Division. 

The  Division  of  Emergency  Health  Serv- 
ices helps  States  and  communities  cope  with 
emergency  health  problems  created  by  dis- 
asters, lending  assistance  with  both  advance 
planning  and  postdisaster  recovery  efforts. 
Through  the  Division’s  program,  the  Public 
Health  Service  provides  supplies,  equipment, 
consultation  and  guidance  upon  the  request 
of  a State  or  com.munity  health  department. 

Model  plans  for  states  and  communities 
are  made  available  for  the  guidance  of  plan- 
ning groups,  and  the  Division  offers  addi- 
tional assistance  as  planning  to  cope  with 
disaster  health  problems  continues. 

Community  hospitals,  to  which  injured 
disaster  victims  naturally  turn,  are  given 
the  opportunity  to  obtain  critical  medical 
supplies  and  equipment  that  make  it  pos- 
sible for  them  to  care  for  a greatly  expanded 
number  of  patients  in  time  of  disaster.  There 
are  two  basic  inventory  expansion  programs : 
the  Packaged  Disaster  Hospital  (PDH)  Pro- 
gram, which  enables  a hospital  to  increase 
its  capability  by  an  additional  200  beds; 


and  the  Hospital  Reserve  Disaster  Inventory 
(HRDI)  Program,  which  provides  a 30-day 
backup  stock  of  medical  supplies  for  dis- 
aster casualty  care. 

To  aid  in  the  effective  use  of  PDH’s  and 
HRDI’s,  the  Division  conducts  extensive 
training  and  demonstration  programs. 

Negotiations  with  selected  hospitals,  with 
priority  based  on  estimates  of  the  hos- 
pitals’ vulnerability  and  potential  usefulness 
in  a disaster,  were  begun  in  1967.  More 
than  1,000  hospitals  have  now  signed  con- 
tracts to  participate  in  the  inventory  expan- 
sion programs. 

The  Division’s  recently  initiated  Natural 
Disaster  Hospital  (NDH)  Program  is  de- 
signed to  increase  the  emergency  medical 
services  capabilities  of  sections  of  the  coun- 
try which  experience  a high  incidence  of 
natural  disasters  such  as  tornadoes  and  hur- 
ricanes. An  NDH  is  a portable  50-bed  unit 
of  essential  medical  supplies  suitable  for 
short-term  treatment  of  disaster  casualties. 
NDH’s  have  now  been  placed  in  the  Okla- 
homa-Kansas-Nebraska  “tornado  belt”  and 
the  Florida  “hurricane  belt.” 

The  Division’s  Medical  Self-Help  (MSH) 
Training  Program  provides  information  and 
training  that  will  help  prepare  people  for 
survival  in  time  of  natural  or  national  dis- 
aster when  the  services  of  a physician  or 
allied  health  personnel  are  not  available.  The 
national  goal  of  the  program  is  to  train  at 
least  one  member  of  each  American  family 
in  Medical  Self-Help.  Through  this  Divi- 
sion-sponsored training  course,  more  than 
7 million  persons  have  been  taught  tech- 
niques which  will  prepare  them  to  care  for 
themselves,  their  families  and  neighbors  fol- 
lowing a disaster  that  could  isolate  them 
from  professional  medical  help. 


AHME 

The  Association  of  Hospital  Directors  of 
Medical  Education  announced  developments 
enabling  it  to  meet  the  growing  challenge 
of  continuing  medical  education.  Formerly 
limited  to  membership  of  Hospital  Directors 
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of  Medical  Education,  newly  revised  by- 
laws open  membership  to  hospital  medical 
directors,  full-time  chiefs,  coordinators  of 
professional  activities,  and  continuing  educa- 
tion directors,  who  are  all,  by  virtue  of 
their  positions  and  orientations,  the  logical 
people  to  accomplish  continuing  medical  edu- 
cational goals. 

In  recognition  of  its  expanded  role,  the 
Association  has  also  changed  its  name  to 
Association  for  Hospital  Medical  Education, 
with  new  national  headquarters  at  2001  Jef- 
ferson Davis  Highway  in  Arlington,  Vir- 
ginia. 


Eye  safety  law  in  Alaska 

A “first  in  the  nation”  law  passed  in 
Alaska,  which  provides  that  only  safety 
glasses  and  sunglasses  be  prescribed  in  the 
state  was  lauded  by  the  National  Society 
for  the  Prevention  of  Blindness.  The  law 
(AS  08.72,  an  amendment-addition  to  Chap- 
ter 220  of  the  Alaska  Statutes),  which  also 
prevents  the  sale  and  distribution  of  eye- 
glass frames  made  of  highly  combustible  ma- 
terials, was  sponsored  by  Milo  H.  Fritz, 
M.D.,  a member  of  the  Alaska  House  of  Rep- 
resentatives, and  becomes  effective  in  May 
1969. 

In  commending  Dr.  Fritz,  an  ophthalmolo- 
gist, and  the  State  of  Alaska,  the  National 
Society’s  executive  director,  John  W.  Ferree, 
M.D.,  called  the  law  “one  of  the  most  pro- 
gressive steps  ever  taken  to  protect  the  eye- 
sight of  the  millions  who  wear  glasses,”  and 
pointed  out  that  the  law  is  “pioneer  legis- 
lation — not  only  in  the  United  States  but 
in  the  world.”  Dr.  Ferree  added  that  only 
the  State  of  Massachusetts  has  similar  legis- 
lation pending. 

The  Alaska  law  is  tight  and  specific: 

“No  person  may  fabricate,  distribute,  sell, 
exchange  or  deliver  or  have  in  his  posses- 
sion with  intent  to  distribute,  sell,  exchange 
or  deliver  eyeglasses  or  sunglasses  unless 
they  are  fitted  with  plastic  lenses  or  with 
glass  lenses  which  are  tempered  or  case 
hardened.  Glass  lenses  shall  have  a mini- 
mum thickness  of  two  millimeters. 


No  person  may  fabricate,  distribute,  sell, 
exchange,  deliver  or  have  in  his  possession 
with  intent  to  distribute,  sell,  exchange  or 
deliver  eyeglasses  or  sunglasses  having 
frames  manufactured  from  cellulose  nitrate 
or  other  flammable  materials. 


Organ  storage  unit 

Advent  of  the  era  of  human  spare-part 
surgery  which  sees  diseased  organs  replaced 
with  healthy  ones  has  necessitated  new 
breakthroughs  in  equipment  for  storing 
tissues  and  organs  in  a viable  state  while 
tissue-typing  tests  are  performed  and  a pa- 
tient is  prepped  for  surgery.  From  Vickers 
Medical  Group  of  London,  represented  in  the 
U.S.  by  the  Bethlehem  Corporation,  Bethle- 
hem, Pennsylvania,  has  come  a new  tissue — 
and  organ-storage  unit  that  is  both  practical 
and  efficient  for  experimental  and  clinical 
use. 

The  storage  apparatus  consists  of  a stain- 
less-steel hyperbaric  chamber  mounted  on 
a control  console  with  facilities  for  hyper- 
baric oxygen,  hypothermia,  and  organ  per- 
fusion. 


Creighton  to  study  cholesterol 

The  effect  of  different  diets  on  the  forma- 
tion of  cholesterol  in  the  body  and  methods 
of  controlling  its  build-up  will  be  studied  at 
the  Creighton  University  School  of  Medicine. 
The  research  will  be  conducted  under  a 
grant  received  from  The  John  A.  Hartford 
Foundation,  Inc.,  of  New  York  City. 

Dr.  Ibert  C.  Wells,  Chairman  of  the  De- 
partment of  Biochemistry,  will  conduct  the 
studies  under  a two-year  award  of  $34,141 
announced  jointly  by  Foundation  President 
Ralph  W.  Burger  and  Dr.  Richard  L.  Egan, 
Dean  of  the  Creighton  University  School  of 
Medicine. 

Dr.  Wells  pointed  out  that  the  deposit  of 
lipids  such  as  cholesterol  in  arteries  destroys 
the  elasticity  of  the  artery  wall.  As  a result, 
the  individual’s  blood  pressure  may  rise  or 
the  artery  wall  may  bi’eak.  In  some  in- 
stances these  deposits  may  build  up  so  that 
they  completely  block  the  passage  of  blood 
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and  cause  failure  of  an  organ  such  as  the 
heart. 

Dr.  Wells  said  it  is  presumed  that  this 
cholesterol  comes  from  the  blood  stream  but 
it  is  not  known  how  it  is  formed  in  the 
blo-od  stream  or  how  this  formation  can  be 
controlled.  He  also  hopes  to  learn  if  the 
rate  of  increase  in  cholesterol  and  the  rate 
of  its  deposit  in  the  arteries  are  related. 
If  they  are,  he  noted,  the  key  will  be  to 
learn  how  to  control  the  rate  of  formation  by 
administering  drugs,  hormones,  vitamins  or 
other  compounds. 

The  Creighton  University  biochemist  ob- 
served that  present  studies  indicate  that  the 
absence  of  unsaturated  fats  such  as  corn  oil, 
cottonseed  and  peanut  oil,  and  safflower  oil, 
in  the  diet  causes  the  cholesterol  level  to 
rise.  His  investigations  during  the  next  two 
years  will  include  further  studies  of  this 
theory. 

25th  for  allergists 

The  American  Academy  of  Allergj^  will 
celebrate  its  25th  Anniversary  during  their 
1969  Annual  Meeting  to  be  held  March  17- 
19,  1969,  at  the  Americana  Hotel,  Bel  Har- 
bour, Florida. 

To  commemorate  the  occasion,  two  out- 
standing scientists  have  been  invited  to 
speak.  They  will  address  themselves  to  the 
general  subject,  “Man  an  His  Environment.” 
Doctor  Rene  Dubos,  Professor  and  member 
of  the  Rockefeller  University,  will  speak  on 
“Biological  Aspects  of  Urban  and  Techno- 
logical Environment.”  Doctor  Harrison 
Brown,  Professor  of  Geochemistry  and  Pro- 
fessor of  Science  and  Government,  California 
Institute  of  Technology,  will  discuss  “The 
Human  Condition — 1994.” 

The  25th  Annual  Meeting  will  be  preceded 
by  a two-day  Postgraduate  Course.  The 
program  subject  for  Saturday,  March  15  will 
be  “Basic  Concepts  in  Human  Hypersensi- 
tivity” and  on  Sunday,  March  16  “Allergy — 
1969.”  The  faculty  are  all  experts  in  their 
fields;  and  in  keeping  with  the  spirit  of  the 
25th  Anniversary,  all  are  members  of  the 
Academy. 

Both  the  Postgraduate  Course  and  the  An- 
nual Meeting  scientific  session  are  open  to 


all  physicians  and  others  interested  in  allergy 
and  immunology. 

Details  of  the  program  can  be  obtained  by 
writing  the  American  Academy  of  Allergy, 
Executive  Office,  756  North  Milwaukee 
Street,  Milwaukee,  Wisconsin  53202. 


Danny  Thomas  on  cancer  council 

Danny  Thomas,  entertainer  and  television 
producer,  has  been  named  to  the  National 
Advisory  Cancer  Council  by  Dr.  Robert  Q. 
Marston,  Director  of  the  National  Institutes 
of  Health,  Department  of  Health,  Education, 
and  Welfare.  The  four-year  appointment 
was  effective  October  18. 

The  Council,  established  by  the  National 
Cancer  Institute  Act  of  1937,  advises  the 
Director,  NIH  on  general  policies,  programs, 
and  needs,  and  reviews  Institute  program 
developments  and  the  status  of  cancer  re- 
search. It  also  reviews  and  makes  recom- 
mendations on  applications  for  research  and 
training  grants.  Mr.  Thomas  will  be  as- 
signed to  the  Council’s  Subcommittee  on 
Carcinogenesis  and  Prevention. 

Mr.  Thomas  is  the  founder  of  St.  Jude 
Children’s  Research  Hospital,  Memphis,  Ten- 
nessee, and  is  a member  of  its  national  Board 
of  Governors.  The  hospital  is  a nonprofit 
research  institution  for  the  study  of  child- 
hood cancer  and  other  catastrophic  diseases 
and  for  basic  research  in  life  sciences. 


Mead  Johnson  promotes 

James  W.  Church  has  been  promoted  to 
the  newly  created  post  of  vice  president, 
new  business  development.  Mead  Johnson  & 
Company,  according  to  Dr.  James  M.  Tu- 
holski,  the  company’s  president. 


Millionth  woman  tested 

A million  women  have  been  tested  for 
cancer  of  the  cervix  at  the  end  of  the  first 
four  years  of  a nationwide  cervical  cancer 
detection  program  sponsored  by  the  Ameri- 
can Academy  of  General  Practice,  national 
association  of  family  doctors.  By  the  end 
of  November  more  than  5,000  doctors  (all 
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Academy  members)  in  40  states  had  parti- 
cipated in  what  has  been  described  as  the 
biggest  single  research  project  in  history. 
Participating  doctors  have  discovered  2,000 
cases  of  cervical  cancer  since  the  project 
began  early  in  1965  and  another  10,000 
women  with  suspicious  test  findings,  requir- 
ing followup  examinations.  An  integral  part 
of  the  office  detection  program  is  the  relay 
of  each  individual  test  result  to  the  Public 
Health  Service’s  Cancer  Control  Program 
branch  in  Washington,  where  it  is  computer- 
ized for  further  evaluation  in  relation  to 
the  total  sample.  Shown  below  in  the  com- 
puter room  of  the  HEW  building  viewing 


a printout  of  recently  computerized  data  are 
(from  left)  Dr.  Lawrence  E.  Leigh,  Over- 
land Park,  Kans.,  chairman  of  the  Academy’s 
Committee  on  Cancer;  Dr.  Maynard  I.  Sha- 
piro, Chicago,  AAGP  national  president;  Dr. 
William  L.  Ross,  chief  of  the  USPHS’s  Can- 
cer Control  Program,  and  Dr.  Charles  W. 
Pemberton,  PHS  representative  on  the 
AAGP-PHS  project.  It  is  significant,  ac- 
cording to  the  men,  that  of  the  million  wom- 
en tested  under  the  program,  one  third  re- 
ceived their  first  examination  for  the  disease 
which  kills  14,000  American  women  each 
year.  “It  is  conceivable  that  cervical  cancer 
could  be  virtually  eliminated  as  a cause  of 
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death  in  this  country  if  every  woman  was 
given  semiannual  or  at  least  annual  exam- 
inations,” Dr.  Leigh  said. 

Analysts  elect 

Norman  J.  Levy,  M.D.,  has  been  elected 
president  of  the  Association  for  the  Advance- 
ment of  Psychoanalysis. 

AALAS  elects 

Geoffrey  H.  Lord,  D.V.M.,  Ph.D.  of  New 
Brunswick,  N.J.,  has  been  installed  as  presi- 
dent of  the  American  Association  for  Lab- 
oratory Animal  Science.  He  succeeds  Wil- 
liam I.  Gay,  D.V.M.  of  Bethesda,  Md.  Dr. 
Lord  was  installed  at  the  close  of  the  19th 
annual  session  of  AALAS  in  Las  Vegas,  Nev. 

Chosen  president-elect  was  Edward  C. 
Melby,  Jr.,  D.V.M.  of  Baltimore.  He  will 
become  AALAS  president  at  the  20th  an- 
nual session  in  Dallas  next  October. 

Other  new  officers  are : Norman  Bleicher, 
M.A.  of  New  York,  and  Alvin  F.  Moreland, 
D.V.M.  of  Gainesville,  Fla.,  both  named  to 
the  AALAS  Executive  Committee;  Vincent 
DiFiglia  of  Philadephia,  Albert  M.  Jonas, 
D.V.M.  of  New  Haven,  Conn.,  Gene  A. 
Bingham,  D.V.M.  of  Pittsburgh,  Keith  L. 
Kraner,  D.V.M.  of  Columbia,  Mo.,  Charles 
B.  Thayer,  D.V.M.  of  Iowa  City,  la.,  and 
Steele  F.  Mattingly,  D.V.M.  of  Cincinnati, 
Ohio,  all  elected  to  the  Board  of  Directors. 

More  than  1,300  persons  attended  the  five 
day  scientific  session.  A record  165  scien- 
tific papers  were  presented  and  there  were 
more  than  82  technical  exhibits. 

Dr.  Robert  James  Flynn,  internationally 
known  for  his  writings  and  lectures  on  vet- 
erinary science,  received  the  AALAS  Grif- 
fin Award. 


Scientists  meet  at  N.B.S. 

Can  modern  man  make  his  planes  run  on 
time?  Stop  polluting  his  environment? 
Control  his  own  numbers?  Make  his  cities 
habitable?  Do  something  about  the  weather? 

Large-scale  systems  for  resolving  such 
crucial  questions  were  discussed  by  scien- 


tists, mathematicians,  engineers,  and  ad- 
ministrators meeting  recently  at  the  National 
Bureau  of  Standards,  U.S.  Department  of 
Commerce. 

Attending  the  2nd  Annual  Symposium  of 
the  American  Society  for  Cybernetics,  the 
300  conferees  reflected  the  spirit  of  the  late 
Norbert  Wiener,  who  coined  the  term  “cyber- 
netics” 20  years  ago  and  called  for  “the  hu- 
man use  of  human  beings”  in  a society  that 
would  “render  unto  man  the  things  that  are 
man’s  and  unto  the  computer  the  things 
which  are  the  computer’s.” 

Symposium  participants  approached  cyr 
bernetics  — the  study  of  control  and  com- 
munication in  man  and  machine  — from 
many  standpoints  in  their  search  for  means 
to  unravel  some  of  the  knottiest  problems  of 
contemporary  government  and  technology. 


Smoking  in  Relation  to  Infertility  and  Fetal 

Loss  — G.  K.  Tokuhata  (Univ  of  Tennes- 
see College  of  Medicine,  Memphis).  Arch 

Environ  Health  17 :353-359  (Sept)  1968. 

Smoking  history  of  2,016  married  women 
was  analyzed  in  relation  to  their  reproduc- 
tive experiences.  Those  who  had  never 
been  pregnant  were  defined  as  being  in- 
fertile. Three  specific  findings  are  of  inter- 
est. (1)  Regardless  of  educational  and  oc- 
cupational background  or  of  frequency  of 
marriage,  cigarette  smokers  were  subject 
to  an  increased  risk  of  infertility,  reduced 
frequency  of  pregnancies,  and  fetal  losses. 

(2)  The  risk  was  generally  higher  among 
those  who  developed  female  cancer,  but  was 
not  further  increased  by  smoking;  in  con- 
trast, the  risk  was  generally  lower  among 
those  who  did  not  develop  female  cancer, 
but  was  actually  increased  by  smoking. 

(3)  The  husband’s  history  of  smoking  was 
independent  of  the  association  between 
wife’s  smoking  and  reproductive  history. 
These  findings  suggest  a possibility  that 
ova  rather  than  sperms  might  be  affected 
by  maternal  smoking  and  that  such  repro- 
ductive impairment  might  be  prezygotic  in 
nature. 
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While  Making  Rounds 

1.  The  Doctor’s  Dictionary.  8.  Why  Do  We 


a.  RT 

b.  UTI 

c.  VDH 

d.  OPV 

e.  NK 

(Answers  on  page  68). 

2.  Quote  Unquote. 

Error  is  always  in  haste. 

— Fuller 

Angels  when  we  come  to  cure,  devils 
when  we  ask  payment. 

— Scott 

Two  men  may  honestly  differ  about  a 
question  and  both  be  right. 

— Lincoln 

Pain  of  mind  is  worse  than  pain  of 
body. 

— Publilius  Syrus 

To  do  nothing  is  sometimes  a good 
remedy. 

— Hippocrates 

3.  Words  We  Can  Do  Without. 

Dead  space 
Cross-disciplinary 
Fimbriated 
Presently 
Robin’s  egg  blue 

4.  Our  Own  Monthly  Statistical  Report 
Crib  death  kills  10,000  babies  a year  in 

this  country. 

5.  December  27,  1822. 

Pasteur  bom. 

6.  Disease  of  the  Month. 

Jart  syndrome. 

7.  Who: 

Who  introduced  the  word  “enzyme?” 
Willy  Kuehne 


? 

“Why  do  we  say  down  south?”  our 
internist  friend  asked  the  other  day, 
and  we  said,  “Well,  rivers  generally 
run  south,  not  all  but  most,  and  maps 
always  show  north  at  the  top,  in  this 
hemisphere,  anyway.” 

But  we  say  downstate,  and  down  under 
(for  Australia,  and  Australia  means 
south),  and  down  east,  and  down 
wind,  and  downtown.  We  say  “Down, 
boy,”  to  our  poodle,  who  loves  to 
sleep  on  sofas,  but  he  just  looks  dotvn 
his  nose  at  us  until  we  give  up. 

We  say  wake  up  and  lift  up,  close  it 
up,  and  raise  up,  when  wake  and  lift 
and  close  and  raise  will  do  without 
all  those  “ups.” 

We  say  upland  and  up  north  and  up- 
town, and  up  front,  and  “turn  up  at 
the  next  corner.” 

And  upside  down,  but  not  downside  up. 

9.  Why  Does  Medicine  Cost  So  Much? 

Automobiles  will  cost  $60  to  $65  more 
for  the  new  models. 

10.  Proverbs  for  Private  Practice. 

“Socialized  medicine”  was  constantly 
used  by  the  opposition  in  an  attempt 
to  confuse  the  provisions  of  the  na- 
tional health  insurance  program. 

— Truman 

A physician  who  treats  himself  has  a 
fool  for  a patient. 

— Osier 

Boys,  don’t  study  medicine.  By  the 
time  you  earn  your  bread,  you  will 
hav<!  no  teeth  to  eat  it  with. 

— McMurtrie 
— F.C. 
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Fall  Session  of  the  Board 
of  Councilors 

September  27,  1968 

The  Fall  Session  of  the  Board  of  Councilors  was 
held  September  27,  1968,  in  Kearney,  Nebraska. 
The  following  Councilors  were  present:  Doctors 

Leroy  W.  Lee,  John  T.  McGreer,  Wm.  V.  Glenn, 
H.  D.  Kuper,  Houtz  Steenburg,  Charles  F.  Ashby, 
Robert  Waters,  Harold  V.  Smith,  Charles  Land- 
graf,  Jr.,  and  Bnice  Claussen. 

The  meeting  was  called  to  order  by  Dr.  Frank 
Tanner,  President  of  the  Nebraska  State  Medical 
Association.  Dr.  Tanner  called  attention  to  the 
section  of  the  Constitution  and  By-Laws  concern- 
ing the  Board  of  Councilors  and  cited  the  duties 
of  this  body. 

Dr.  Tanner  then  called  for  nominations  for  Chair- 
man of  the  Board  of  Councilors,  and  Dr.  McGreer 
and  Dr.  Kuper  were  nominated.  Dr.  McGreer  asked 
that  his  name  be  withdrawn  and  this  was  ap- 
proved. It  was  moved  and  seconded  that  a unani- 
mous ballot  be  cast  for  Dr.  Kuper  and  this  carried. 

Dr.  Kuper  called  for  nominations  for  Secretary. 
Dr.  McGreer  was  nominated  and  it  was  moved  that 
a unanimous  ballot  be  cast  for  Dr.  McGreer.  This 
was  approved. 

The  Chairman  asked  for  approval  of  the  Annual 
Session  minutes  of  the  Board  of  Councilors  as 
printed  in  the  August,  1968  issue  of  the  Journal, 
and  these  were  approved. 

Oral  reports  were  called  for  and  these  were 
presented  by  Dr.  Gilligan,  ChaiiTnan  of  the  Medico- 
legal Advice  Committee,  and  Dr.  Bancroft,  Chair- 
man of  the  Council  on  Professional  Ethics. 

The  next  item  of  business  was  that  of  the  re- 
ports which  were  in  the  Handbook,  and  the  Chair- 
man stated  that  these  would  be  considered  in  the 
order  they  appeared  in  this  book. 

The  reports  of  the  Delegate  to  the  A.M.A.,  the 
Editor  and  the  Board  of  Trustees  were  approved. 

The  report  of  the  Executive  Secretary  was  ap- 
proved, and  attention  was  called  to  the  First  Aid 
Station  suggested  in  this  report. 

The  committee  reports  of  the  Advisory  to  the 
Auxiliary,  the  Allied  Professions,  Blood  and  Blood 
Products,  Constitution  and  By-Laws,  Emergency 
Medical  Service,  and  Health  Education  in  Schools 
and  Colleges  were  considered  and  approved. 

The  report  of  the  Maternal  and  Child  Health 
Committee  w^as  considered  and  it  was  moved  and 
seconded  to  accept  this  report.  Dr.  Bosley,  Chair- 
man, was  present  and  was  asked  for  any  further 
comments  he  might  have.  He  read  a letter  which 
Dr.  Tanner  had  received  from  the  Pittman-Moore 
Pharmaceuticals  regarding  a mass  measles  im- 
munization. Following  discussion,  it  was  moved 
that  the  Board  of  Councilors  recommend  to  the 
House  of  Delegates  that  they  direct  a letter  to  this 
company  expressing  disapproval  of  promoting  such 
a campaign  and  this  was  approved.  It  was  pointed 
out  that  the  Councilors  were  in  favor  of  im- 
munization and  parents  should  be  urged  to  have 
their  children  immunized.  Inasmuch  as  the  Junior 
Chamber  of  Commerce  was  interested  in  this  mat- 
ter, it  w’as  thought  that  perhaps  they  could  help 


bring  this  to  the  attention  of  the  public,  and  urge 
that  this  be  done  in  the  doctor’s  office  so  that 
appropriate  records  may  be  kept. 

The  committee  reports  of  the  Medicine  and  Re- 
ligion and  Mental  Health  Retardation  were  con- 
sidered and  approved. 

The  Policy  Committee  report  was  presented  by 
Dr.  Tanner,  Chairman.  Under  Section  C — Legis- 
lative Activities  and  Preparations,  Dr.  Tanner  dis- 
cussed the  reports  of  the  three  Ad  Hoc  Commit- 
tees to  study  the  Medical  Practice  Act,  Osteopathy 
and  Abortion,  which  were  handed  out  to  the  Coun- 
cilors. 

Under  Section  G — Miscellaneous  Items,  Item 
2,  Dr.  McArdle  was  asked  to  pi'esent  this  proposal 
of  Blue  Shield  to  the  Board  of  Councilors.  Dr.  Lee 
moved  that  the  word  “once”  in  the  Item  2 of  the 
Policy  Committee  report  be  changed  to  “if,”  and 
would  read:  “The  committee  approved  the  re- 

quest of  Nebraska  Blue  Shield  to  have  the  Policy 
Committee  poll  the  members  of  the  Board  of  Coun- 
cilors regarding  their  willingness  to  serve  as 
Chairmen  of  Regional  Adjudicating  Committees  if 
the  usual  and  customary  fee  survey  has  been  com- 
pleted and  policies  prepared.”  This  was  approved. 
Following  considerable  discussion  regarding  the 
proposal  of  Blue  Shield,  it  was  moved  that  the 
report  of  the  Policy  Committee  be  approved  with 
the  exception  of  the  Blue  Shield  proposal  which  was 
not  part  of  the  I’eport  and  w'as  handed  out  just 
prior  to  the  meeting.  This  was  seconded  and  car- 
ried. 

The  report  of  the  Public  Health  Committee  was 
considered.  The  recommendation  that  the  Mobile 
TB  X-ray  Program  be  eliminated  by  the  State 
Health  Department  was  discussed,  and  it  was  moved 
that  this  report  be  accepted  and  that  the  Board 
of  Councilors  recommend  to  the  House  of  Delegates 
that  no  action  be  taken  on  the  matter  of  the  X-ray 
Program.  This  was  seconded  and  carried. 

The  committee  reports  of  Public  Health,  Sub- 
Committee  on  Athletic  Injuries,  Tuberculosis  and 
Other  Respiratory  Diseases  and  Traffic  Safety  were 
considered  and  approved. 

Dr.  McGreer  moved  that  the  proposal  of  Blue 
Shield  which  was  presented  by  Dr.  McArdle  be  re- 
ferred to  the  House  of  Delegates  for  informational 
purposes  only.  This  was  seconded  and  carried. 

Dr.  Kuper  called  for  consideration  of  resolutions, 
and  Resolutions  No.  1 and  2 were  approved. 

Dr.  Lee  asked  tc  present  the  following  to  be 
considered  along  with  Resolution  No.  3: 

Historically,  Blue  Shield  participating  physi- 
cians have  been  willing  to  accept  the  seiwice 
benefit  fee  schedule  for  Blue  Shield  subscrib- 
ers within  the  stipulated  income  levels  — Now 
Blue  Shield  proposes  the  usual  and  customary 
fee  concept  requesting  Blue  Shield  participat- 
ing physicians  to  accept  Blue  Shield  allowances 
as  payment  in  full  for  services  without  income 
or  net  worth  limitations.  — This  is  entirely  a 
different  concept.  A change  in  the  rules  of  the 
game  in  the  relationship  between  Blue  Shield 
and  physicians. 

Physicians  should  resist  demands  for  uni- 
versal uniformity  in  fee  and  practice  pat- 
terns. A listed  service  is  not  worth  the  same 
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amount  in  every  instance  — variables  are  the 
patient  (his  clinical  problem,  complications,  de- 
mands by  patient  and  family,  and  other  consid- 
erations). Also  the  physician’s  service  — this 
varies  with  the  person  who  gives  the  service, 
his  training,  skill  and  activity. 

The  voluntary  doctor-patient  relationship  will 
be  destroyed  under  the  proposed  plan.  Demand 
for  services  would  be  excessive  if  no  out-of-the- 
pocket  expenditure  at  the  time  of  service  oc- 
curred. 

Good  medical  practice  should  not  and  cannot 
be  distorted  to  meet  a budget  of  any  insurance 
company. 

Positive  Recommendations 

1.  Support  continued  approval  of  seiwice  bene- 
fits at  stipulated  income  levels  — raise  these 
income  levels  if  necessary  and  emphasize 
major  medical  reinsurance  principles  to  cover 
catastrophic  illness. 

2.  Support  legislative  efforts  to  make  all  health 
insurance  premiums  tax  deductible  (now  de- 
ductible up  to  $150) ; all  medical  expenses  not 
covered  by  insurance,  totally  tax  deductible. 

3.  Point  out  to  Nebraska  State  Medical  Associa- 
tion and  Blue  Cross-Blue  Shield,  that  when 
members  of  the  policy  committee  of  the  State 
Medical  Association  are  put  on  Blue  Cross- 
Blue  Shield  Boards,  that  thei'e  is  a possibility 
of  conflict  of  interest  and  collusion.  This 
practice  should  not  be  allowed  to  continue. 

4.  Establish  a time  limit  for  physician  members 
of  Blue  Cross-Blue  Shield  Boards.  Suggest 
a term  of  4 years  with  an  additional  4 years 
following,  but  no  more. 

5.  Request  that  only  physicians  in  private  prac- 
tice of  medicine  be  eligible  to  sit  on  Blue 
Cross-Blue  Shield  Boards. 

6.  Reiterate  and  reaffirm  that  it  is  unethical 
for  Blue  Shield  to  submit  to  private  persons, 
industries  or  any  other  public  information 
media,  a list  of  names  of  participating  physi- 
cians — Historically,  the  names  of  ethically 
practicing  physicians  in  the  community  may 
be  obtained  from  the  County  Medical  Society 
office.  Any  other  infonnational  method  is 
contrary  to  the  principle  of  free  choice  of 
physician  and  is  unethical. 

7.  Reaffirm  the  fee  for  service,  individual  re- 
sponsibility concept  which  has  worked  his- 
torically in  the  practice  of  medicine  in  this 
country  and  which  has  the  support  of  the 
majority  of  physicians  individually  and  other 
professional  organizations. 

8.  No  methods  of  coercion  or  economic  sanction 
are  to  be  applied  to  any  physician,  by  Blue 
Shield,  any  other  physician,  any  voluntary 
body  or  insurance  company,  in  an  effort  to 
force  acceptance  of  new  concepts  of  insur- 
ance or  payments. 

Addendum 

1.  What  other  insurance  carriers  are  asking  for 
the  concessions  of  usual  and  customary  fees 
as  requested  by  Blue  Shield? 

2.  How  can  Blue  Shield  justify  denial  of  a spe- 
cific patient’s  assignment  of  fees  to  the  physi- 


cian who  might  not  be  a participating  physi- 
cian? Is  this  legal?  Is  this  ethical? 

3.  How  can  Blue  Shield  justify  the  requirement 
that  a participating  physician  of  Blue  Shield 
under  the  usual  and  customary  fee  concept 
be  required  to  give  30  days  notice  for  a 
change  in  his  fee?  Are  Nebraska  physicians 
consulted  about  change  in  premium  charges 
for  Blue  Shield  policies  30  days  in  advance 
of  such  changes  being  made? 

4.  Just  what  does  Blue  Shield  expect  to  accom- 
plish by  the  usual  and  customary  fee  policy? 
Where  does  the  pressure  for  such  a radical 
change  in  policy  come  from?  What  is  Wilber 
Cohen’s  attitude  on  this  concept?  What  is 
Walter  Ruether’s  attitude  on  this  concept? 

The  request  of  Nebraska  Blue  Shield  to  have  the 
Policy  Committee  poll  the  Board  of  Councilors,  pre- 
sented in  Item  2,  Section  G,  of  the  Policy  Commit- 
tee report  was  again  discussed.  It  was  moved  that 
no  action  be  taken  on  this  as  the  duties  of  the 
Councilors  are  defined  in  the  Constitution  and  By- 
Laws  and  that  according  to  these  duties,  the  Coun- 
cilors should  act  in  an  adjudicating  capacity.  This 
was  seconded  and  carried. 

The  50-year  practitioner  list  was  read  and  ap- 
proved. The  request  for  Life  Membership  was  also 
approved. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

BOARD  OF  COUNCILORS 
September  28,  1968 

A special  meeting  of  the  Board  of  Councilors 
was  called  following  the  first  session  of  the  House 
of  Delegates  on  September  28,  1968. 

Due  to  the  fact  that  Dr.  John  Keown  of  Pender, 
Councilor  of  the  4th  District,  had  moved  out  of  the 
State  of  Nebraska,  this  special  session  was  called 
to  consider  the  interim  appointment  of  a Councilor 
for  this  District.  This  Councilor  would  serve  until 
the  next  regular  meeting  of  the  House  of  Dele- 
gates at  which  time  a Councilor  would  be  elected 
to  serve  the  unexpired  term  of  Dr.  Keown. 

It  was  moved  that  Dr.  Robert  Benthack  of  Wayne 
be  appointed  as  acting  Councilor  of  the  4th  District. 
This  was  seconded  and  carried. 

The  meeting  was  adjourned. 

Fall  Session  of  the  House 
of  Delegates 

September  28,  1968 

The  first  meeting  of  the  House  of  Delegates  Fall 
Session  was  held  September  28,  1968,  at  Kearney, 
Nebraska.  The  meeting  was  called  to  order  by  the 
Speaker,  Dr.  Wm.  Nutzman. 

The  report  of  the  Credentials  Committee  showed 
that  59  Delegates  were  present  and  the  meeting 
w'as  declared  in  session.  Requests  were  received 
from  the  County  Medical  Societies  of  Platte,  Lan- 
caster and  Omaha-Douglas  to  seat  substitute  dele- 
gates in  place  of  those  unable  to  attend  this  ses- 
sion, and  these  were  approved  by  the  House. 

Dr.  Tanner  informed  the  House  of  Delegates  that 
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the  Chairman  of  the  Nebraska  Medical  Foundation 
of  the  Woman’s  Auxiliai'y  had  requested  that  an 
announcement  be  made  to  the  House  of  Delegates 
that  sale  items  were  on  display  in  the  lobby,  the 
proceeds  going  to  the  Nebraska  Medical  Foundation. 

The  minutes  of  the  Annual  Session  meetings  of 
the  House  of  Delegates,  as  printed  in  the  August, 
1968  issue  of  the  Nebraska  State  Medical  Journal, 
were  approved  as  written. 

The  Speaker  called  for  oral  reports  and  these 
were  presented  by  Dr.  Paul  Bancroft,  Chairman 
of  the  Council  on  Professional  Ethics  and  by  Dr. 
John  Gilligan,  Chairman  of  the  Medicolegal  Advice 
Committee.  Dr.  Gilligan  asked  that  the  last  two 
RESOLVEDS  in  his  Resolution  No.  2 be  changed 
as  follows: 

From : 

BE  IT  FURTHER  RESOLVED,  that  all  mem- 
bers of  the  Nebi’aska  State  Medical  Associa- 
tion be  urged  to  use  this  report  form  in  report- 
ing such  cases  to  the  Medical  Legal  Committee 
and  to  their  insurance  carrier;  and 

BE  IT  FURTHER  RESOLVED,  that  any 
member  of  the  Nebraska  State  Medical  Associa- 
tion which  is  involved  in  such  action,  request 
that  his  insurance  carrier  contact  the  Medical 
Legal  Committee  of  the  Nebraska  State  Medi- 
cal Association  in  regard  to  such  plans. 

To: 

BE  IT  FURTHER  RESOLVED,  that  all  mem- 
bers of  the  Nebraska  State  Medical  Associa- 
tion be  urged  to  use  this  report  form  in  report- 
ing such  cases  to  the  Executive  Secretary  of 
the  Nebraska  State  Medical  Association  and 
to  their  insurance  carrier:  and 

BE  IT  FURTHER  RESOLVED,  that  any 
member  of  the  Nebraska  State  Medical  Asso- 
ciation which  is  involved  in  such  action,  request 
that  his  insurance  carrier  contact  the  Execu- 
tive Secretary  of  the  Nebraska  State  Medical 
Association  in  regard  to  such  plans. 

Dr.  Gilligan  said  that  he  thought  it  would  be 
best  to  have  this  report  form  sent  to  the  Executive 
Secretary  and  he  in  turn  could  forward  the  informa- 
tion to  the  Medicolegal  Advice  Committee.  This 
was  approved  by  the  House. 

Dr.  Wittson  was  asked  to  introduce  the  two 
representatives  of  S.A.M.A.  from  the  University 
of  Nebraska  College  of  Medicine,  Mr.  Joe  Unis, 
President  of  the  local  chapter  of  S.A.M.A.,  and  Mr. 
Steven  Lagerberg. 

Dr.  Nutzman  called  for  reports  from  the  Deans 
of  the  two  Medical  Schools,  and  these  were  pre- 
sented by  Dr.  Richard  Egan,  Dean,  Creighton  Uni- 
versity School  of  Medicine,  and  Dr.  Cecil  Wittson, 
Dean,  University  of  Nebraska  College  of  Medicine. 

Dr.  Bosley,  Chairman  of  the  Maternal  and  Child 
Health  Committee,  was  asked  to  present  an  adden- 
dum to  his  committee  report,  as  follows: 

In  view  of  the  fact  there  there  continues  to 
be  some  effort  on  the  part  of  certain  lay  groups 
to  initiate  mass  community  programs  for 
measles  immunization,  the  Committee  would  rec- 
ommend that  the  House  of  Delegates  reaffirms 
its  position  of  a year  ago,  which  emphasizes 
the  need  for  this  immunization  and  urges  mem- 


bers of  the  State  Medical  Association  to  con- 
tinue their  good  efforts  in  administering 
measles  vaccine  to  children  of  Nebraska  in 
their  offices.  It  would  appear  that  vigorous 
efforts  to  do  this  should  be  initiated.  Vaccine 
is  available  at  no  cost  from  the  Department 
of  Health  for  administration  to  indigent  pa- 
tients. It  might  be  wise  to  consider  the  pos- 
sibility of  discussing  with  the  Junior  Chamber 
of  Commerce  their  cooperating  with  the  State 
Medical  Association  in  the  effort  to  make 
people  more  aware  of  the  need  and  importance 
of  this  immunization.  In  fact,  the  Committee 
would  urge  that  such  a contact  be  made  with 
the  Junior  Chamber  of  Commerce  to  help  con- 
duct a campaign  in  this  dii’ection.  The  Asso- 
ciation could  point  out  the  advantages  of  the 
private  medicine  approach,  emphasizing  the 
need  for  accurate  records,  determination  of 
when  an  individual  child  should  be  given  the 
vaccine  and  generally  preserving  an  individual 
approach  to  this  procedure.  Emphasis  should  be 
placed  on  the  fact  that  vaccine  can  be  made 
available  to  anyone  who  requests  or  needs  it, 
regardless  of  financial  status,  again  in  the 
tradition  we  have  so  long  obseiwed.  The  Ma- 
ternal and  Child  Health  Committee  would  offer 
itself  as  a channel  by  which  contact  might 
be  made. 

In  the  oral  report  given  the  Board  of 
Councilors,  reference  was  made  to  certain  pub- 
city  from  the  Pittman-Moore  Company.  The 
Board  of  Councilors  has  suggested  a letter  be 
sent  to  this  company  criticizing  their  efforts 
which  appear  to  undermine  the  private  patient- 
physician  relationship. 

Dr.  Nutzman  requested  that  Dr.  Bosley  appear 
before  the  Reference  Committee  which  would  con- 
sider his  committee  report  with  this  information. 

Dr.  Dunlap  was  asked  to  introduce  Miss  Dianne 
Loennig,  a journalism  student  at  the  University  of 
Nebraska  in  Lincoln. 

Assignments  of  the  reports  of  officers  and  com- 
mittees in  the  Handbook  to  the  various  Reference 
Committees  were  read  by  Dr.  Nutzman.  The  fol- 
lowing resolutions  were  also  referred  to  Reference 
Committees: 

Resolution  No.  1 
Introduced  by: 

Subject:  Approval  of  new  Southeast  Nebraska 

Medical  Society 

Referred  to:  Reference  Committee  No.  4 

WHEREAS,  the  House  of  Delegates  of  the 
Nebraska  State  Medical  Association  have  desig- 
nated that  counties  with  less  than  five  mem- 
bers be  urged  to  amalgamate  into  larger  so- 
cieties; and 

WHEREAS,  in  accordance  with  this  policy 
decision,  the  County  Medical  Societies  of  John- 
son, Nemaha,  Pawnee  and  Richardson  have 
combined  and  are  now  called  the  Southeast  Ne- 
braska Medical  Society; 

RESOLVED,  that  the  House  of  Delegates  of 
the  Nebraska  State  Medical  Association  official- 
ly recognized  and  approve  the  organization  of 
the  Southeast  Nebraska  Medical  Society,  and 
officially  seat  all  delegates  who  will  be  elected 
in  future  years  to  represent  this  Society. 
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Resolution  No.  2 

Introduced  by:  Medicolegal  Advice  Committee 

Subject:  Malpractice  Coverage 

Referred  to:  Reference  Committee  No.  5 

WHEREAS,  the  Medical  Legal  Committee  of 
the  Nebraska  State  Medical  Association  is 
aware  of  a marked  increase  in  the  number  of 
actions  against  physicians  for  malpractice, 
neglect  and  so  forth;  and 

WHEREAS,  this  increase  will  naturally  lead 
to  an  increase  in  premium  rates,  and 

WHEREAS,  the  principle  function  of  the 
Medical  Legal  Committee  is  to  investigate  all 
reported  cases  with  the  singular  purpose  of 
ascertaining  the  validity  of  such  cases;  and 

WHEREAS,  the  committee  desires  to  cooper- 
ate with  the  physician  involved  and  with  his 
insurance  carrier  to  the  best  interest  of  medi- 
cine; and 

WHEREAS,  the  Medical  Legal  Committee 
must  have  certain  statistical  data  to  perform 
this  duty  efficiently;  and 

WHEREAS,  it  is  essential  to  have  a close  re- 
lationship between  the  physician,  his  insur- 
ance carrier  and  the  Medical  Legal  Committee 
of  the  Nebraska  State  Medical  Association; 
therefore 

BE  IT  RESOLVED,  that  the  report  form 
which  is  attached  to  this  resolution  and  which 
has  been  approved  by  the  Medical  Legal  Com- 
mittee of  the  Nebraska  State  Medical  Associa- 
tion and  which  contains  only  statistical  informa- 
tion and  nothing  of  a confidential  nature  be 
approved  by  the  Nebraska  State  Medical  Asso- 
ciation for  use  in  reporting  such  actions  by  any 
physicians; 

BE  IT  FURTHER  RESOLVED,  that  all 
members  of  the  Nebraska  State  Medical  Asso- 
ciation be  urged  to  use  this  report  form  in 
reporting  such  cases  to  the  Medical  Legal 
Committee  and  to  their  insurance  carrier;  and 

BE  IT  FURTHER  RESOLVED,  that  any 
member  of  the  Nebraska  State  Medical  Associa- 
tion which  is  involved  in  such  action,  request 
that  his  insurance  carrier  contact  the  Medical 
Legal  Committee  of  the  Nebraska  State  Medi- 
cal Association  in  regard  to  such  plans. 

Resolution  No.  2 Addendum 

Return  This  at  Once 

REPORT  OF  PHYSICIANS’  AND  SURGEONS’ 

PROFESSIONAL  LIABILITY  CLAIM 

1.  Your  full  name 

2.  Complete  address 

3.  Member  of County 

Medical  Society  and  others  as  follows: 


4.  I am  being  sued  (or  threatened  with  suit)  for 
alleged  malpractice  by 


whose  complete  address  is 


and  who  was  a patient  of  mine  (or  who  is 
related  to  a former  patient  of  mine)  as  follows; 


5.  If  the  plaintiff  and  the  patient  are  not  the  same 
person,  give  full  name  of  patient 


6.  The  plaintiff’s  attorneys  (or  attorney)  are 


Full  address 

7.  If  suit  has  been  filed,  give  number  of  suit 

filed  on  the day  of 

, 19 , in  the 

court  of County;  summons 

was  served  on  me  (personally,  or  by  leaving  at 

residence  or  office)  on  the day  of 

, 19 and  I am  summoned  to 

appear  in  court  on  the day  of 

, 19 

8.  Give  the  name  and  address  of  the  attorney  who 

will  be  defending  you 


9.  If  suit  has  been  filed,  mail  with  this  report  a 
complete  copy  of  the  complaint  to  your  insur- 
ance carrier. 

Resolution  No.  3 

Introduced  by:  Omaha-Douglas  County  Medi- 

cal Society 

Subject:  Blue  Shield  Study  Committee 

Referred  to:  Reference  Committee  No.  6 

WHEREAS,  there  are  many  socio-economic 
changes  taking  place  in  the  payment  for  medical 
services;  and 

WHEREAS,  there  are  many  important  aspects 
for  physicians  to  consider  in  the  various  mecha- 
nisms of  a licensed  insurance  cari-ier’s  payment 
for  medical  services;  and 

WHEREAS,  Blue  Shield  has,  in  the  past,  been 
an  important  force  in  the  development  of  the 
concept  of  licensed  insurance  carrier’s  pat- 
terns, and  principles;  and 

WHEREAS,  the  new  policies  contemplated 
and  the  use  of  usual  and  customary  fees  by 
Blue  Shield  pi’esent  many  technical  and  philo- 
sophic problems;  be  it 

THEREFORE  RESOLVED,  that  the  speaker 
of  the  House  of  Delegates  appoint  an  Ad  Hoc 
Committee  to  study  all  aspects  of  this  prob- 
lem and  report  recommendations  to  the  House 
of  Delegates  at  the  May,  1969  meeting. 

Resolution  No.  4 

Introduced  by:  Cass  County  Medical  Society 
Subject:  Welfare  Drug  Payment 
Referred  to:  Reference  Committee  No.  2 
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WHEREAS,  The  Nebraska  Department  of 
Public  Welfare  of  the  State  of  Nebraska  has 
made  a change  in  the  policy  pertaining  to  the 
payment  for  drugs;  and 

WHEREAS,  the  new  policy  is  discriminat- 
ing for  the  following  reasons:  Payment  for 

drugs  dispensed  by  the  physician  shall  consist 
of  only  the  actual  cost  of  the  drag,  and  Pay- 
ment for  drugs  dispensed  by  the  phaiTnacist 
shall  be  the  actual  cost  of  the  drug  plus  a 
dispensing  fee  of  $1.75  per  prescription;  and 

WHEREAS,  the  factors  of  time,  cost,  invest- 
ment and  record  keeping  are  the  same  for  the 
dispensing  doctor  as  for  the  pharmacist;  and 

WHEREAS,  many  communities  do  not  have 
adequate  pharmacy  coverage;  and 

WHEREAS,  many  recipients  of  this  service 
find  it  extremely  difficult  to  obtain  drugs 
from  pharmacies  due  to  their  physical  incapa- 
cities, lack  of  transportation,  etc.;  and 

WHEREAS,  the  Nebraska  State  Medical  As- 
sociation has  not  been  properly  consulted  per- 
taining to  this  matter  nor  have  they  given 
their  official  approval  of  this  new  policy  before 
its  adoption;  and 

WHEREAS,  the  Nebraska  Department  of 
Public  Welfare  has  offered  no  evidence  this 
new  policy  will  effect  a saving;  and 

WHEREAS,  a very  similar  policy  for  the 
payment  for  drugs  was  instituted  in  Novem- 
ber 1963,  differing  only  in  that  the  service  fee 
was  $2.00  instead  of  $1.75;  and 

WHEREAS,  the  policy  of  1963  was  discon- 
tinued after  a very  short  trial  period  because 
of  the  marked  increase  in  the  expenditures  for 
drugs  because  of  pricing  as  dictated  by  the 
policy;  and 

WHEREAS,  the  experience  of  1963  definite- 
ly indicated  vendors  of  drugs,  pharmacists  and 
doctors  alike,  obviously  were  charging  reason- 
able prices  which  were  substantially  below  those 
charged  in  accordance  with  the  policy  adopted 
at  that  time;  and 

WHEREAS,  isolated  cases  of  drug  pricing 
abuse  by  vendors  can  be  reported  to  their  re- 
spective State  Association  for  investigation  and 
reprimand  if  such  is  warranted;  and 

WHEREAS,  this  policy  interferes  with  one 
particular  segment  of  the  economy  of  the 
State  of  Nebraska  while  all  others  are  allowed 
to  continue  as  free  enterprises  and  in  so  do- 
ing is  grossly  unjust;  therefore 

BE  IT  RESOLVED,  that  the  Nebraska  State 
Medical  Association  oppose  the  new  policy  as 
set  down  by  the  Nebraska  Department  of  Pub- 
lic Welfare;  and 

BE  IT  FURTHER  RESOLVED,  that  the  Ne- 
braska State  Medical  Association  so  advise  the 
Nebraska  Department  of  Public  Welfare  and 
request  a new  policy  be  formulated  which  will 
be  applicable  to  physicians  and  pharmacists 
alike  and  be  acceptable  to  the  Nebraska  State 
Medical  Association. 

Resolution  No.  5 

Introduced  by:  Stanley  M.  Truhlsen,  M.D. 


Subject:  Prescribing  of  contact  lenses 
Referred  to:  Reference  Committee  No.  3 

WHEREAS,  the  Attorney  General  of  the 
State  of  Nebi’aska  in  April  1968  rendered  an 
opinion  that  it  is  unlawful  for  anyone  other 
than  a licensed  practitioner  of  medicine  or  a 
licensed  practitioner  of  optometry  to  fit  or 
adapt  contact  lenses  for  the  human  eye  of 
another  person  and  also  rendered  an  opinion 
that  it  is  unlawful  for  anyone  under  supervision 
of  a licensed  practitioner  of  medicine  or  a li- 
censed practitioner  of  optometry  to  fit  or  adapt 
contact  lenses  to  the  human  eye  of  another 
person;  and 

WHEREAS,  there  is  no  statutory  regulation 
specifically  regarding  the  fitting  of  contact 
lenses  in  the  State  of  Nebraska,  and 

WHEREAS,  organized  medicine  is  in  the 
process  of  attempting  to  lighten  and  relieve 
the  overload  of  work  of  practitioners  of  medi- 
cine by  the  training  and  employment  of  super- 
vised medical  assistants  and  technicians;  and 

WHEREAS,  the  action  of  the  Attorney  Gen- 
eral’s opinion  is  contrary  to  the  fitting  proce- 
dures practiced  by  the  majority  of  Ophthal- 
mologists in  the  State  of  Nebraska  and  various 
other  states,  and 

WHEREAS,  the  Nebraska  Academy  of  Oph- 
thalmology and  Otolaryngology  after  due  de- 
liberation has  opposed  this  opinion  as  against 
the  best  interests  of  the  patient,  therefore  be 
it 

RESOLVED,  that  the  Nebraska  State  Medical 
Association  support  the  Nebraska  Academy  of 
Ophthalmology  and  Otolaryngology  in  their  at- 
tempts to  reverse  this  decision  by  allowing  the 
Nebraska  Academy  of  Ophthalmology  and 
Otolai-yngology  to  utilize  the  Nebraska  State 
Medical  Association’s  legal  counsel  for  assist- 
ance, legal  consultation  and  guidance  and  fur- 
ther be  it 

RESOLVED,  that  the  Nebraska  State  Medical 
Association  give  general  support  to  the  prin- 
ciple of  keeping  medical  eye  care  under  the 
supervision  of  licensed  practitioners  of  medicine. 

Resolution  No.  6 

Introduced  by:  James  Ramsay,  M.D. 

Subject:  Ambulance  Service 

Referred  to:  Reference  Committee  No.  1 

INASMUCH  as  the  Medicare  Law  clearly 
states  that  Medicare  in  no  way  is  to  interfere 
with  the  free  practice  of  medicine,  and 

INASMUCH  as  free  practice  of  medicine  of 
necessity  requires  the  free  choice  of  physicians. 

And  since  the  present  policy  of  Medicare 
as  to  payment  for  ambulance  service  interferes 
with  the  free  choice  of  physician, 

BE  IT  RESOLVED  that  the  fiscal  inter- 
mediary be  informed  that  present  policy  in  re- 
gard to  ambulance  fee  payments  is  clearly 
illegal  and  must  be  altered  to  allow  free  choice 
of  destination  of  ambulance  service  within  the 
judgment  and  desires  of  the  patient  and  the 
referring  physician. 
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Resolution  No.  7 

Introduced  by:  John  D.  Coe,  M.D. 

Subject:  Surgical  Assistants’  Fees 
Referred  to:  Reference  Committee  No.  4 

WHEREAS,  since  a surgical  assistant  is  a 
very  necessary  and  integral  part  of  any  ma- 
jor surgical  procedure, 

WHEREAS,  since  most  major  hospitals  in  Ne- 
braska require  a surgical  assistant  at  all  ma- 
jor surgical  procedures, 

WHEREAS,  since  present  medicare  arrange- 
ments allow  for  the  payment  of  the  surgical 
assistant.  The  surgeon  is  paid  the  full  value 
of  his  sei-vices.  The  surgical  assistant  is 
paid  an  amount  equaling  20%  of  the  surgeon’s 
fee  but  the  amount  is  not  deducted  from  the 
surgeon’s  fee 

WHEREAS,  since  most  of  the  surrounding 
states  have  insurance  plans  that  provide  for  the 
payment  of  the  surgical  assistant  an  amount 
equaling  20%  of  the  surgeon’s  fee.  This 
20%  fee  is  over  and  above  the  surgeon’s  fee. 

THEREFORE  BE  IT  RESOLVED,  the  Ne- 
braska Chapter  of  the  American  College  of  Sur- 
geons recommends  that  surgical  assistants  be 
paid  a stipend  equivalent  to  20%  of  the  amount 
the  surgeon  is  paid.  The  surgical  assistant 
fee  should  not  be  a portion  of  the  fee  due 
the  surgeon.  The  only  relationship  between  the 
surgeon’s  fee  and  the  surgical  assistant’s  fee 
is  that  the  amount  of  the  surgical  assistant  fee 
is  20%  of  the  surgeon’s  fee.  The  above  state- 
ment remains  valid  regardless  of  the  legal 
arrangement  between  the  surgeon  and  assistant 
surgeon  (that  is  regardless  of  the  fact  that 
they  are  partners,  associates,  etc.). 

Resolution  No.  8 

Introduced  by:  Washington  County  Medical 

Society 

Subject:  Blue  Shield 

Referred  to:  Reference  Committee  No.  6 

WHEREAS,  the  House  of  Delegates  of  the 
American  Medical  Association  at  the  1967  Clin- 
ical Meeting  held  in  Houston,  Texas  in  Novem- 
ber, 1967,  adopted  Resolution  No.  38  which 
urged  medical  society  officers  and  medical  so- 
ciety executives  “to  participate  in  the  activ- 
ities of  their  respectively  sponsored  or  approved 
Plans  to  the  end  that  all  such  Plans  should, 
in  fact,  be  and  continue  to  serve  as  economic 
arms  of  the  medical  profession  in  offering 
solid  alternatives  to  the  public  in  the  voluntary 
financing  of  health  care,  . . . ,”  and, 

WHEREAS,  the  Service  Benefit  principle 
of  Blue  Shield  has  been  accepted  by  over  60 
million  Americans,  including  275,000  Nebras- 
kans, as  an  acceptable  and  preferable  method 
of  prepaying  a portion  of  their  health  care 
costs,  and, 

WHEREAS,  relegating  Blue  Shield  to  the 
role  of  a commercial  carrier  will  deprive  this 
segment  of  the  population  of  an  alternate  meth- 
od of  voluntarily  budgeting  for  health  care  and 
invite  further  intrusions  upon  the  fee-for-seiwice, 
private  practice  of  medicine,  now  therefore 


BE  IT  RESOLVED,  that  the  House  of  Dele- 
gates of  the  Nebraska  State  Medical  Associa- 
tion reaffirm  its  determination  to  pei-petuate 
the  Service  Benefit  concept  upon  which  Blue 
Shield  was  founded  and  upon  which  it  must 
depend  to  protect  the  medical  profession  and 
the  public  from  alternatives  over  which  the 
medical  profession  has  no  control. 

Dr.  Nye,  Chairman  of  the  Advisory  Council  on 
Comprehensive  Health  Care  in  the  State  of  Ne- 
braska, was  asked  for  a progress  report. 

There  being  no  further  business,  the  meeting  was 
adjourned  until  Sunday  moming. 

HOUSE  OF  DELEGATES 
September  29,  1968 

The  second  session  of  the  Fall  Meeting  of  the 
House  of  Delegates  was  called  to  order  by  the 
Vice  Speaker,  Dr.  Harry  McFadden.  The  report 
of  the  Credentials  Committee  showed  56  delegates 
present,  and  the  House  was  declared  in  session. 

Upon  approval  by  the  House,  the  reading  of  the 
condensed  minutes  of  the  first  session  was  dis- 
pensed with,  and  these  minutes  were  approved  as 
printed. 

Dr.  Richard  Egan  was  asked  to  introduce  the 
S.A.M.A.  I'epresentative  from  Creighton  University 
School  of  Medicine,  Mr.  Michael  Stek. 

Dr.  Tanner,  President,  was  asked  for  any  further 
report,  and  he  discussed  the  coming  elections,  urging 
all  who  had  not  yet  paid  1968  Nebraska  MEDPAC 
and  AMPAC  dues  to  do  so  and  to  urge  other  mem- 
bers of  their  County  Medical  Societies  to  also  join. 

Reports  of  the  Reference  Committees  were  called 
for  and  the  following  were  given: 

Reference  Committee  No.  1 

Members  of  your  Reference  Committee  No.  1 were 
Drs.  Clarence  McWhorter,  Chainuan;  Gordon  Fran- 
cis, and  E.  J.  Loeffel. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Delegate  to  the  A.M.A.  as  in 
the  Handbook  with  commendation. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Editor  with  commendation. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Committee  on  Tuberculosis  and 
Other  Respiratory  Diseases,  with  the  deletion  of 
the  last  paragraph  which  reads  as  follows: 

“If  the  State  of  Nebraska  with  the  Nebraska 
State  Medical  Association  chooses  to  use  this 
hospital  for  mental  facilities,  this  is  all  right 
if  agreed  upon  by  the  House  of  Delegates  of 
the  Nebraska  State  Medical  Association.” 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Traffic  Safety  Committee. 
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MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Ad  Hoc  Committee  to  Study 
Osteopathy. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 

approved  by  the  House. 

Your  Reference  Committee  recommends  approval 
of  Resolution  No.  6,  re:  Ambulance  Service,  as 
amended: 

WHEREAS,  the  Medicare  Law  clearly  states 
that  Medicare  in  no  way  is  to  interfere  with 
the  free  practice  of  medicine,  and 

WHEREAS,  free  practice  of  medicine  of 
necessity  requii'es  the  free  choice  of  physician, 
and 

WHEREAS,  the  present  policy  of  Medicare 
z-egarding-  payment  for  ambulance  service  intei’- 
fei-es  with  this  free  choice  of  physician; 

BE  IT  THEREFORE  RESOLVED,  that  the 
fiscal  intermediary  be  I’equested  to  present  to 
the  Social  Security  Administi'ation  the  fact  that 
present  policy  in  i-egard  to  ambulance  fee 
payment  is  inconsistant  with  the  pi-inciples  of 
free  choice  of  physician  and  that  such  regula- 
tions should  oe  altered  so  as  to  allow  the  pa- 
tient free  choice  of  physician. 

Your  Reference  Committee  wishes  to  pi’esent  to 
the  House  the  following  facts: 

1.  The  present  regulations  state,  “The  physicians 
who  practice  in  a hospital  ai-e  not  a considera- 
tion in  detei'm.ining  whether  the  hospital  has 
appropriate  facilities.” 

2.  Robert  S.  Long,  M.D.,  Associate  Medical  Di- 
rector for  the  fiscal  intei-mediary,  has  writ- 
ten on  September  18,  1968,  a five-page  letter 
setting  foi'th  very  well  the  principles  embodied 
in  this  protest. 

3.  A copy  of  this  letter  is  available  to  any 
member  who  wishes  to  examine  it. 

4.  The  House  of  Delegates  is  opposed  to  the 
above  regulations. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE NO.  1 AS  A WHOLE.  This  was  approved 
by  the  House. 

Reference  Committee  No.  2 

Members  of  your  Reference  Committee  No.  2 
were  Drs.  Arnold  Lempka,  Chairman;  Wm.  Chle- 
borad,  and  Raymond  Olson. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Board  of  Trustees  as  carried 
in  the  Handbook  as  submitted  by  the  Chairman  of 
this  Committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

Your  Reference  Committee  recommends  appi'oval 


of  the  report  of  the  Executive  Secretary  as  car- 
I'ied  in  the  Handbook. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Committee  on  Mental  Health 
and  Mental  Retai’dation  as  carried  in  the  Handbook, 
as  submitted  by  the  Chah’man  of  this  committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Ad  Hoc  Study  Committee  on 
Abortion. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REOPORT. 

This  was  seconded  and  discussion  followed  rela- 
tive to  Item  No.  2,  under  the  established  medical 
indications  for  which  thei’apeutic  abortion  may  be 
performed,  which  states:  “When  pregnancy  has 

resulted  from  rape  or  incest:  in  this  case  the 
same  medical  criteria  should  be  employed  in  the 
evaluation  of  the  patient.” 

It  was  moved  by  Dr.  Landgraf  and  seconded  to 
delete  all  woi’ding  following  the  “:”  so  that  this 
would  read,  “When  pregnancy  has  i-esulted  from 
rape  or  incest.”  This  motion  cai’ried. 

It  was  pointed  out  that  this  portion  of  the  report 
of  the  Ad  Hoc  Study  Committee  on  Abortion  was 
a quotation  from  the  statement  on  Therapeutic 
Aboi’tion  of  the  American  College  of  Obstetrics 
and  Gynecology  and  should  not  be  amended.  It 
was  moved  that  this  last  action  of  the  House  be 
reconsidered  due  to  the  fact  that  this  was  a 
quotation,  and  this  was  seconded  and  carried.  Dr. 
Landgraf  stated  that  he  would  like  to  withdraw 
his  amendment  and  move  that  the  recommendation 
of  the  Reference  Committee  be  accepted.  This 
w’as  approved  by  the  House. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Policy  Committee,  Section  G, 
Item  3,  as  submitted  by  the  Chaii’man  of  this 
Committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

Your  Reference  Committee  I’ecommends  approval 
of  Resolution  No.  4 as  submitted  by  the  Cass 
County  Medical  Society,  with  the  recommended 
change  of  deleting  the  words,  “and  phai’macists 
alike,”  as  found  in  the  last  paragi’aph.  This  would 
read  as  follows: 

“BE  IT  FURTHER  RESOLVED,  that  the 
Nebraska  State  Medical  Association  so  advise 
the  Nebraska  Department  of  Public  Welfare 
and  request  a new  policy  be  formulated  which 
will  be  applicable  to  physicians  and  be  accept- 
able to  the  Nebraska  State  Medical  Associa- 
tion.” 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
appi’oved  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE NO.  2 AS  A WHOLE.  This  was  approved  by 
the  House. 
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Reference  Committee  No.  3 

Members  of  your  Reference  Committee  No.  3 
were  Drs.  R.  R.  Andersen,  Chairman;  Roger  D. 
Mason,  and  L.  J.  Gogela. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Board  of  Councilors,  deferring 
action  on  that  section  dealing  with  the  Blue  Shield 
matter  to  the  recommendation  of  Reference  Commit- 
tee No.  6. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Public  Health  Committee  with 
the  exception  that  we  do  not  approve  of  their 
recommendation  that  the  Mobile  X-ray  Program  be 
eliminated  by  the  State  Health  Department.  We, 
following  the  recommendation  of  the  Board  of  Coun- 
cilors, suggest  no  action  on  this  matter  be  taken 
by  the  House  of  Delegates. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Ad  Hoc  Committee  to 
Study  the  Medical  Practice  Act,  and  suggest  the 
word  “accredited”  be  inserted  before  “graduate 
hospital  training”  in  Item  No.  1 of  the  report. 
This  would  read,  “Require  at  least  one  year  of 
accredited  graduate  hospital  training  (terminology 
substituted  in  lieu  of  “internship”)  before  becom- 
ing eligible  to  take  the  examination  for  licensure.” 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Advisory  to  Auxiliary 
Committee,  as  carried  in  the  Handbook,  submitted 
by  the  Chairman  of  this  committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

Your  Reference  Committee  recommends  the  ap- 
proval of  Resolution  No.  5,  submitted  by  Dr. 
Stanley  M.  Truhlsen,  regarding  Prescribing  of  Con- 
tact Lenses. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Maternal  and  Child 
Health  Committee  with  the  addendum  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE NO.  3 AS  A WHOLE.  This  was  approved 
by  the  House. 

Reference  Committee  No.  4 

Members  of  your  Reference  Committee  No.  4 
were  Drs.  H.  Walker,  Chairman;  T.  T.  Smith,  and 
T.  L.  Weekes. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Allied  Professions  Committee 


as  carried  in  the  Handbook,  with  the  following 
changes  under  Administration  of  Anesthesia  Dur- 
ing Labor  and  Delivery: 

In  Item  No.  1,  which  reads:  “The  nurse  has 

been  properly  instructed  and  is  directly  super- 
vised by  a physician  while  using  nitrous  oxide 
and  oxygen  or  open  drop  ether  and  oxygen. 
The  nurse  may  not  give  these  agents  when  a 
qualified  anesthetist  is  available.”  Add  to  the 
first  sentence  “penthrane”  and  “trilene.” 

In  Item  No.  2,  which  reads:  “The  nurse 

should  not  use  a patient  administered  inhaler 
for  the  administraltion  of  anesthesia.  The 
registered  professional  nurse  who  is  not  an 
anesthetist  should  not  be  required  nor  allowed 
to  administer  cyclopropane,  fluothane,  chloro- 
form, penthrane,  trilene,  or  intravenous  sodium 
pentothal.”  Delete  the  first  sentence;  and  in 
the  second  sentence  delete  the  words  “Pen- 
thrane” and  “trilene.” 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT. 

This  was  seconded  and  discussion  followed  regard- 
ing the  use  of  the  self-administered  inhaler.  It  was 
moved  by  Dr.  Tamisiea  and  seconded  to  amend  this 
section  of  the  Reference  Committee  report  by  de- 
leting all  recommended  changes  and  that  the  re- 
port of  the  Allied  Professions  Committee  be  ac- 
cepted as  written.  This  was  seconded  and  fur- 
ther discussion  followed.  Dr.  Tamisiea  moved  that 
this  be  further  amended  by  adding  to  this  section 
of  the  committee  report  that  it  is  understood  that 
the  patient  herself  may  use  the  self-administered 
inhaler.  Item  No.  2 would  then  read:  “The  nurse 
should  not  use  a patient  administered  inhaler  for 
the  administration  of  anesthesia.  It  is  understood 
that  the  patient  herself  may  use  the  self-adminis- 
tered inhaler.  The  registered  professional  nurse 
who  is  not  an  anesthetist  should  not  be  required  nor 
allowed  to  administer  cyclopropane,  fluothane, 
chloroform,  penthrane,  trilene,  or  intravenous  so- 
dium pentothal.” 

This  was  seconded  and  carried,  and  the  House 
approved  this  section  of  the  Reference  Committee 
report  as  amended. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Blood  and  Blood  Products 
Committee  as  carried  in  the  Handbook  as  submit- 
ted by  the  Chairman  of  this  committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Constitution  and  By-Laws  Com- 
mittee, as  carried  in  the  Handbook  as  submitted 
by  the  Chairman  of  this  committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Public  Relations  Committee  as 
carried  in  the  Handbook  as  submitted  by  the  Chair- 
man of  this  committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT. 

Dr.  Best,  Chairman  of  the  Board  of  Trustees, 
informed  the  House  that  the  Board  met  Saturday 
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afteiTioon,  and  that  the  Board  of  Trustees  approved 
funds  for  this  program. 

This  section  of  the  Reference  Committee  Report 
was  approved  by  the  House. 

Your  Reference  Committee  recommends  approval 
of  Resolution  No.  1,  submitted  for  approval  of 
the  new  Southeast  Nebraska  Medical  Society. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  approval 
of  Resolution  No.  7,  submitted  by  Dr.  John  D.  Coe, 
representing  the  Nebraska  Chapter  of  the  American 
College  of  Surgeons,  with  the  following  change: 

In  the  last  paragraph  which  reads:  “THERE- 
FORE BE  IT  RESOLVED,  that  the  Nebraska 
Chapter  of  American  College  of  Surgeons  rec- 
ommends that  surgical  assistants  be  paid  a 
stipend  equivalent  to  20%  of  the  amount  the 
surgeon  is  paid.  The  surgical  assistant  fee 
should  not  be  a portion  of  the  fee  due  the 
surgeon.  The  only  relationship  between  the 
surgeon’s  fee  and  the  surgical  assistant’s  fee 
is  that  the  amount  of  the  surgical  assistant  fee 
is  20%  of  the  surgeon’s  fee.  The  above  state- 
ment remains  valid  regardless  of  the  legal  ar- 
rangement between  the  surgeon  and  assistant 
surgeon  (that  is  regardless  of  the  fact  that 
they  are  partners,  associates,  etc.).”  It  is  rec- 
ommended that  this  be  changed  to  read: 

“THEREFORE  BE  IT  RESOLVED,  the  Ne- 
braska Chapter  of  the  American  College  of 
Surgeons  recommends  to  the  Nebraska  State 
Medical  Association,  that  surgical  assistants  be 
paid  a stipend  equivalent  to  20%  of  the  amount 
the  surgeon  is  paid;  and  also  recommend  that 
the  surgical  assistant  fee  should  not  be  a portion 
of  the  fee  due  the  surgeon.  The  only  relation- 
ship between  the  surgeon’s  fee  and  the  surgical 
assistant’s  fee  is  that  the  amount  of  the  sur- 
gical assistant  fee  is  20%  of  the  surgeon’s 
fee.  The  above  statement  remains  valid  re- 
gardless of  the  legal  arrangement  between  the 
surgeon  and  assistant  surgeon  (that  is  re- 
gardless of  the  fact  that  they  are  partners, 
associates,  etc.).” 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT. 

This  was  seconded  and  discussion  followed  re- 
garding the  “20%”  figure.  It  was  felt  that  the 
fees  should  not  be  set  for  surgical  assistants,  and 
the  question  was  asked  as  to  whether  or  not  it 
was  the  intent  that  surgical  assistants  could  be 
residents,  interns  or  medical  students.  Dr.  Coe  was 
asked  for  comment,  and  he  said  this  had  been  dis- 
cussed in  detail  by  the  Nebraska  Chapter  of  Amer- 
ican College  of  Surgeons.  The  20%  figure  was  not 
intended  to  designate  any  set  amount  to  be  charged. 
The  College  of  Surgeons  were  interested  in  provid- 
ing what  seemed  to  be  an  equitable  percentage  of 
the  surgeons  fee  for  the  assistant.  They  also  wanted 
to  be  sure  this  did  not  become  a mechanism  for 
fee  splitting.  They  felt  if  no  limit  was  set, 
physicians  involved  could  dicker  at  their  conveni- 
ence, and  there  would  then  be  a way  by  which 
division  of  fees  could  be  arranged  for.  They  had 
no  desire  to  choose  the  20%  as  the  final  figure. 
Dr.  Coe  said  that  it  was  not  the  intent  that 


surgical  assistants  could  be  residents,  interns  or 
medical  students. 

The  Chair  called  for  a vote  on  the  recommenda- 
tion of  the  Reference  Committee,  and  the  House  ap- 
proved this  section  of  their  report. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Policy  Committee  excepting 
Section  G.  Items  1,  2,  and  3,  as  carried  in  the 
Handbook  as  submitted  by  the  Chairman  of  this 
committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE NO.  4 AS  A WHOLE  AS  AMENDED.  This 
was  approved  by  the  House. 

Reference  Committee  No.  5 

Members  of  your  Reference  Committee  No.  5 
were  Drs.  Robert  M.  Sorensen,  Chairman;  Bruce 
Claussen,  and  James  Carlson. 

Your  Reference  Commitee  recommends  approval 
of  the  report  of  the  Emergency  Medical  Service 
Committee  as  carried  in  the  Handbook;  but  the  Ref- 
erence Committee  feels  that  more  explanation  is 
needed  regarding  the  20/20  program  and  the  heli- 
copter project. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT. 

This  was  seconded.  Dr.  Kimball,  Chairman  of 
this  committee,  explained  the  20/20  and  helicopter 
project,  and  the  report  of  his  committee  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Committee  on  Health  Educa- 
tion in  Schools  and  Colleges  as  carried  in  the  Hand- 
book, and  encourages  the  continuance  of  the  com- 
mittee’s work  on  health  education. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

Your  Reference  Committee  recommends  approval 
of  the  report  on  Medicine  and  Religion  as  carried 
in  the  Handbook  as  submitted  by  the  Chairman  of 
this  committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Sub-Committee  on  Athletic 
Injuries  as  carried  in  the  Handbook,  and  endorse 
continued  support  of  this  committee’s  work. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House, 

Your  Reference  Committee  recommends  approval 
of  Resolution  No.  2 and  its  addendum  regarding 
Malpractice  Coverage,  as  submitted  by  the  Medico- 
legal Advice  Committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

Your  Reference  Committee  recommends  approval 
of  the  following  physicians  for  receipt  of  50-year 
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practitioner  pins:  Drs.  Ray  S.  Wycoff,  Lexington; 
Fred  R.  Metheny,  Hastings;  Mary  S.  Bitner, 
Tucson,  Ariz.  (formerly  of  Lincoln);  F.  D.  Cole- 
man, Lincoln;  Robert  C.  Olney,  Lincoln;  John  C. 
Thompson,  Lincoln;  Ernest  S.  Wegner,  Lincoln; 
Maurice  C.  Howard,  Omaha;  Wilson  B.  Moody, 
Omaha;  and  Clarence  E.  Rodgers,  Osmond. 

Your  Reference  Committee  also  recommends  ap- 
proval of  the  request  for  Life  Membership  for  James 
F.  Kelly,  Sr.,  Omaha. 

Your  committee  further  recommends  that  here- 
after, written  approval  from  the  County  Medical 
Society  be  obtained  before  any  member  is  issued 
his  50-year  pin. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

Your  Reference  Committee  heard  a report  given 
by  Dr.  Wittson  on  the  Rural  Health  Program  and 
recommends  that  the  House  of  Delegates  of  the 
Nebraska  State  Medical  Association  go  on  record 
commending,  endorsing,  and  strongly  supporting 
efforts  of  the  University  of,  Nebraska  College  of 
Medicine  to  further  interest  in  the  field  of  family 
practice  and  in  the  concept  of  establishing  a fellow- 
ship for  family  practice. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
appi-oved  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE NO.  5 AS  A WHOLE.  This  was  approved 
by  the  House. 

Reference  Committee  No.  6 

Members  of  your  Reference  Committee  No.  6 
were  Drs.  C.  W.  Landgraf,  Jr.,  Chairman;  P.  B. 
Olsson,  and  C.  R.  Brott. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Policy  Committee,  Article  G, 
Sections  1 and  2,  as  carried  in  the  Handbook  as 
submitted  by  the  Chairman  of  this  committee. 

It  should  be  pointed  out  that  the  Board  of  Coun- 
cilors at  its  meeting  on  27  September  1968,  consid- 
ered this  report,  in  particular.  Article  G,  Section  2; 
the  decision  of  the  Board  of  Councilors  was  that 
no  action  be  taken  on  this  matter  because  the 
duties  of  the  Councilors  are  defined  in  the  Con- 
stitution and  By-Laws,  and  the  By-Laws  require 
that  the  Councilors  act  in  an  adjudicating  capacity. 

It  would  appear  that  there  would  be  no  conflict 
existing  between  the  action  of  the  Board  of  Coun- 
cilors in  this  regard  and  the  acceptance  by  the 
House  of  Delegates  of  this  Reference  Committe’s 
report  concerning  this  matter. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

Your  Reference  Committee  recommends  the  ap- 
proval of  Resolution  No.  8,  submitted  by  Wash- 
ington County  Medical  Society. 

The  sense  of  said  resolution  is,  “that  the  Ne- 
braska State  Medical  Association  reaffirm  its 
determination  to  perpetuate  the  Service  Benefit 
concept  upon  which  Blue  Shield  was  founded 
and  upon  which  it  must  depend  to  protect  the 


medical  profession  and  the  public  from  alter- 
natives over  which  the  medical  profession  has 
no  control.” 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT. 

This  was  seconded,  and  discussion  followed  re- 
gai’ding  the  wording  of  the  last  WHEREAS  which 
read  as  follows:  “WHEREAS,  relegating  Blue 

Shield  to  the  role  of  a commercial  carrier  will  de- 
prive this  segment  of  the  population  of  an  alter- 
nate method  of  voluntarily  budgeting  for  health 
care  and  invite  further  intrusions  upon  the  fee  for 
service,  private  practice  of  medicine,  now  there- 
fore.” 

It  was  moved  and  seconded  to  delete  the  word 
“relegating”  and  add  the  word  “changing,”  delete 
the  words  “to  the  role  of  a commercial  carrier”  and 
add  “from  a Service  Benefit  Plan,”  and  to  delete 
“and  invite  further  intrusions  upon  the  fee  for  serv- 
ice, private  practice  of  medicine,”  This  would  then 
read,  “WHEREAS,  changing  Blue  Shield  from  a 
Service  Benefit  Plan  will  deprive  this  segment  of 
the  population  of  an  alternate  method  of  voluntar- 
ily budgeting  for  health  care,  now  therefore.”  This 
was  approved  by  the  House.  This  section  of  Refer- 
ence Committee  No.  6 report  was  adopted  as 
amended. 

Your  Reference  Committee  recommends  the  ap- 
proval of  Resolution  No.  3 as  submitted  by  Omaha- 
Douglas  County  Medical  Society: 

WHEREAS,  there  are  many  socio-economic 
changes  taking  place  in  the  payment  for  medi- 
cal services;  and 

WHEREAS,  there  are  many  important  as- 
pects for  physicians  to  consider  in  the  various 
mechanisms  of  a licensed  insurance  carriers’s 
payment  for  medical  services;  and 

WHEREAS,  Blue  Shield  has,  in  the  past,  been 
an  important  force  in  the  development  of  the 
concept  of  licensed  insurance  carrier’s  patterns 
and  principles;  and 

WHEREAS,  the  new  policies  contemplated 
and  the  use  of  usual  and  customaiy  fees  by 
Blue  Shield  present  many  technical  and  philo- 
sophic problems,  be  it 

THEREFORE  RESOLVED,  that  the  Speaker 
of  the  House  of  Delegates  appoint  an  Ad  Hoc 
Committee  to  study  all  aspects  of  this  prob- 
lem and  that  this  committee  report  recom- 
mendations to  the  House  of  Delegates  at  the 
May,  1969  meeting. 

There  was  much  spirited  and  useful  discussion 
by  members  and  officers  of  the  Nebraska  State 
Medical  Association  and  by  representatives  of  Ne- 
braska Medical  Seiwice. 

It  was  the  consensus  of  the  meeting  that  Reso- 
lution No.  3 provides  excellent  opportunity  for 
resolution  of  the  problems  which  all  agree  exist  in 
the  field  of  health  insurance. 

Your  Reference  Committee  recommends  adoption 
of  Resolution  No.  3 and  respectfully  presumes  to 
advise  the  Speaker  of  the  House  of  Delegates 
that  membership  of  the  Ad  Hoc  Committee  to 
which  the  resolution  refers  be  constituted  on  the 
basis  that  there  shall  be  no  conflict  of  interest 
with  respect  to  health  insurance  companies  and 
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that  said  Ad  Hoc  Committee  shall  meet  with  repre- 
sentatives of  health  insurance  companies  as  part 
of  its  responsibility  for  developing  recommenda- 
tions in  accordance  with  said  resolution. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE NO.  6 AS  A WHOLE.  This  was  approved  by 
the  House. 

Dr.  Nutzman  read  the  following  appointees  to  the 
House  of  Delegates  Ad  Hoc  Study  Committee: 

Roger  Dale  Mason,  M.D.,  McCook,  Chairman 
Edwin  Loeffel,  M.D.,  Mitchell 
John  D.  Coe,  M.D.,  Omaha 
Stanley  Truhlsen,  M.D.,  Omaha 
Clarence  R.  Brott,  M.D.,  Beatrice 
Charles  Landgraf,  Jr.,  M.D.,  Hastings 
James  Ramsay,  M.D.,  Atkinson 
A.  L.  Smith,  Jr.,  M.D.,  Lincoln 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Doctors  Make  the  News 

Doctor  E.  G.  Surber,  Norfolk,  was  a re- 
cent speaker  at  a meeting  of  the  Leigh  PTA. 

Doctor  H.  D.  Feidler,  Norfolk,  was  a re- 
cent guest  speaker  at  the  Madison  Six  Coun- 
ty Medical  Assistants  Association  meeting. 

Doctor  James  J.  O’Neil,  Omaha,  has  been 
elected  a Fellow  in  the  Royal  Society  of  Med- 
icine in  London. 

Doctor  Claude  H.  Organ,  Omaha,  has  been 
named  President  of  the  Urban  League  of  Ne- 
braska Housing  Foundation. 

Doctor  Frank  H.  Tanner,  Lincoln,  was  a 
recent  guest  speaker  at  the  14th  Annual  Mid- 
State  Medical  Conference  held  in  Kearney. 

Doctor  Joseph  J.  Borghoff,  Omaha,  has 
been  named  Medical  Director  of  Bergan  Mer- 
cy Hospital. 

Doctor  Warren  Bosley,  Grand  Island,  has 
been  named  to  a three-year  term  on  the  State 
Board  of  Health. 

Doctor  William  Heusel,  Hooper,  recently 
spoke  to  the  Hooper  area  Young  Farm  Wives 
organization  on  the  topic  of  “Sex  Education 
for  Children.” 

Doctor  William  Long,  Lexington,  present- 
ed a program  of  pictures  and  slides  of  Guate- 


mala at  a recent  meeting  of  the  Dawson 
County  Medical  Society. 

Doctors  John  Krickhaum  and  Marvin 
Holsclaiv,  Auburn,  recently  attended  the  sci- 
entific sessions  of  the  Texas  Heart  Associa- 
tion Assembly  in  San  Antonio. 

Doctor  R.  S.  Wycoff,  Lexington,  has  re- 
ceived a Certificate  of  Appreciation  in  recog- 
nition of  his  service  to  the  Selective  Service 
System. 

Doctors  William  T.  Griffin,  Lincoln; 
James  F.  Duesman,  Omaha ; William  R. 
Hamsa,  Jr.,  Omaha;  William  H.  Johnson, 
Omaha ; Richard  D.  Schultz,  Omaha ; Charles 
R.  Yaydngton,  Omaha;  Lor  an  C.  Grubbs, 
Scottsbluff ; and  Calvin  M.  Oba,  Scottsbluff, 
were  recently  inducted  as  Fellows  of  the 
American  College  of  Surgeons. 


It’s  New 

Eli  Lilly  and  Company  has  begun  mar- 
keting a vaccine  to  combat  the  new  Hong 
Kong  strain  of  Asian  influenza.  The  Lilly 
firm  started  shipping  supplies  to  wholesale 
distributors  on  the  west  coast,  where  the 
first  cases  of  the  expected  epidemic  have 
been  reported. 

A company  spokesman  said  the  initial 
supplies  are  limited,  but  increasing  amounts 
are  expected  to  be  distributed  on  a weekly 
basis  to  help  supply  the  needs  of  the  rest 
of  the  country. 

For  the  Lilly  monovalent  vaccine,  the 
virus  is  grown  in  embryonated  chicken  eggs 
and  then  is  purified  and  highly  concentrated 
in  a sucrose  density-gradient  solution  by 
means  of  a continuous-flow  centrifugation 
process  known  as  Zonomune'^'*  (zonal  centri- 
fuged vaccine,  Lilly).  It  is  inactivated  with 
formaldehyde  solution. 

The  Zonomune  process  produces  a product 
virtually  free  of  the  amorphous  and  cellular 
residue  usually  found  in  conventionally  made 
vaccine.  Laboratory  studies  have  demon- 
strated a significant  reduction  in  specific 
soluble  chicken-protein  components  when 
compared  with  the  conventional  vaccine.  In 
the  clinical  trials,  marked  reduction  in  the 
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incidence  and  intensity  of  local  reactions, 
malaise,  and  chills  likewise  was  observed. 

Parke,  Davis  and  H.K.  influenza 
vaccine 

Parke,  Davis  & Company  announced  it 
had  released  303,000  doses  of  Hong  Kong  in- 
fluenza virus  vaccine  for  immediate  distribu- 
tion to  physicians  and  druggists. 

The  vaccine,  which  was  approved  by  the 
government,  has  been  allocated  to  the  firm’s 
23  branch  offices  throughout  the  United 
States. 

A Parke-Davis  spokesman  said  additional 
supplies  of  the  new  vaccine  would  continue 
to  be  released  every  10  days  to  two  weeks, 
following  approval  by  the  Government  li- 
censing agency,  the  Division  of  Biologic 
Standards,  until  production  has  been  com- 
pleted about  mid-February. 

The  spokesman  added  that  the  company 
will  follow  the  U.S.  Public  Health  Service 
recommendations  that  the  vaccine  be  made 
available  first  to  the  chronically  ill  and  per- 
sons over  65. 

“This  initial  lot  of  vaccine  is  the  result 
of  a ‘crash  program’  instituted  by  Parke- 
Davis  in  September  to  produce  a vaccine  to 
combat  the  threatened  epidemic  of  Hong 
Kong  influenza,”  the  spokesman  said. 

Isolated  epidemics  of  the  new  strain  of 
influenza  already  have  hit  parts  of  the  Unit- 
ed States. 

The  spokesman  said  a single  price  for  the 
vaccine  had  been  set  for  all  classes  of  trade, 
and  a no-return  policy  instituted  to  discour- 
age any  excess  ordering. 


Our  Medical  Schools 

Continuing  education 

Three  courses  are  on  the  continuing  educa- 
tion docket  of  the  University  of  Nebraska 
College  of  Medicine  for  February. 

The  popular  course  on  closed  chest  car- 
diac resuscitation  will  be  repeated.  The 
fifth  annual  conference  will  be  presented  in 


three  segments  — the  first  on  Monday, 
February  17,  for  physicians  and  dentists, 
and  the  second  and  third  for  nurses  on  Tues- 
day and  Wednesday,  February  18  and  19. 
The  same  course  will  be  presented  each  day 
basically,  with  particular  emphasis  on  the 
respective  disciplines.  Two  days  are  allowed 
for  nurses  because  of  the  large  num- 
ber who  attend.  Dr.  Donald  Freeman, 
assistant  instructor  of  anesthesia,  will  be 
coordinator  of  the  course. 

The  course  will  be  held  in  the  University 
of  Nebraska  School  of  Nursing.  The  course 
carries  six  hours  of  AAGP  credit. 

The  registration  fee  of  $20  for  physicians 
and  dentists  and  $10  for  nurses  includes  one 
luncheon. 

Care  of  the  risk  newborn  will  be  the  sub- 
ject of  a course  Monday  and  Tuesday,  Feb- 
ruary 10  and  11.  The  course  coordinator 
will  be  Dr.  Gerard  VanLeeuwen,  associate 
professor  of  pediatrics  and  a neonatologist. 

Guest  faculty  will  include  Dr.  Stanley 
Graven,  assistant  professor  of  pediatrics  at 
the  University  of  Wisconsin  Medical  Center; 
Dr.  Richard  Guthrie,  assistant  professor  of 
pediatrics  at  the  University  of  Missouri  Med- 
ical Center,  and  Dr.  James  Sutherland,  pro- 
fessor of  pediatrics  at  the  University  of  Cin- 
cinnati College  of  Medicine. 

Registration  fee  of  $40  includes  two  lunch- 
eons. The  course  carries  12  hours  of  AAGP 
credit.  Sessions  will  be  held  in  the  audi- 
torium of  the  Nebraska  Psychiatric  Institute. 

Aging  and  Arteriosclerosis  will  be  consid- 
ered in  the  course  Monday  and  Tuesday,  Feb- 
ruary 24  and  25.  Dr.  Denham  Harman,  pro- 
fessor of  biochemistry,  is  coordinator  of  the 
course. 

Guest  faculty  will  include  Dr.  Charles 
Barrows,  Jr.,  chief  of  the  biochemistry  sec- 
tion, Gerontological  Research  Division  of 
the  National  Institute  of  Child  Health  and 
Human  Development,  Baltimore,  Maryland, 
and  Dr.  William  Castelli,  who  is  associated 
with  the  United  States  Public  Health  Serv- 
ice’s Framingham  Epidemiological  study. 

Registration  fee  of  $40  includes  two  lunch- 
eons. The  course  carries  12  hours  of  AAGP 
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credit.  Sessions  will  be  held  in  the  audi- 
torium of  the  Nebraska  Psychiatric  Institute. 


Dr.  Kepler  to  Vietnam 

A member  of  the  faculty  of  the  Univer- 
sity of  Nebraska  College  of  Medicine  has 
been  selected  to  serve  in  a specialized  medi- 
cal program  in  Vietnam  for  plastic  and  re- 
constructive surgery  established  by  Chil- 
dren’s Medical  Relief  International,  Inc.,  a 
non-profit  organization  with  headquarters  in 
New  York  City. 

Dr.  Milton  0.  Kepler,  associate  professor 
of  pediatrics,  will  leave  for  Saigon  on  De- 
cember 10,  where  he  will  serve  for  three 
months  as  chief  of  pediatrics  of  a modern 
internationally  staffed  76-bed  surgical  teach- 
ing hospital  and  reception  and  convalescent 
unit  established  recently  for  the  treatment 
of  Vietnamese  children  with  injuries  or  con- 
genital malformations  requiring  plastic  and 
reconstructive  surgery. 

“There  is  a tremendous  backlog  of  such 
cases  in  this  war-torn  country  which  has  only 
650  local  physicians,  most  of  whom  live  in 
larger  towns,  to  care  for  a scattered  civilian 
population  of  17  million,”  Dr.  Kepler  said. 

The  hospital,  which  is  organized  on  a self- 
help  basis,  is  also  engaged  in  a program  for 
the  training  of  Vietnamese  doctors,  nurses, 
technicians  and  administrators  who  will 
eventually  assume  responsibility  for  the  fa- 
cility. Operating  as  a model  hospital,  the 
facility  serves  an  additional  purpose  of  il- 
lustrating that  modern  hospital  technique 
can  be  introduced  successfully  into  develop- 
ing countries. 

“Already  the  hospital  has  made  tremen- 
dous strides  in  the  areas  of  operating  room 
technique  and  patient  care,”  Dr.  Kepler  re- 
ported. “For  instance,  the  post-operative 
infection  rate  has  been  cut  down  to  less  than 
3 per  cent,  while  in  many  hospitals  in  de- 
veloping countries  it  is  as  high  as  80  or  90 
per  cent.” 

Dr.  Kepler  said  he  will  have  charge  of  50 
children  who  are  either  pre-operative  or  post- 
operative cases.  His  job  will  be  to  bring 
them  up  to  the  state  of  health  requii*ed  for 
surgery  and  watching  for  infections  fol- 


lowing surgery.  To  minimize  the  rate  of  in- 
fection, the  Saigon  hospital  deviates  from 
a usual  Vietnamese  practice  of  allowing  the 
entire  family  to  accompany  a patient  dur- 
ing his  hospital  stay.  “While  solving  the 
infection  problem,  this  practice  creates  an 
emotional  problem  for  many  children,”  Dr. 
Kepler  said. 

In  a few  months  the  present  hospital 
will  expand  into  a modern  $500,000  48-bed 
surgical  unit  now  under  construction  on  the 
grounds  of  the  country’s  largest  civilian  hos- 
pital, the  Cho  Ray  Hospital. 

The  program  is  financed  by  grants  from 
the  United  States  Agency  for  International 
Development  and  the  Vietnamese  govern- 
ment, as  well  as  private  donations. 

ANSWERS  TO  DOCTOR’S  DICTIONARY 

a.  Recreational  therapy,  reading  test, 
right. 

b.  Urinary  tract  infection. 

c.  Valvular  disease  of  the  heart. 

d.  Oral  poliovirus  vaccine. 

e.  Not  known. 


Urethrovesical  Suspension  — P.  Fugere,  A. 
Moallem,  and  B.  Michon  (1058  rue  Saint- 
Denis,  Montreal).  Canad  Med  Ass  J 99: 
295-298  (Aug  17)  1968. 

The  authors  describe  their  experience  with 
200  cases  of  urethrovesical  suspension  as 
similarly  described  by  Pereyra  and  also  by 
Harer.  They  report  the  follow-up  to  date 
of  the  first  50  cases,  and  emphasize  the  ad- 
vantages of  this  new  technique  over  the 
Kelly  - Kennedy  urethrocystorraphy  or  the 
Marshall  - Marchetti  type  of  urethrovesical 
suspension.  Urethrocystograms  taken  pre- 
operatively  and  postoperatively  illustrate  the 
correction  of  the  urethrovesical  angle.  The 
results  so  far  show  a diminished  hospitaliza- 
tion time,  a decreased  incidence  of  post- 
operative urinary  retention,  and  a cure  of 
the  stress  incontinence  in  49  of  the  50 
cases  I'eported. 
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Down  Memory  Lane 

1.  The  present  war  has  provided  great 
opportunities  for  the  mass  study  of  trau- 
matic neurology  in  both  its  organic  and  func- 
tional phases. 

2.  The  most  exact  method  that  we  have 
today  for  arriving  at  an  accurate  diagnosis 
of  a bone  lesion,  is  the  Roentgen  ray. 

3.  Great  attention  to  ventilation  at  every 
point  where  people  gather  is  most  essential. 

4.  The  victory  over  Germany  is  won. 

5.  Head  injury  in  individuals  over  forty- 
five  should  be  very  carefully  watched  and 
a period  of  complete  I'est  in  bed  of  at  least 
two  weeks  insisted  upon,  even  in  the  absence 
of  all  symptoms. 

6.  We,  personally  can  not  now  recall  a 
single  case  of  complete  recovery  so  long  as 
probable  litigation  was  contemplated,  even 
as  a remote  possibility. 

7.  The  French  and  Italians  are  quicker 
to  interfere  because  of  the  well-known  sur- 
gical fact  that  the  longer  interference  is 
delayed  in  gunshot  wounds  of  the  head,  the 
greater  the  danger  of  infection  — an  axiom 
in  this  war. 

8.  Conjugally  conjugated  syphilis  is  not 
as  rare  as  the  paucity  of  literature  indicates. 

9.  This  issue  begins  our  fourth  volume. 
It  is  the  twenty-seventh  Journal  in  the  fam- 
ily of  twenty-nine  state  medical  association 
owned  and  controlled  official  publications. 

10.  Not  only  is  the  grim  reaper  claiming 
many  physicians,  but  in  their  homes  deaths 
are  frequent. 

11.  The  return  of  our  M.R.C.  members 
to  civil  practice  is  a stimulant  to  every  phase 
of  medical  practice. 

12.  In  conclusion  I wish  to  emphasize  the 
fact  that  the  roentgen  examination  of  chest 
lesions  is  of  great  importance  in  corroborat- 
ing and  amplifying  the  clinical  diagnosis  and 
by  its  ix)utine  use  the  percentage  of  diag- 
nostic errors  can  be  reduced. 

Nebraska  State  Medical  Journal 
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Pulmonary  Complications  and  Water  Reten- 
tion in  Prolonged  Mechanical  Ventilation 

— A.  Sladen,  M.  B.  Laver,  and  H.  Pon- 
toppidan  (Univ  of  Texas  Medical  School, 
San  Antonio).  New  Eng  J Med  279:448- 
452  (Aug  29)  1968. 

In  a retrospective  study  of  100  patients 
with  prolonged  mechanical  ventilation,  19 
developed  water  retention  without  evidence 
of  cardiac  failure.  This  was  associated  with 
radiological  evidence  of  pulmonary  edema 
and  with  the  following  significant  changes: 
a mean  increase  in  weight  of  2.6  kg,  a mean 
increase  in  the  alveolar  arterial  oxygen  ten- 
sion gradient  of  127  mm  Hg,  a decrease  in 
vital  capacity  of  29%,  a decrease  in  esti- 
mated compliance  of  31%,  a decrease  in 
hematocrit  of  13%,  and  a decrease  in  serum 
sodium  of  5.80  mEq/liter.  These  changes 
were  reversed  following  the  institution  of  a 
negative  water  balance  by  restricting  water 
intake  and  by  diuretic  therapy.  Radiological 
improvement  was  usually  prompt.  The  ap- 
pearance of  pulmonary  edema  may  be  relat- 
ed to  a relative  water  overload,  a rise  in 
antidiuretic  hormone  production,  or  sub- 
clinical  cardiac  failure. 


Changes  in  Structure  of  Human  Bone  With 

Age  — S.  Chatterji  and  J.  W.  Jeffrey 
(Dept  of  Crystallography,  Birbeck  College, 
London).  Nature  (London)  219:482-484 
(Aug  3)  1968. 

The  pliability  of  human  bone  decreases 
with  increasing  age.  Because  the  chemical 
nature  of  bone  material  (apatite)  does  not 
undergo  any  appreciable  change  during  a 
lifetime,  the  changes  probably  occur  in  the 
physical  properties  of  the  apatite  crystals. 
The  crystallite  size  of  the  apatite  apparent- 
ly increases  with  the  age  of  the  bone.  It 
should  be  possible  to  evaluate  the  average 
rate  of  crystal  growth  from  a study  of  a 
number  of  bone  samples  obtained  from  dif- 
ferent age  groups.  Bone  made  up  of  small 
crystallites  is  more  pliable  than  bone  made 
up  of  larger  crystallites.  The  loss  in  pli- 
ability of  bone  with  age  may  be  an  important 
factor  in  enhancing  the  increased  incidence 
of  bone  fracture  after  about  35  years  of 
age. 
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The  Funny  Bone 

1.  The  Patient. 

“Have  you  ever  had  heart  trouble?” 

“Do  you  mean  heart  trouble?” 

2.  The  Nurse. 

“We’re  starting  late  because  we  just 
finished  a meeting  to  see  why  we 
start  late.” 

3.  From  The  Chart. 

“Read  some  letters.  Tolerated  well.” 

4.  The  Surgeon. 

“The  pulse  is  80.” 

“Eighty  over  what?” 

5.  How  Much  Do  You  Weigh?” 

“Who,  me?” 

6.  The  Oldest  Medical  Joke. 

“My  husband  and  I are  sterile.  Will 

we  pass  this  on  to  our  children?” 

7.  Department  of  Definitions. 

“Doctor’s  house”:  Bedside  Manor. 

8.  Curiosity  Corner. 

Doctors’  bills  are  considered  debts  of 
honor  in  Sweden,  Austria,  and  China. 

9.  Do  You  Believe  It? 

We  recently  read  a nonbook  on  anes- 
thesia. A nonbook  is  written  by  a 
tape  recorder.  You  get  six  or  eight 
experts  together,  and  they  talk  with- 
out preparation  and  without  notes, 
and  you  print  what  comes  out  of  the 
recorder  and  call  it  a book.  They 
asked  eight  doctors  how  they  would 
anesthetize  the  same  diabetic  patient, 
and  they  got  eight  different  answers. 

10.  Odds  And  Ends. 

A man  is  betting  that  he  can  eat  an 
automobile  in  four  years. 

11.  Lines  That  Caught  Our  Eye. 

Never  make  a positive  diagnosis. 

— Osier 


I never  say  of  an  operation  that  it  is 
without  danger. 

— Bier 

12.  Thoughts  While  Editing. 

“Do  you  charge  less  for  poor  patients?” 
“Yes,  I do.” 

“0,  you  charge  more  for  rich  ones.” 

13.  Did  You  Know? 

From  1965  to  1967,  the  average  hospital 
stay  increased  from  7.8  to  8.2  days. 

14.  Poetry  Corner. 

Coughin’, 

Coffin. 

1.5.  Slow  Death  Of  The  English  Language. 

“It’s  a cool  97  degrees.” 

16.  Pet  Peeve. 

Just  as  you  find  a nurse,  her  phone 
rings. 

17.  Do  You  Remember? 

Milk  with  cream  on  top. 

18.  The  Surgeon’s  Cry. 

“That’s  enough  out  of  you.” 

— F.C. 

Correspondence 

To  the  Editor: 

The  University  of  Nebraska  College  of 
Medicine  has  some  funds  to  assist  physicians 
who  wish  to  take  some  intensive " training 
related  to  cancer  detection  or  management. 
A program  can  be  tailored  to  the  physi- 
cian’s particular  interests,  or  needs.  Please 
contact  J.  P.  Tollman,  M.D.,  University  of 
Nebraska  College  of  Medicine,  42nd  and 
Dewey  Avenue,  Omaha,  Nebraska  68105. 

Very  truly  yours, 

J.  P.  Tollman,  M.D. 
Professor  of  Pathology 
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GENERAL 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
January  4 — Cozad,  Elks  Lodge 
Januaiy  11  — Norfolk,  Elks  Lodge 
February  1 — Soottsbluff,  St.  Mary’s  Hos- 
pital 

February  15  — Grand  Island,  St.  Francis 
Hospital 

PEDIATRICS  LECTURES  — Denver  Chil- 
dren’s Hospital,  January  7 through  10, 
1969;  no  fee.  Write:  Joseph  Butterfield, 
M.D.,  Denver  Children’s  Hospital,  19th 
Avenue  at  Downing,  Denver,  Colorado 
80218. 

SOCIETY  FOR  CRYOSURGERY  — Annual 
meeting  at  the  Hilton  Plaza,  Miami  Beach, 
January  12-17,  1969.  Write  to:  John  G. 
Bellows,  M.D.,  Secretary,  30  North  Michi- 
gan Avenue,  Chicago,  Illinois  60602. 


DIABETES  IN  REVIEW  — Clinical  Con- 
ference 1969,  the  Sixteenth  Postgraduate 
Course  to  be  presented  by  the  Committee 
on  Professional  Education  of  the  American 
Diabetes  Association ; January  22,  23,  and 
24,  1969,  at  the  Denver  Hilton.  The  ad- 
dress of  the  American  Diabetes  Associa- 
tion is:  18  East  48th  Street,  New  York, 
N.Y.  10017. 

COMPREHENSIVE  SERVICES  IN  LONG 
TERM  CARE  — Sponsored  by  the  Nation- 
al League  for  Nursing;  January  30  and 
31,  1969,  at  the  Hotel  Commodore  in  New 
York  City.  The  League’s  address  is  10 
Columbus  Circle,  New  York,  N.Y.  10019. 

CURRENT  PROBLEMS  IN  ELECTRO- 
ENCEPHALOGRAPHY — March  13-15, 
1969;  Houston,  Texas;  sponsored  by  The 
American  Electroencephalographic  Soci- 
ety and  Baylor  University  College  of  Medi- 
cine. Write  to:  Peter  Kellaway,  Baylor 
University  College  of  Medicine,  Texas 
Medical  Center,  Houston,  Texas  77025. 

22nd  NATIONAL  CONFERENCE  ON  RUR- 
AL HEALTH  — at  the  Philadelphia  Mar- 


riot  Motor  Hotel,  Philadelphia,  Pennsyl- 
vania; March  21-22,  1969.  Write  to: 
Council  on  Rural  Health,  AMA,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610; 
attention : Bond  L.  Bible,  Ph.D. 

MIDWEST  CANCER  CONFERENCE  — 
21st  Annual;  March  21  and  22,  1969; 
Broadview  Hotel ; Wichita,  Kansas.  The 
address  of  the  American  Cancer  Society, 
Kansas  Division,  is  824  Tyler  Street,  To- 
peka, Kansas  66612 ; the  conference  chair- 
man is  Ernest  P.  Carreau,  M.D. 

LARYNGOLOGY  AND  BRONCHOESOPHA- 
GOLOGY  — Postgraduate  course;  con- 
ducted by  the  Department  of  Otolaryn- 
gology of  the  Illinois  Eye  and  Ear  Infirm- 
ary and  the  College  of  Medicine  of  the 
University  of  Illinois  at  the  Medical  Cen- 
ter; April  14  through  April  25,  1969. 
Write  to:  the  Department  of  Otolaryn- 
gology, College  of  Medicine,  University  of 
Illinois  at  the  Medical  Center,  P.  0.  Box 
6998,  Chicago,  Illinois  60680. 


1.  Do  you  need  ideas  for  health 
services  to  your  community? 

Your  county  needs  the  Medical  Auxiliary. 
Promote  some  of  these: 

Annual  physical  examinations  for  the  mid- 
dle-aged. 

Blood  donor  recruitment,  especially  during 
holidays. 

Community  Health  Week  in  October.  Choose 
a different  week  if  necessary. 

Disease  detection  programs. 

Emergency  Medical  Alert  identification  tags. 
A good  public  relations  stunt  would  be  to 
buy  them  for  the  few  children  who  need 
them  in  your  area. 

First  Aid  training  programs. 

Gems  program  to  train  baby  sitters.  Adams 
County  Auxiliary  does  this. 
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//ealth  fairs.  For  your  county  fair,  plan  six 
months  ahead. 

/mmunization  programs. 

7oin  with  schools  in  conducting  vision  and 
hearing  tests.  St.  Paul,  Minnesota  Aux- 
iliary yearly  tests  four  year  olds,  as  five  is 
too  late. 

Aits  containing  health  education  material 
from  AMA  for  Welcome  Wagon. 

Local  health  problems  in  the  news  should 
give  us  action  program  ideas. 

Maintain  lists  for  the  elderly  on  recreational 
facilities  and  dates. 

Aarcotic  addiction,  hallucinogens.  Use  new 
package  program  from  AMA. 

Older  citizens’  programs  on  hygiene,  nutri- 
tion, and  meals  services. 

Physical  fitness  programs  for  all  ages. 

Quackery,  fad  diets,  health  frauds.  Use  ex- 
perts to  expose  the  problem. 

Petiree  programs  — counseling  for  pre-re- 
tirement and  post-retirement. 

Smoking  — its  dangers.  Write  for  new 
package  program  at  AMA  in  Chicago. 

Today’s  Health  Guide  for  only  $4  and  six 
months  of  Today’s  Health  magazine  for 
only  $1.  Give  as  awards  to  hospitals, 
schools  and  stores. 

Urban  and  rural  problems  in  safety  and 
poison  control. 

Uenereal  disease.  Write  for  new  package 
program  from  AMA. 

Water  and  air  pollution. 

Atra  effort  and  attention  directed  at  alco- 
holism, as  it  is  an  illness. 

Youth  programs  such  as  sex  education,  hy- 
giene, nutrition,  and  injuries. 

Zealous  cooperation  with  all  recognized 
health  agencies.  Have  buttons  or  ribbons 
printed  that  say  County  Medical  Auxiliary 
Volunteer.  Wear  these  when  assisting  the 
Red  Cross  and  other  agencies. 

Eleanore  M.  Ward, 
Health  Services  Chm. 


2.  Woman’s  Auxiliary 

“Where  do  we  go  from  here?’’  Many  high 
school  students  are  already  asking  this  ques- 
tion as  they  look  toward  next  summer. 
Some  possible  answers  in  the  field  of  health 
careers  follow: 

Linda  and  Janet  were  both  interested  in 
what  went  on  in  their  city  hospital,  and  both 
wanted  to  be  nurses.  At  the  end  of  their 
junior  year,  they  enrolled  in  the  hospital’s 
Candy-Striper  program. 

Linda’s  experience  made  her  surer  than 
ever  that  she  wants  to  work  with  people  in 
a hospital,  but  since  she  is  only  an  average 
student,  her  guidance  counselor  points  out 
that  she  will  have  difficulty  enrolling  in  a 
school  of  nursing,  and  an  even  harder  time 
completing  the  course.  She  suggests  that 
Linda  enroll  in  a training  program  for  li- 
censed practical  nurses. 

Janet  is  an  excellent  student  who  looks  for- 
ward confidently  to  four  years  of  college. 
She  enjoyed  the  hospital  environment  and 
found  it  challenging,  but  her  work  as  a 
Candy-Striper  caused  her  to  decide  that  she 
would  not  be  happy  caring  for  sick  people. 
Her  counselor  has  suggested  two  career  pos- 
sibilities to  her:  medical  records  librarian- 
ship  and  medical  social  work. 

Keith  is  another  average  student.  He  has 
always  enjoyed  working  with  his  hands  much 
more  than  studying.  He  had  wanted  for  a 
long  time  to  be  a dentist,  but  his  college  en- 
trance examination  scores  were  the  final  dis- 
appointment to  his  plan  to  enroll  in  the  pre- 
dental course  at  his  state  university.  His 
family  dentist  suggested  a career  as  a den- 
tal laboratory  technician,  where  he  could 
use  his  manual  skills  to  make  dentures, 
crowns,  and  inlays  for  dental  patients.  Keith 
is  now  working  in  the  dental  laboratory  in 
a nearby  city  as  he  trains  for  his  career. 

Joe  is  the  middle-aged  father  of  four.  He 
still  leaves  his  home  at  6:30  a.m.,  carrying 
his  lunchbox,  although  it  has  been  six  months 
since  he  lost  his  factory  job  due  to  automa- 
tion. Now  Joe  rides  the  subway  to  one  of 
the  hospitals  in  his  city,  where  he  is  learn- 
ing a new  career.  Funds  from  the  Manpower 
Development  Training  Act  finance  the  year- 
long course  which  will  prepare  Joe,  and  oth- 
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ers  like  him,  to  become  certified  laboratory 
assistants.  After  graduating  and  passing 
the  certifying  examination,  Joe  will  work  in 
a medical  laboratory,  doing  routine  tasks  so 
that  the  medical  technologists  will  be  free 
for  more  complicated  work  requiring  a back- 
ground of  college-level  science. 

The  Manpower  Development  Training  Act 
also  financed  the  41-week  course  at  another 
big-city  hospital  where  Sam,  together  with 
nine  other  disadvantaged  young  people  from 
the  ghetto,  learned  to  be  a surgical  techni- 
cian. A dropout  from  both  a regular  high 
school  and  a trade  school,  Sam  at  18  was 
well  on  his  way  to  a life  of  frustration, 
poverty,  and  crime.  As  they  studied,  he  and 
his  classmates  learned  the  pride  of  disci- 
pline teamwork  as  well  as  facts  and  skills. 
Now  a broad  grin  covers  his  face  as  he  talks 
about  his  work,  “Here’s  where  I belong,”  he 
says,  “Like,  man,  now  I’m  needed!” 

In  1900,  there  was  one  paramedical  work- 
er for  every  physician.  Today,  the  ratio 
is  13:1,  and  by  1975  — six  years  from  now 
— it  may  well  rise  to  25:1,  as  the  health  pro- 
fessions struggle  to  meet  rising  demands 
for  health  care  from  a burgeoning  popula- 
tion. 

More  and  more  young  people  are  going  to 
college.  We  shall  need  them,  for  from  their 
ranks  will  come  tomorrow’s  physicians,  den- 
tists, researchers,  medical  technologists, 
physical  therapists,  and  dietitians.  But 
many  young  people  and  their  parents  do 
not  realize  that  there  are  other  roads  to 
satisfy  careers  in  the  health  occupations. 

What  are  some  of  these  other  roads? 

Community  and  junior  colleges  are  one. 
Many  courses  to  prepare  girls  for  a career 
as  a medical  assistant  in  a physician’s  of- 
fice are  now  offered  by  junior  colleges.  So 
are  two-year  programs,  given  in  co-operation 
with  a local  hospital,  leading  to  an  associate 
degree  in  nursing. 

A vocational-technical  school  may  train 
dental  assistants,  as  do  both  the  Central 
Plains  and  the  Mid-Plains  Vocational-Tech- 
nical Schools  here  in  Nebraska. 

The  hospital  will  continue  to  be  a base  for 
training  health  workers,  ranging  from  the 
registered  nurse  to  the  certified  laboratory 


assistant,  the  inhalation  therapist,  and  the 
electrocardiograph  technician. 

Nebraska  physicians  and  their  families 
can  be  alert  to  developments  in  training  pro- 
grams for  health  careers.  They  can  know 
what  is  available  in  the  schools,  colleges,  and 
hospitals  of  their  own  city,  and  of  the  state. 
They  can  relay  information  to  high  school 
guidance  counselors,  who  are  hard-pressed  to 
keep  up  with  developments  in  over  30,000 
careers.  And  they  can  continue  telling  teach- 
ers, parents,  young  people,  and  whoever  will 
listen  about  the  opportunities  in  health  ca- 
reers. 

Naomi  Getty 


Medicine  and  the  Law 

Medicaid  cut  restored 

The  90th  Congress  restored  a half-billion 
dollar  cut  in  the  Medicaid  program  just  be- 
fore closing. 

Fingerprint  the  doctor 

It  has  been  suggested  that  all  applicants 
for  medical  licensure  be  fingerprinted  in  an 
effort  to  help  eliminate  physician  imposters. 


Transduodenal  Exploration  of  Common  Duct 
Without  Choledochotomy  — T.  A.  Michels 
and  A.  J.  Hunnicutt  (Highland  General 
Hosp,  Oakland,  Calif).  Amer  J Surg  116: 
152-157  (Aug)  1968. 

Transduodenal  exploration  of  the  common 
duct  without  choledochotomy  was  performed 
in  82  patients.  The  procedure  is  used  in 
patients  with  suspected  stones  in  the  com- 
mon duct  and  in  patients  with  malfunction 
of  the  duodenal  ampulla.  Common  duct 
stones  can  be  removed  through  the  ampul- 
lary  end  of  the  common  duct  without  using 
choledochotomy  or  T-tube  drainage.  Addi- 
tional significant-ampullary  disease  can  be 
identified  at  the  time  of  exploration.  Mal- 
function of  the  duodenal  papilla,  usually  ste- 
nosis, can  be  the  precursor  of  pancreatitis. 
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Fibrinolysis  by  “Minidosage”  — R.  Heikin- 
heimo  (Tampere  Central  Hosp,  Tampere, 
Finland).  Curr  Ther  Res  10:382-393 
(Aug)  1968. 

Streptokinase  (SK)  was  administered  in- 
travenously by  intermittent  drop  infusions 
to  31  patients  suffering  from  peripheral  ar- 
terial occlusion,  8 patients  with  pulmonary 
embolism,  and  4 with  venous  thrombosis. 
Initially,  500,000  units  of  SK  were  admin- 
istered within  an  hour.  Coagulometric  de- 
termination of  the  fibrinogen  level  in  the 
patient’s  blood  was  used  to  assess  the  action 
of  the  drug.  Permanent  recovery  was 
achieved  in  three  patients  with  arterial  oc- 
clusion in  the  upper  limb,  in  none  of  the 
four  with  occlusion  in  the  abdominal  aorta, 
in  four  of  the  six  with  occlusion  of  the  iliac 
artery,  in  five  of  the  eight  with  occlusion 
in  the  femoral  artery,  and  in  five  of  the 
seven  with  occlusion  of  the  crural  arteries — 
a total  of  17  cases  of  29.  Embolectomy  was 
performed  in  two  patients  before  the  effect 
of  SK  could  be  assessed.  In  seven  of  the 
remaining  12  patients  the  improvement  was 


temporary  and  no  improvement  was  seen  in 
five.  Seven  of  the  eight  patients  with  pul- 
monary embolism  recovered  completely;  one 
died.  Two  of  the  four  with  venous  throm- 
bosis developed  pulmonary  embolism,  which 
was  fatal  in  one.  Side  effects  included  pul- 
monary emboli  following  venous  thrombi, 
cerebral  apoplexy  in  three  patients  while 
under  treatment,  and  the  increased  uterine 
hemorrhage  in  two  postpartum  patients. 


Parents  of  Autistic  Children  — D.  P,  Ogdon 
et  al  (Old  Dominion  College,  Norfolk,  Va). 
Amer  J Orthopsychiat  38:653-658  (July) 
1968. 

A group  of  parents  of  autistic  children  are 
contrasted  with  a comparable  group  of  par- 
ents with  normal  children  by  means  of  the 
Rorschach  test.  Significant  differences 
seem  to  strengthen  the  position  that  the 
parents’  personality  may  influence  the  de- 
velopment of  autism. 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  General  Practice 
Mr.  Mac  F.  Cabal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
\merican  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
Laurentius  O.  Underdahl,  M.D. 

1 East  45  Street 

New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street,  New  York  10,  New  York 
National  Hemophilia  Foundation 
25  West  39th  St.,  New  York,  N.Y.  10018 
American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive,  Chicago  11,  Illinois 
American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 

515  Busse  Hy.,  Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 

3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive,  Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 

535  North  Dearbon  St.,  Chicago  10,  Illinois 
American  Urological  Association 
Rubin  Flocks,  M.D.,  Secretary 
State  University  of  Iowa  Hospitals, 

Iowa  City,  Iowa 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  New  York 

International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Dr.,  Chicago  10,  Illinois 
National  Multiple  Sclerosis  Society 
257  Park  Avenue  South,  New  York  10,  N.Y. 
Vocational  Rehabilitation  Administration 

Mary  E.  Switzer,  Commissioner,  Washington,  D.C. 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


IF  I SHOULD  DIE  BEFORE  I WAKE 

We  must  all  of  us  lie  down  in  darkness 
and  as  the  French  say,  we  die  alone.  The 
Good  Book  tells  us  there  is  a time  to  die. 
Some  of  us  die  while  the  sun  is  up  and  some 
die  at  night.  We  do  not  know  which  is  com- 
moner and  we  would  suspect  that  there  is 
no  great  difference.  But  when  someone 
dies  at  night,  particularly  if  the  individual 
is  well  known,  it  is  often  said  that  he  died 
in  his  sleep.  It  is  euphemistic,  we  sug- 
gest, and  it  serves  only  to  indicate  that  this 
good  and  great  man  was  spared  both  the 
pain  of  dying  and  the  knowledge  that  death 
was  at  hand. 

How  do  they  know?,  we  wonder  when 
we  see  the  phrase.  Was  there  an  unheard 
cry,  an  unwitnessed  moment  of  wakeful- 
ness? It  is  a blow-softening  phrase,  and 
a comforting  one,  and  we  would  not  differ 
with  the  motives  of  those  who  utter  it.  But 
on  the  grounds  of  accuracy,  we  take  issue 
here.  “To  die:  to  sleep”;  says  our  favor- 
ite author,  “no  more.”  Caesar  said,  the  day 
before  he  died,  and  he  got  his  wish,  that 
the  best  death  was  sudden  and  unexpected. 
We  agree  with  him;  some  know  when  they 
are  about  to  die,  while  others  are  spared 
this  knowledge.  We,  too,  should  prefer  to 
die  happy,  without  pain,  without  premon- 
ition, and  without  lingering. 

And  if  we  one  day  die  in  our  sleep,  we 
will  never  know;  nor,  we  suspect,  will  any- 
body else. 

— F.C. 


IT’S  A NICE  DAY 

We  came  down  the  hospital  elevator  (how 
can  you  come  doivn  in  something  that 
elevates?)  with  a visitor  who,  making  polite 
conversation,  said  “It’s  a nice  day.”  Our 
business  is  the  extending  of  life  and  the 
relieving  of  pain.  Our  office  is  the  hos- 
pital, and  our  clients  are  the  sick  and  the 
injured.  So  we  told  him,  “They’re  all  nice 
if  you’re  well.” 


For  a rainy  day  is  better,  if  you’re  not 
hurting,  than  a sunny  day  when  you’re  in 
pain.  And  a snowstorm  can  be  downright 
pleasant  when  you’re  healthy  if  you  remem- 
ber others  who  are  not.  We  spend  our  days 
and  our  lives  with  sick  and  hurting  people. 
Those  whom  we  see  during  our  working 
hours  do  not  represent,  as  the  statisticians 
say,  a random  selection  of  the  population. 
And  it  would  be  well  for  others  to  know  this, 
for  theirs  is  not  random  either,  and  to  be 
aware  of  what  pain  and  suffering  there  is 
in  the  world  they  do  not  see. 

We  alone  see  the  hidden  world  of  the  sick 
and  the  dying,  and  for  those  who  are  well, 
they’re  all  nice  days. 

—F.C. 


DON’T  SHAKE  HANDS  TOO  EAGERLY 

Broken  mirrors  and  black  cats  no  longer 
frighten  us,  we  do  not  spit  on  the  ground 
to  ward  off  the  evil  eye,  nor  do  we  throw 
salt  over  our  shoulder.  But  no  sooner  do 
we  meet  someone  than  our  right  hand  goes 
out  to  clasp  his  right  hand  in  a gesture 
that  has  long  since  lost  its  meaning.  There 
is  a story  that  you  extended  your  right  hand 
to  show  that  you  had  no  dagger,  and  another 
legend  said  that  people  once  shook  left- 
handedly  for,  let  us  say,  sanitary  reasons. 

Why  we  clasp  hands  instead  of  merely 
showing  them,  we  do  not  know,  and  how 
shaking  got  into  the  custom,  we  cannot 
imagine.  But  we  cannot  remember  when 
we  last  saw  a dagger,  and  sanitation  is  not 
an  American  problem. 

Why  then,  do  we  shake  hands?  What  goes 
through  our  minds  when  we  perform  this 
foolish  ritual?  To  see  two  grown  men  hold- 
ing hands,  and  not  knowing  why,  is,  if  you 
think  about  it,  something  to  behold.  We 
find  the  custom  illogical,  since  no  one 
knows  why  he  is  doing  it.  It  is  silly;  if 
you  do  not  think  so,  try  to  explain  it  to 
a visitor  from  Mars. 

And  it  is  unsanitary. 
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We  wonder:  how  much  disease  is  spread 
by  this  senseless  custom? 

So  when  you  meet  us,  please  don’t  shake 
hands,  because  whatever  you’ve  got,  we 
don’t  want  it. 

— F.C. 


TEN  TO  TWELVE 

The  pulse  rate  is  110  to  120,  the  chart 
said,  but  we  wrote  115.  Since  one-ten  to 
one-hventy  is  not  the  same  as  one-fifteen 
to  one  twenty-five,  it  has  a definite  one- 
numbered  value  in  our  minds.  When  the 
patient  says  she  weighs  139  to  141,  we  put 
down  140,  what  else? 

Everything  varies,  but  everything  can  be 
measured  and  has  a value.  Range  is  some- 
times important,  and  something  like  odds. 
It  reminds  us  of  the  story  of  the  five  stu- 
dents and  the  surgeon  standing  around  the 
patient’s  bed.  The  surgeon  asked  what  they 
would  do,  and  each  student  said  he  would 
leave  him  alone.  “This  is  appendicitis,”  said 
the  surgeon,  “and  we’ll  operate  right  now.” 
“0  no,  you  won’t,”  the  patient  said.  “Five 
to  one  is  good  enough  odds  for  me ; I’m  leav- 
ing.” 

If  the  respiratory  rate  is  20  to  30,  we 
see  no  harm  in  giving  it  a value  of  25.  For 
“it  varies”  is  not  a good  answer;  every- 
thing varies,  but  unless  the  range  is  unduly 
wide,  the  average  is  what  we  want.  And 
the  pulse  (or  the  breathing,  or  the  weight) 
can  be  represented  by  a number. 

One,  not  two. 

—F.C. 


Influence  of  Weightlessness  Upon  the  Skele- 
ton — R.  S.  Hattner  and  D.  E.  McMillan 
(US  Public  Health  Service  Hosp,  San  Fran- 
cisco). Aerospace  Med  39:849-855  (Aug) 
1968. 

Studies  of  astronauts  have  revealed  ab- 
noraial  losses  of  calcium  and  reduced  bone 
density  as  a result  of  weightlessness  in- 


curred during  space  flight.  In  a review  of 
the  literature,  it  was  found  that  significant 
skeletal  atrophy  may  occur  during  prolonged 
exposure  to  a hypogravic  environment.  The 
etiology  appears  to  consist  of  failure  of  the 
skeleton  to  maintain  its  mass  under  condi- 
tions of  reduced  mechanical  strain.  The  re- 
sultant disorder  seems  to  vary  dynamically 
with  time  with  regard  to  rates  of  bone  forma- 
tion and  resorption  in  experimental  models 
simulating  reduced  gravity.  During  hypo- 
gravic periods  the  rate  of  skeltal  loss  is  esti- 
mated to  be  1%  to  2% /month,  probably  un- 
remitting at  least  for  a year  or  more.  Stress 
fractures  may  occur  during  prolonged  voy- 
ages. In-flight  exercises  may  be  beneficial 
in  preventing  skeltal  loss,  and  androgens  or 
phosphate  may  prove  useful  as  therapeutic 
adjuncts. 


Treatment  of  Dermatomyositis  With  Metho- 
trexate — A.  N.  Malaviya,  A.  Many,  and 
R.  S.  Schwartz  (171  Harrison  Ave,  Bos- 
ton). Lancet  2:485-488  (Aug  31)  1968. 

Four  patients  with  dermatomyositis  were 
treated  with  intravenous  methotrexate. 
Three  of  them  were  refractory  to  corticos- 
teroids, and  one  had  received  no  other  treat- 
ment. Each  patient  was  bedridden  by  se- 
vere muscular  weakness  before  treatment, 
and  one  was  in  the  terminal  phases  of  the 
disease.  All  patients  responded  to  metho- 
trexate with  improvement  of  muscular 
strength  to  normal  or  near  normal  and  dis- 
appearance of  the  rash.  Concomitantly, 
laboratory  abnormalities  indicative  of  muscle 
disease  disappeared. 


Oral  Contraceptives  During  Immediate  Post- 
abortal Period  — J.  W.  H.  Niswonger  et  al 
(1200  N State  St,  PO  Box  96,  Los  An- 
geles). Obstet  Gynec  32:325-327  (Sept) 
1968. 

A study  of  66  patients  revealed  no  com- 
plications from  instituting  oral  contracep- 
tives in  the  immediate  postabortal  period. 
There  is  no  apparent  advantage  in  waiting 
for  spontaneous  onset  of  menses  prior  to 
cycling. 


ORIGINAL  ARTICLES 


Are  We  Trying  Too  Hard?* 


First  of  all,  I think  it  must 
be  admitted  that  the  questions 
which  surround  management 
of  the  dying  patient,  at  least  in  the  area  of 
our  discussions,  are  unanswerable.  We  are 
not  dealing  with  anything  as  black-and- 
white  as  truth  vs  falsehood,  fact  vs  rumor, 
or  even  necessarily  right  vs  wrong.  The 
problem  is  perhaps  more  philosophical  than 
theological.  Each  of  us  has  his  own  opin- 
ions, tempered  by  experience,  unilateral 
interpretation,  and  in  most  instances  by  in- 
bred  prejudice.  I am  not  naive  enough  to 
think  this  panel  will  change  anyone’s  mind; 
and  I certainly  am  not  so  foolishly  optimistic 
as  to  hope  that  we  can  develop  a set  of  rules 
and  regulations  which  will  govern  our  at- 
titudes, dictate  our  management,  or  provide 
divine  dispensation  for  our  errors  in  handling 
the  dying  patient.  Perhaps  we  can  stimu- 
late some  thinking  on  the  subject  and  even 
that,  in  today’s  busy  world,  is  quite  an  ac- 
complishment ! 

It  goes  without  saying  that  thought  is 
best  stimulated  by  controversy;  and  contro- 
versy is  usually  created  when  some  fellow 
gets  up  and  takes  a stand  . . . right  or 
wrong,  popular  or  unpopular.  Toward  the 
goal  of  creative  thinking,  therefore,  I will 
direct  my  remarks  to  one  problem  area,  take 
a stand,  and  hopefully  head  back  to  Okla- 
homa before  I am  thoroughly  castigated. 

First  of  all,  I would  like  to  ask,  then  at- 
tempt to  answer,  a question  which  I think 
is  particularly  germaine  to  this  discussion. 
The  question  is  this  . . . simply  . . . what 
is  life  and  what  is  death?  If  I have  cor- 
rectly interpreted  the  teachings  of  my 
church,  then  I must  believe  that  life  is 
eternal  ...  it  goes  on  forever.  If  we  define 
death,  therefore,  as  a cessation  of  life  (and 
I think  that  is  the  commonly  accepted  defini- 
tion), then  in  the  light  of  accepted  religious 
teachings,  it  just  simply  does  not  exist.  If 
life  is  eternal,  then  it  must  necessarily  be 
divided  into  two  phases  ...  a physical  life, 
which  we  are  now  enjoying  or  failing  to 
enjoy,  as  the  case  may  be  . . . and  a spiritual 
life,  which,  according  to  God’s  promise, 
comes  later.  Death,  therefore,  is  the  ces- 
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sation  of  the  physical  . . . the  beginning 
of  the  spiritual.  It  is  sort  of  the  “transfer 
medium.”  The  patient,  therefore,  is  not 
“dying”  ...  he  is  preparing  to  make  the 
move! 

Now,  ladies  and  gentlemen,  this  is  not 
my  philosophy.  These  are  the  teachings  of 
the  Bible ! Either  we  believe  it  or  we  don’t ! 
I would  submit,  therefore,  that  if  we  really 
believe  it,  then  we  as  physicians  frequently 
work  too  diligently  . . . try  too  hard  . . . 
fight  too  fervently  to  halt  the  transfer.  If 
life  is  eternal,  can  the  physical  identifica- 
tion be  so  tremendously  important  to  the 
patient  ? 

But  we  still  haven’t  answered  the  ques- 
tion of,  “just  what  is  life?”  nor  can  we 
with  any  degree  of  accuracy  or  agreement; 
since  we  will  almost  certainly  wind  up  in  a 
maelstrom  of  semantics. 

Death  is  not  quite  so  difficult  to  define. 
It  is  the  end  of  biologic  life,  and  it  occurs 
either  shortly  before  or  shortly  after  ces- 
sation of  the  commonly  accepted  vital  signs 
. . . but  life  continues  on.  You  see,  sometime 
between  the  moment  of  conception  and  the 
minute  of  birth  some  indescribable,  intangi- 
ble, indefinable  something  is  breathed  into 
the  organism,  and  that  something  is  inde- 
structible. Once  created,  it  is  perpetual,  be- 
ing modified  only  by  its  intermittent  phases 
to  which  we  can  attach  some  several  adjec- 
tives. Biologic  life,  for  example,  begins  at 
the  moment  of  conception.  Conscious  life 
begins  at  the  moment  of  birth.  Biologic  life 
ends  at  what  we  commonly  call  death,  and 
conscious  life  ends  either  then  or  at  some 
prior  time,  depending  upon  the  condition 
of  the  patient.  But  life  in  the  general  sense 
goes  on!  It  is  beyond  our  poor  power  to 
add  to,  subtract  from,  or  significantly  modify 
this  thing  called  life.  We  can  affect,  pro- 
long, or  abbreviate  one  of  its  pre-spiritual 
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phases,  but  neither  our  most  noble  effort 
nor  our  most  vicious  attack  can  have  any 
significant  effect  on  the  whole.  Our  efforts 
to  sustain  the  dying  patient,  or  our  failure  to 
do  so,  when  viewed  against  a backdrop  of 
life  eternal  is  like  comparing  the  distance 
between  you  and  me  to  infinity  of  space! 

I think,  therefore,  that  we  are  choking 
on  a gnat.  I would  submit  that  in  the  di- 
vine plan,  it  is  probably  highly  insignificant 
whether  we  subject  the  terminal  patient  to 
the  entire  medical  armamentarium  of  life- 
prolonging drugs,  supportive  measure,  and 
machines  ...  or  whether  we  simply  hold  our 
hands  and,  to  use  an  old  cliche,  let  nature 
take  its  course.  In  most  instances  I would 
favor  the  latter  approach.  For,  ladies  and 
gentlemen,  I am  recovering  the  claim  that 
to  be  alive  is  not  necessarily  synonymous 
with  “living.”  For  to  me,  to  be  living  is 
to  be  responsive  to  one’s  environment,  to 
feel  emotion,  to  see  beauty  and  ugliness 
and  to  know  the  difference,  to  remember, 
and  to  plan,  and  to  dream.  Living  is  more 
than  an  exchange  of  respiratory  gases, 
fluid  balance,  and  proper  excretory  func- 
tion. Pain  is  a part  of  living,  but  faith 
in  the  fact  that  it  will  disappear  tomorrow 
gives  us  courage  to  face  today.  Illness  is 
a part  of  living,  but  the  promise  of  health 
gives  us  reason  to  fight  back.  Deliver  me 
from  the  catheters  and  IV  fluids  and  respir- 
ators and  heart  machines  and  artificial  kid- 
neys when  I am  no  longer  living,  but  simply 
alive  . . . when  there  is  no  promise  of  re- 
covery and  no  predictable  relief.  All  of 
this  does  not  mean  that  I would  endorse 
active  euthenasia,  for  the  commandment, 
“Thou  shalt  not  kill”  is  real  and  undeniable. 
I find  no  commandment,  however,  which 
says  “Thou  must  prolong”  when  the  pa- 
tient’s physical  condition  is  incompatible 
with  continuing  biologic  life. 

As  an  undergraduate  student,  taking  my 
first  course  in  pathogenic  bacteriology,  I 
opened  my  brand  new  textbook  and  read 
this  quotation  on  the  side  cover,  “Death  is 
the  ultimate  privilege  of  all  life.”  I have 


forgotten  who  said  it  first.  To  me,  as  an 
18-year-old,  to  whom  even  physical  life 
seemed  eternal,  “ultimate  privilege”  was  a 
strange  choice  of  words.  The  intervening 
25  years  have  shown  me  the  ravages  of  dis- 
ease, the  deterioration  of  aging,  the  hope- 
lessness of  incurability,  both  at  the  bed- 
side and  at  the  autopsy  table. 

I have  seen  biologic  life  prolonged  when 
the  chance  for  even  partial  recovery  was  not 
only  infinitessimal,  but  nonexistent.  Oh,  I 
know  all  the  routine  arguments  which  sug- 
gest that  the  progress  of  medicine  might 
yield  a cure  tomorrow  for  what  is  hopeless 
today,  but  you  know  that  research  does  not 
work  that  way.  Cures  are  not  “discovered” 
. . . they  are  developed.  They  do  not  magic- 
ally appear  . . . they  result  from  hours, 
and  days,  and  years  of  painstaking,  devoted 
effort.  Their  approach  is  invariably  herald- 
ed by  news  releases  long  before  they  are 
available  for  use.  It  is  folly  to  hope  for 
some  radical  new  therapy  to  appear  out  of 
the  blue. 

The  decision  to  withdraw  supportive 
therapy  must  be  yours.  The  family  has 
neither  the  professional  knowledge  nor  the 
lack  of  emotional  attachment  to  make  the 
dramatic  choice.  You  must  appraise  the 
situation  realistically,  inform  the  family 
honestly  and  make  your  recommendation 
fearlessly. 

We  had  best  place  a little  more  faith  in 
the  life  eternal;  for  we  live  in  a time  of 
increasing  complexity  as  regards  the  whole 
area  of  the  dying  patient.  Decisions  about 
transplant  donors;  decisions  about  when  to 
turn  off  the  power  supply  to  an  artificial 
heart,  happily  beating  away  long  after  en- 
zyme systems  have  failed;  decisions  about 
using  powerful  new  drugs  which  can  pro- 
long physical  life,  but  which  cannot  repair 
the  havoc  wrought  by  disease  . . . these  will 
be  yours  tomorrow. 

Courage  can  sustain  you,  honesty  can  di- 
rect you  . . . but  only  faith  can  guide 
you! 
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This  is  a philosophical  note  on 
the  present  preferred  treat- 
ment of  cardiogenic  shock  with 
vasoconstrictor  drugs.  It  almost  appears 
that  treatment  is  directed  at  a manometer 
rather  than  a patient,  and  that  arterial 
blood  pressure  is  maintained  at  the  ex- 
pense of  total  body  physiology.  I question 
whether  so-called  normal  arterial  blood 
pressure  is  of  any  clinical  significance  in 
the  absence  of  adequate  tissue  perfusion. 
My  answer  is  that  arterial  pressure  is  im- 
portant, it  should  be  frequently  monitored, 
but  it  should  be  relegated  an  importance  no 
greater  than  any  other  parameter  of  car- 
diovascular function.  This  philosophy 
speaks  against  non-physiologic  maintenance 
of  arterial  pressure. 

One  should  not  abandon  a well-established 
regimen  unless  it  has  some  obvious  deleteri- 
ous effects,  nor  until  a more  scientifically 
rational  approach  can  be  used  to  replace  it. 
After  all,  vasoconstrictor  therapy  in  the 
management  of  hypotensive  states  has  been 
the  treatment  of  choice  for  the  greatest  part 
of  this  century.  This  has  not  precluded  the 
use  of  oxygen,  blood  transfusion,  digitalis, 
acid-base  regulation,  etc.  In  all  hypotensive 
states,  except  cardiogenic  shock,  there  has 
been  a notable  movement  away  from  nore- 
pinephrine and  its  congeners.  There  are 
some  deleterious  effects  of  norepinephrine 
therapy  such  as  increasing  resistance  to  the 
drug  due  to  decreasing  plasma  volume, 
metabolic  acidosis  due  to  poor  tissue  perfu- 
sion, renal  shutdown,  congestive  failure  due 
to  rising  end-diastolic  ventricular  pressure, 
peripheral  and  subendocardial  necrosis. 

An  alternative  method  supported  by 
mounting  laboratory  and  clinical  evidence 
has  suggested  that  active  vasodilation  may 
be  more  physiologic,  that  treatment  should 
be  directed  at  the  total  body  perfusion  fail- 
ure. Recent  clinical  trials  in  large  numbers 
of  patients  have  shown  that  careful  volume 
expansion  with  balanced  salt  solutions  in 
conjunction  with  drugs  can  prevent  as  well 
as  effectively  treat  hypotension  and  shock 
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due  to  trauma,  hemorrhage,  burns,  and 
spinal  anesthesia. 

There  is  no  doubt  in  my  mind  that  the 
same  principles  can  be  applied  to  cardio- 
genic shock.  My  thoughts  are  influenced 
by  several  facts. 

1.  We  daily  perform  operations  on  the 
same  patients  who  have  had  myocardial  in- 
farctions or  are  infarction  prone  because  of 
arteriosclerotic  heart  disease.  We  find  that 
they  are  frequently  deficient  of  blood  vol- 
ume, extracellular  fluid  volume,  and  buffer- 
ing power.  They  do  not  have  sufficient  cir- 
culatory reserve  to  immediately  balance  the 
total  body  effects  of  stress.  Those  who  are 
repleted  before  anesthesia  and  operation  do 
rather  well.  It  is  interesting  how  well  these 
patients  tolerate  moderate  degrees  of  hypo- 
tension (up  to  50%  of  resting  pressure) 
due  to  operative  trauma  or  hemmorhage 
provided  they  are  well  ventilated  and  well 
perfused.  Those  who  are  not  repleted  “do 
poorly”  and  frequently  suffer  cardiac  ar- 
rest with  only  the  induction  of  anesthesia. 
We  can  expect  some  of  these  people  to  de- 
velop infarctions  and/or  congestive  failure 
during  or  after  operation.  To  some,  this 
would  occur  without  an  operation  — to  some 
while  they  are  at  bed  rest,  taking  digitalis 
and  diuretics;  in  fact,  occasionally  an  opera- 
tion is  postponed  because  the  patient  had  an 
infarction  or  severe  angina  that  morning. 

2.  The  patient  who  suffers  myocardial 
infarction  usually  exhibits  the  same  signs 
that  are  seen  in  hemorrhagic  shock.  He  is 
anxious,  cold,  and  pale.  He  has  air  hunger, 
low  arterial  pressure,  fast  pulse  and  oli- 
guria. He  has  all  the  signs  of  a high  cir- 
culating norepinephrine  level.  The  fact  that 
his  circulation  is  failing  in  spite  of  that 
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high  level  should  make  one  think  that  an- 
other fonn  of  treatment  is  indicated. 

3.  One  of  the  principal  measures  em- 
ployed in  cardiac  resuscitation  is  the  ad- 
ministration of  large  doses  (and  volumes) 
of  NaHCOg,  to  combat  metabolic  acidosis. 
How  much  more  valuable  would  be  such  an 
infusion  before  the  stress  of  arrest  and  the 
trauma  of  resuscitation! 

4.  Norepinephrine  sacrifices  renal  blood 
flow  for  arterial  pressure.  The  kidney  is  our 
only  means  of  excreting  hydrogen  ions.  In 
the  absence  of  urine  flow,  toxic  products  of 
metabolism  build  up  and  further  depress  the 
myocardium. 

I propose  that  the  patient  with  myocardial 
infarction  and  signs  of  hypovolemic  shock 
be  treated  with  oxygen,  dextrose,  and  suffi- 
cient intravenous  balanced  electrolyte  solu- 
tion to  maintain  right  atrial  pressure,  car- 
diac output  and  tissue  perfusion.  The  ob- 
ject is  to  achieve  cardiovascular  homeostasis 
by  physiologic  means,  with  adjunctive  phar- 
macologic means,  neither  to  the  exclusion  of 
the  other.  This  proposal  dictates  intense 
physiologic  monitoring;  arterial  and  venous 
blood  pressures,  heart  rate,  ECG,  acid-base 


status,  renal  function,  and  frequent  over- 
all clinical  assessment.  It  would  be  neces- 
sary at  times  to  dramatically  raise  right 
atrial  pressure  to  determine  left  ventricular 
response.  It  would  be  necessary  to  transfuse 
some  of  these  patients.  It  would  be  neces- 
sary to  use  judicious  amounts  of  morphine, 
chlorpromazine,  lidocaine,  isoproterenol,  and 
digitalis.  In  some  instances  the  volume  of 
fluid  infused  might  appear  massive  on  the 
basis  of  present  standards ; however,  the 
amount  infused  would  be  based  on  the  pa- 
tient’s need  and  response  rather  than  some 
arbitrarily  predetermined  value. 

I realize  that  many  patients  treated  in  this 
manner  would  succumb  to  heart  failure,  gen- 
eralized congestion  and  pulmonary  edema.  At 
this  moment,  many  people  are  dying  with 
exactly  those  characteristics  who  receive  no 
intravenous  fluids  except  a small  amount 
of  dextrose  in  water  as  a vehicle  for  nore- 
pinephrine. Any  physician  or  group  of 
physicians  who  critically  evaluate  their  re- 
sults and  find  that  their  present  therapy  is 
often  attended  by  failure  would  be  justified 
in  trying  another,  perhaps  controversial, 
form  of  therapy.  That  trial,  if  unsuccessful, 
would  still  this  small  voice  of  protest. 
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PRESIDENT’S  PAGE 

If  there  is  one  reliable  constant  in  the 
life  of  the  adult  individual  or  of  an  organ- 
ization, it  is  the  inevitability  of  change. 
The  course  of  events  in  the  Nebraska  State 
Medical  Association  is  no  exception,  and 
perhaps  this  is  an  opportune  time  to  report 
to  you  some  of  the  changes  that  have  taken 
place  in  our  organization  in  the  last  year 
or  two.  Some  of  these  changes  have  been 
the  result  of  our  own  wishes  and  initiative 
and  are,  hopefully,  changes  for  the  better- 
ment of  our  association  and  for  the  pa- 
tients we  serve  in  this  state.  Other  changes 
are  the  result  of  outside  forces  of  political 
and  economic  nature  that  inevitably  have 
their  effect  on  our  association. 

One  of  the  most  important  changes,  and 
certainly  the  first  that  comes  to  mind,  began 
with  the  passage  of  the  Medicare  law  and 
the  resulting  alteration  in  our  medical  prac- 
tice as  we  care  for  patients  under  Title 
XVIII  and  Title  XIX,  and  the  associated 
changes  resulting  from  the  federal  govern- 
ment making  itself  our  “partner”  in  the 
practice  of  medicine.  This  political  change 
was  anticipated,  but  the  far-reaching  alter- 
ations in  our  method  of  practice  and  in  our 
organizational  activity  seem  to  have  pro- 
duced even  greater  change  than  was  antici- 
pated. Your  state  medical  association  is  now 
involved  in  varying  degrees  and  in  varying 
ways  in  a multitude  of  federal  programs. 
It  does  so  in  an  effort  to  retain  some  de- 
gree of  control  of  the  direction  that  medi- 
cine is  taking,  and  in  an  effort  to  maintain 
the  best  of  our  present  methods  in  the  care 
of  patients.  We  find  many  physicians  rep- 
resenting the  Nebraska  State  Medical  As- 
sociation on  various  advisory  boards  and 
liaison  committees  dealing  with  various 
aspects  of  this  tremendous  expansion  of  the 
federal  government  into  the  health  field. 

In  some  of  the  federal  programs  such  as 
Regional  Medical  Program  and  Comprehen- 
sive Health  Planning,  we  in  Nebraska  have 
had  a very  active  role  in  the  direction  and 


in  advisory  activities.  In  certain  other  pro- 
grams, such  as  those  established  by  the  Of- 
fice of  Economic  Opportunity,  we  have  had 
very  little  opportunity  to  participate.  All 
in  all,  the  effects  of  these  federal  programs 
on  our  organization  as  it  affects  the  physi- 
cians and  the  executive  offices  of  the  Ne- 
braska State  Medical  Association  is  pro- 
found, and  likely  will  grow  in  importance  in 
the  future.  Our  membership  as  a whole, 
and  the  House  of  Delegates  in  particular, 
must  carry  on  a continuing  review  of  what 
our  course  will  be  and  what  our  relation- 
ship to  these  programs  should  be. 

Another  change  that  most  of  you  are  al- 
ready aware  of  is  perhaps  remotely  related 
to  the  above,  and  is  an  effort  on  the  part 
of  the  Nebraska  State  Medical  Association 
to  make  its  voice  more  effective  in  the  na- 
tional meetings  of  the  American  Medical  As- 
sociation. We  have  changed  the  date  of  the 
previously  scheduled  “midwinter”  meeting 
of  the  House  of  Delegates  to  a “fall”  meet- 
ing in  late  September  or  early  October.  The 
deliberations  of  our  own  House  of  Delegates 
in  Nebraska  can  now  be  transmitted  to  our 
delegates  to  the  American  Medical  Associa- 
tion, and  give  them  and  your  officers  time 
to  prepare  for  the  A.M.A.  meetings  held  in 
early  December  of  each  year.  At  those  na- 
tional meetings  we  have  arranged  for  a clos- 
er liaison  between  the  delegates,  the  alter- 
nates, the  executive  officers,  your  elected 
officers,  and  the  Policy  Committee,  by  hold- 
ing scheduled  breakfast  caucuses  during  the 
meetings  of  the  American  Medical  Associa- 
tion House  of  Delegates. 

A third  major  change  in  organization  and 
function  of  your  state  medical  association 
concerns  advance  legislative  planning  on 
the  state  level.  As  a result  of  experiences 
during  the  last  one  or  two  legislative  ses- 
sions, not  always  pleasant  experiences,  the 
House  of  Delegates  authorized  the  employing 
of  a legislative  representative  for  our  organ- 
ization. This  was  followed  by  a legislative 
conference  held  nearly  a year  in  advance 
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of  the  scheduled  opening  of  the  1969  legis- 
lature, and  from  this  there  developed  vari- 
ous task  forces  and  committees  working  on 
specific  legislative  proposals  of  our  own. 
These  were  presented  in  broad  form  to  the 
meeting  of  the  House  of  Delegates  of  the 
Nebraska  State  Medical  Association  at  Kear- 
ney in  September,  1968,  and  at  the  present 
time  have  taken  the  form  of  legislative  bills 
of  a positive  and  beneficial  nature. 

Along  with  this,  we  are  expanding  our 
methods  of  keeping  our  own  membership 
informed  by  way  of  more  frequent  legisla- 
tive bulletins,  more  frequent  contacts  with 
the  news  media  and  the  use  of  this  Presi- 
dent’s Page,  as  well  as  all  other  possible 
avenues  of  informational  nature. 

A very  active  and  broad  continuing  effort 
in  the  field  of  Public  Relations  has  been 
developed  by  the  Public  Relations  Commit- 
tee, and  has  been  funded  by  the  Board  of 
Trustees.  This  activity  should,  over  a period 
of  years,  be  of  great  value  in  favorably  pre- 
senting the  image  of  the  Nebraska  physi- 
cian and  will  be  the  subject  of  a more  de- 
tailed report  to  you  in  this  President’s  Page 
in  the  near  future. 

For  the  first  time  we,  sought  volunteers 
for  committee  work  in  the  Nebraska  State 
Medical  Association,  and  many  of  the  pres- 
ent committees  have  as  regular  or  interim 
members  individuals  who  actively  sought 
to  become  involved  in  association  activities. 
As  committees  meet,  we  have  encouraged 
their  chairmen  to  give  a summary  of  sub- 
jects discussed  and  sometimes  of  action 
taken  to  the  news  media  for  local  use.  I have 
felt  that  the  public  should  know  that  physi- 
cians meet  regularly  on  matters  of  public 
interest,  and  that  they  do  this  voluntarily, 
and  that  they  donate  a tremendous  amount 
of  time  and  effort,  sometimes  at  rather 
great  personal  sacrifice,  to  advance  the 
cause  of  public  health  through  activity  in 
various  committees  of  the  Nebraska  State 
Medical  Association. 

The  Policy  Committee  of  the  Nebraska 
State  Medical  Association,  made  up  of  the 
president,  president-elect,  and  the  three  im- 


mediate past  presidents,  serves  as  the  “ex- 
ecutive or  administrative  committee”  of  the 
Nebraska  State  Medical  Association  during 
the  times  when  the  House  of  Delegates  is 
not  in  session.  Regular  reports  to  the  House 
of  Delegates  on  subjects  coming  before  the 
Policy  Committee  are  required,  and  recently 
we  have  tried  to  adopt  a new  form  of  report- 
ing Policy  Committee  activities  to  the  House 
of  Delegates,  and  to  do  this  by  subjects 
rather  than  by  listing  of  individual  agenda 
items.  Your  attention  is  respectfully  direct- 
ed to  the  published  report  of  the  Policy 
Committee  made  at  the  September  meeting 
of  the  House  of  Delegates  and  published  in 
the  Nebraska  State  Medical  Journal.  This 
report  illustrates  the  wide  scope  of  activities 
and  responsibilities  of  the  Nebraska  State 
Medical  Association  in  a way  that  is  per- 
haps better  than  any  other,  and  I sincerely 
hope  that  you  will  take  the  time  to  read  the 
Policy  Committee  report  and  the  actions  of 
the  House  of  Delegates  in  response  to  that 
report. 

From  time  to  time,  I have  referred  to  the 
general  and  specific  activities  of  committees 
of  our  organization.  They  remain  the  bul- 
wark of  our  efforts  on  behalf  of  medicine  and 
the  public  health  in  our  state  Medical  asso- 
ciation. In  the  past  year,  we  have  tried, 
and  I believe  successfully,  to  involve  direct- 
ly a gi-eater  number  of  our  physician  wives 
in  committee  activities.  The  Nebraska  State 
Medical  Auxiliary  has  been  eager  to  partici- 
pate and  has  contributed  much  to  many  of 
the  committee  activities  during  the  past  year. 
The  auxiliary  remains  one  of  the  greatest 
assets  of  the  Nebraska  State  Medical  Asso- 
ciation. 

The  preceding  represents  only  a few  of 
the  changes  in  organizational  structure  and 
function  in  the  past  year  or  two  in  your 
state  medical  association.  While  change  is 
not  always  looked  upon  with  favor,  the  fact 
of  its  inevitability  cannot  be  denied,  and 
particularly  is  this  true  at  the  present  time. 
We  should  look  upon  change  as  a challenge 
to  be  met  with  increasing  vision  and  vigor. 

— Frank  Tanner,  M.D. 
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New  Concepts  in  Education 
For  the  Family  Physician 


IN  recent  years,  leaders  of  Amer- 
ican medicine  have  developed  a 
new,  healthy  and  enlightened 
attitude  toward  the  family  physician  and 
the  general  practice  of  medicine.  These 
leaders,  many  of  them  family  physicians 
and  many  of  them  specialists,  have  stopped 
thinking  in  terms  of  yesterday  and  started 
thinking  about  tomorrow.  I am  in  full  ac- 
cord with  this  effort.  I see  no  reason  to 
keep  harping  back  to  the  family  physician 
who  lived  and  practiced  a generation  or  more 
ago.  We  do  not  make  progress  by  living  in 
the  past,  and  any  contribution  I can  make 
to  this  enlightened  attitude  will  thus  be 
framed  in  terms  of  the  future. 

I am  convinced  that  it  is  now  imperative 
to  continue  thinking  about  tomorrow  and 
about  the  role  and  function  of  the  family 
physician  in  this  all-important  tomorrow. 
If  this  approach  is  logical,  and  a different 
approach  seems  completely  illogical  to  me, 
then  we  must  devote  our  thoughts  and  ef- 
forts to  educating  physicians  who  will,  in 
the  years  to  come,  provide  the  kind  of  con- 
tinuing and  comprehensive  care  needed  and 
demanded  by  the  American  family.  In 
short,  I am  talking  about  educating  tomor- 
row’s family  physician. 

Let  me  first  highlight  certain  facts  which 
show  why  still-new  concepts  are  necessary 
and  why  so  many  of  us,  in  both  clinical  and 
academic  medicine,  are  so  concerned  about 
education  in  this  specific  area  of  health 
care. 

We  have  all  heard  that  the  general  prac- 
titioner is  dead  and  buried.  We  have  been 
told  to  forget  him,  now  and  forever  more. 
Such  statements  deny  facts  implicit  in  the 
history  of  medicine.  They  deny  the  exist- 
ence and  contributions  of  such  men  as 
Aesculapius,  Hippocrates,  Harvey,  Semmel- 
weis.  Lister,  and  more  recently,  those  of 
Osier,  Welch,  Halsted,  Warren,  and  Cush- 
ing. These  men,  all  of  whom  possessed  wis- 
dom and  knowledge  far  advanced  for  their 
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time,  had  a fund  of  knowledge  that  would  be 
inadequate  in  medicine  today.  Such  state- 
ments also  deny  the  existence  of  70,000 
general  practitioners  who  today,  with  their 
internist,  pediatrician,  and  surgeon  colleagues 
will  form  a firm  foundation  for  tomorrow’s 
specialty  of  family  medicine. 

The  family  physician  of  the  1800’s  is  not 
the  family  physician  of  today,  any  more 
than  the  surgeon  trained  in  the  1800’s  is 
the  surgeon  of  today.  However,  the  old 
family  physician,  or  general  practitioner, 
is  the  man  of  medicine  from  which  the  new 
special  area  of  medical  practice  will  evolve. 

Since  the  American  Academy  of  General 
Practice  was  founded  20  years  ago,  this 
organization  has  stressed  comprehensive, 
continuing  medical  care,  and  has  pointed 
out,  to  the  leaders  of  American  medicine, 
the  diminishing  numbers  of  practitioners  in 
this  field,  and  has  asked  that  definitive  ac- 
tion be  taken  to  offset  this  trend.  For  al- 
most 17  years,  the  Academy’s  words  and 
warnings  fell  on  deaf  ears,  while  special- 
ization in  organ  systems,  diseases,  and  age 
groups  flourished  and  fragmented  medicine. 
This  specialization,  with  its  accompanying 
research  and  its  explosion  of  knowledge  and 
skills,  certainly  cannot  be  condemned,  and 
should  not  now  be  restrained.  However,  in 
medicine’s  enthusiasm  for  new  scientific 
knowledge  and  techniques,  the  purpose  for 
which  the  profession  of  medicine  exists  was 
almost  forgotten,  the  availability  and  deliv- 
ery of  health  care  to  all  people  24  hours  a 
day,  seven  days  a week.  The  resulting  gap 
in  the  delivery  of  health  service  has  re- 
sulted in  the  third  great  revolution  in  medi- 
cine in  the  United  States  so  aptly  described 
by  Dr.  Richard  Magraw  as  “The  Ferment  in 
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Medicine.”  The  first  great  revolution  oc- 
curred in  the  early  1840’s  when  the  Ameri- 
can Medical  Association  was  created  to 
bring  medical  education  into  formal  medical 
schools.  The  second  resulted  in  the  Flexner 
Report  of  1910,  which  culminated  in  the 
affiliation  of  medical  schools  ■with  univer- 
sities and  the  elimination  of  all  but  Class 
A medical  schools.  In  each  instance,  revo- 
lution was  brought  about  by  the  dissatis- 
faction of  the  American  people  with  health 
care  and  each  time  the  medical  profession 
responded  to  correct  the  difficulty. 

In  the  past  decade,  many  Americans  have 
noticed  the  widening  gap  in  the  delivery 
of  health  care  and  have  become  aware  of 
the  difficulty  involved  in  getting  into  the 
health  care  system  and  remaining  there.  The 
result  has  manifested  itself  in  two  ways. 
One  has  been  the  reaction  of  organized  medi- 
cine, and  a second  has  been  the  reaction  of 
the  people,  or  the  recipients  of  health  care. 
The  medical  profession  reacted  when  the 
Association  of  American  Medical  Colleges 
brought  out  the  Coggeshall  Report,  when  the 
American  Medical  Association  appointed  the 
Minis  Commission  (the  Citizens’  Advisory 
Commission  on  Graduate  Medical  Educa- 
tion), and  when  the  Council  on  Medical  Edu- 
cation of  the  AMA  produced  the  report  of 
the  Ad  Hoc  Committee  on  Family  Practice. 
The  people  reacted  when  Congress  passed  an 
overwhelming  amount  of  health  care  legis- 
lation and  brought  forth  the  Folsom  report 
(the  report  of  the  National  Commission  on 
Community  Health  Services).  All  of  these 
give  overwhelming  and  influential  support 
to  the  contention  that  the  American  people 
need  well-trained  physicians  to  deliver  com- 
prehensive, continuing  medical  care. 

Today  I shall  not  review  the  extensive 
statistics  which  point  out  that  general  prac- 
titioners, the  prime  providers  of  continuing, 
comprehensive  health  care,  are  disappear- 
ing from  the  American  scene  at  an  alarming 
rate.  I am  sure  you  are  familiar  with  the 
figures.  The  total  dropped  from  120,000 
to  70,000  in  30  years ; the  number  of  medical 
students  entering  general  practice  dropped 
from  60  percent  to  20  percent  in  a similar 
length  of  time;  fantastic  demands,  in  terms 
of  available  hours,  were  placed  on  family 


physicians  in  every  state  in  the  Union. 
These  are  facts;  no  one  can  deny  them. 

This  brings  us  once  again  then  to  the 
question:  Is  there  a need  for  a physician 
who  practices  comprehensive  medicine,  a 
family  physician?  Evidence  that  there  is 
such  a need  is  still  piling  up  by  volumes. 
For  the  sake  of  brevity,  I shall  mention 
only  a small  chapter  from  these  volumes. 
Whether  we  like  it  or  not.  Medicare  was 
passed  over  the  protest  of  organized  medi- 
cine. Although  the  American  people  appre- 
ciate the  significance  of  the  scientific  ex- 
plosion and  the  knowledge  that  they  or  their 
loved  ones  may  some  day  find  it  necessary 
to  reap  the  benefits  of  some  extra  special 
skill  in  medical  care,  they  feel  more  secure 
under  the  daily  care  of  a personal  family 
physician.  Furthermore,  there  can  be  no 
doubt  that  with  the  personal  physician  gone, 
the  public  loses  interest  in  the  socio-economic 
problems  of  medicine.  They  instead  concen- 
trate on  their  own  personal  problems  in  ob- 
taining health  care,  and  usually  take  the 
readily  given  advice  of  any  so-called  “ex- 
pert.” This  “expert”  may  be  a federal  em- 
ployee, a newspaper  columnist,  a local  poli- 
tician, or  a personal  friend. 

That  there  is  a need  for  family  physi- 
cians is  indicated  by  several  surveys.  In 
1961,  the  Opinion  Research  Corporation  of 
Princoton,  New  Jersey  reported  a study 
which  revealed  that  74  percent  of  the  gen- 
eral public  would  like  to  call  a general  prac- 
titioner first  when  there  is  sickness  in  the 
family.  In  support  of  this  finding,  a Good 
Housekeeping  survey,  published  in  1961, 
showed  that  90  percent  of  the  persons  inter- 
viewed indicated  they  preferred  a regular 
family  doctor.  It  is  obvious  today,  in  1968, 
that  the  medical  profession  offers  too  small 
a market  place  to  meet  such  a great  demand. 

The  1965  Coggeshall  report  to  the  Asso- 
ciation of  American  Medical  Colleges,  en- 
titled “Planning  for  Future  Medical  Edu- 
cation,” stressed  in  many  ways  the  need 
for  supplying  comprehensive  medical  care 
in  the  future. 

In  1963,  Dr.  David  Price,  then  deputy 
surgeon  general,  stated  in  an  address,  “The 
artificial  demarcations  of  the  past  between 


88 


Nebraska  S.  M.  J. 


certain  areas  of  preventive,  curative  and 
restorative  medicine  no  longer  apply.  The 
changing  needs  of  the  patient  for  a continu- 
um of  services  are  the  fact.  Some  of  the 
old  definitions  are  fictitious  — sometimes 
administratively  convenient  — but  now 
clearly  obstructive  in  providing  the  per- 
sonal and  community  health  services  es- 
sential to  the  well-being  of  our  citizens.” 

Dr.  Luther  Terry,  Vice-President  for  Med- 
ical Affairs  of  the  University  of  Pennsyl- 
vania, speaking  before  the  American  Medi- 
cal Association  in  December,  1965,  and  dis- 
cussing the  direction  medical  education 
should  take  today,  said:  “Eventually  I be- 
lieve we  will  find  answers,  drawing  from 
many  different  approaches,  as  we  succeed 
in  defragmenting  medicine  as  a whole.  In 
the  total  care  of  the  patient,  considered  as 
an  individual  in  a community  with  many 
medical  needs  at  many  different  levels,  the 
generalist,  or  as  he  has  been  called,  the 
first-line  doctor,  will  become  appreciated  as 
the  key  man  on  the  medical  team.” 

And  so  it  goes,  volumes  of  evidence  of 
the  absolute  necessity  not  only  for  the  sur- 
vival of  the  family  physician  to  perform 
comprehensive  medical  care,  but  the  deep 
obligation  medical  education  and  the  AAGP 
have  to  produce  such  a physician  in  increas- 
ing numbers.  It  is  clear  that  a demand  need 
not  be  created  for  family  practice.  There  is 
no  decrease  in  general  practice.  There  is 
only  a decrease  in  general  practitioners.  Our 
problem  is  rather  one  of  supply  and  this 
supply  must  not  be  only  one  of  quantity,  but 
even  more  of  quality.  This,  then,  is  the 
problem.  Now  let  us  discuss  what  is  be- 
ing done  about  it. 

In  the  first  place,  there  are  those  blind 
obstructionists  who  vigorously  oppose  any 
effort  to  create  a physician  who  will  prac- 
tice comprehensive  medicine,  and  there  are 
those  who  couldn’t  care  less,  as  long  as 
they  are  left  alone  in  their  own  little  niche. 
A third  and  very  intensely  interested  and 
well-meaning  group  advocates  more  experi- 
mentation, more  research,  more  opinions 
and  more  probing  into  community  needs 
before  anything  is  begun.  Finally,  there  are 
those  in  the  laity  and  the  medical  profes- 
sion, in  both  clinical  and  academic  medicine. 


who  believe  it  is  time  for  action.  By  using 
the  wealth  of  information  and  experience 
now  available  and  based  on  Willard  Report 
and  the  Core  Content  of  Family  Medicine, 
we  must  create  training  programs  that  will 
allow  a student  to  set  his  goal  toward  quality 
and  excellence  in  the  field  of  family  practice. 
In  the  future  the  American  Academy  of 
General  Practice  will  support  high  quality 
graduate  education  programs  — or  none  at 
all.  The  programs  approved  will  be  oper- 
ated for  the  major  purpose  of  educating  the 
physician  and  only  secondarily  for  provid- 
ing service  for  the  hospital.  Research  in  the 
delivery  of  health  service  and  in  commun- 
ity health  must  continue  and  findings  and 
developments  incorporated  into  a structure 
built  today  for  tomorrow  and  not  tomor- 
row for  some  time  in  infinity. 

I assure  you  that  the  American  Academy 
of  General  Practice  is  taking  giant  strides 
to  meet  this  challenge  of  change,  assisted  in 
abundance  by  major  and  authoritative  com- 
mission reports  and  by  many  intelligent 
and  far-sighted  leaders  in  medical  education. 

The  Minis  Commission  stressed  the  need 
of  the  “primary  physician”  (which  Dr.  John 
Minis  now  states  may  well  be  the  family 
physician)  to  deliver  comprehensive,  continu- 
ing health  care,  and  added  that  this  physician 
should  be  offered  certification,  after  suitable 
graduate  medical  education,  which  is  the 
equal  of  any  other  specialty. 

The  Folsom  Commission  also  recommend- 
ed, without  reservation,  emphasis  on  train- 
ing of  personal  physicians  with  proper  grad- 
uate education  and  board  certification. 

The  Ad  Hoc  Committee  on  Education  for 
Family  Practice  of  the  Council  on  Medical 
Education  (the  Willard  Report)  went  even 
further  in  stating  that  there  should  be  fam- 
ily practice  departments  in  medical  schools, 
that  family  practice  graduate  education  pro- 
grams should  be  of  three  years  duration  and, 
finally,  that  completion  of  this  residency 
should  make  the  physician  eligible  for  a 
primary  American  Board  of  Family  Practice. 
This  report  and  recommendations  of  the  ad 
hoc  committee  were  unanimously  approved 
by  the  American  Medical  Association’s 
House  of  Delegates  in  December,  1966. 
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The  Committee  on  Requirements  for  Cer- 
tification, a joint  committee  of  the  A AGP 
and  the  Section  on  General  Practice  of  the 
AMA,  after  two  years  of  gathering  informa- 
tion and  of  study,  produced  The  Core  Con- 
tent of  Family  Medicine  which  describes 
and  delineates  this  special  area  of  medicine 
and  implements  the  Willard  Report.  This 
Core  Content  of  Family  Medicine  was  ap- 
proved in  October,  1966  by  the  Congress  of 
Delegates  of  the  American  Academy  of  Gen- 
eral Practice  and  in  December,  1966  by  the 
Section  on  General  Px'actice. 

So  there  you  have  it  — the  need  has  been 
established  without  question,  the  core  con- 
tent of  this  special  area  has  been  carefully 
described,  the  method  of  training  and  the 
place  this  training  should  have  in  medical 
education  has  been  documented  and  the 
place  this  physician  so  trained  should  oc- 
cupy in  the  family  of  medicine  has  been 
spelled  out.  All  this  is  clear  for  those  who 
are  able  and  willing  to  think  intelligently 
and  without  bias  concerning  the  needs  of 
the  American  people  for  health  care.  Most 
medical  schools  are  now  studying  the  four 
major  documents  which  recommend  the 
training  of  more  physicians  for  family 
medicine  and  studying  ways  to  implement 
these  recommendations.  A few  schools  al- 
ready have  family  practice  departments  in 
the  making  and  others  soon  will  start.  These 
departments  will  of  course  vary  in  content 
and  will  feel  their  way  as  they  grow.  Ways 
of  implementing  the  recommendations  of  the 
Ad  Hoc  Committee  for  Family  Practice  are 
now  being  intensively  studied  by  the  Council 
on  Medical  Education  of  the  American  Med- 
ical Association. 

The  Commission  on  Education  of  the 
American  Academy  of  General  Practice, 
with  the  advice  of  121  medical  educators, 
has  completed  a new  comprehensive  resi- 
dency or  graduate  education  program  for 
family  medicine  — based  on  The  Core  Con- 
tent of  Family  Medicine  and  the  Willard 
Report.  This  program  is  entirely  new  in 
curriculum  and  concept  — compared  to  any 
other  residency  program.  It  abandons  the 
traditional  block  structure  and  is  designed 
to  more  accurately  simulate  this  area  of 
practice.  This  progi*am  was  given  a final 


critical  review  by  a conference  of  medical 
educators  in  Denver,  Colorado  on  May  12- 
13,  1967.  Seldom  does  one  witness  the  en- 
thusiasm exhibited  by  this  group  at  that 
meeting.  Many  established  three-year  resi- 
dency programs  in  general  practice  are  ready 
to  move  in  this  direction  when  the  new 
format  is  approved.  The  changes  in  the 
essentials  for  a family  practice  residency 
have  already  been  approved  by  the  Residency 
Review  Committee  and  await  final  approval 
by  the  entire  Council  on  Medical  Educa- 
tion. 

It  is  my  personal  feeling  that  family 
practice  departments  in  medical  schools, 
with  proper  status,  and  operating  model 
family  practice  programs  are  essential  to 
produce  physicians  to  practice  comprehen- 
sive, continuing  medical  care.  Such  depart- 
ments are  also  necessary  to  influence  the 
medical  student  toward  this  area  of  prac- 
tice. Dr.  John  Parks,  Dean  of  George  Wash- 
ington Medical  School  and  President  of 
the  Association  of  American  Medical 
Colleges,  recently  wrote  in  the  George  Wash- 
ington Bulletin:  “In  the  influence  of  stu- 

dents, there  is  nothing  to  compare  with  the 
sharing  of  patient  care  with  a dedicated 
teacher.”  In  making  this  statement.  Dr. 
Parks  struck  the  very  heart  of  the  problem 
and  stated  a fact  that  cannot  be  ignored. 
I also  speak  from  seventeen  years  experi- 
ence as  a preceptor  in  the  University  of 
Kansas  program  where  the  general  practi- 
tioner preceptorship  is  in  the  over-all  cur- 
riculum and  preceptors  hold  faculty  appoint- 
ments. This  has  given  me  the  opportunity 
to  visit  with  many  medical  students  and  dis- 
cuss intimately  and  in  detail  their  futures 
in  medicine.  I can  tell  you  positively  that 
abilities  and  attitudes  of  faculties  — plus 
the  examples  of  well-organized  and  smooth- 
running departments  — direct  the  future 
goals  of  students.  Don’t  ever  doubt  this  for 
one  moment.  Therefore,  the  cause  for  prop- 
erly educated  and  oriented  family  physicians, 
so  sorely  needed  by  the  American  people,  is 
lost  without  the  family  physician  in  aca- 
demic medicine  and  functioning  in  his  own 
department. 

A well-developed  family  practice  depart- 
ment, operating  a model  family  practice  unit. 
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will  bring  to  the  medical  school  a large  new 
group  of  patients.  The  health  care  problems 
of  these  patients  are  not  seen  and  studied 
in  most  medical  schools  today.  This  is  one 
hig  reason  why  the  gap  in  health  care  to 
which  I referred  earlier  has  developed.  In 
fact,  one  could  state  that  until  recently  most 
medical  schools  were  not  aware  that  such 
a deficiency  in  our  health  care  system  was 
developing.  Since  World  War  II  most 
young  physicians  who  have  seen  the  needs 
in  this  area  have  found  it  necessary  to  ob- 
tain their  preparatory  training  hy  their 
otvn  device  without  assistance  from  organ- 
ized medical  education.  In  most  instances 
they  have  done  a remarkably  fine  job.  How- 
ever, because  of  lack  of  encouragement  and 
a definite  training  path  to  follow,  their  num- 
bers have  decreased  almost  to  the  point  of 
catastrophe  for  the  American  health  care 
system  as  a symbol  of  excellence.  This  is 
now  so  obvious  that  I am  willing  to  predict 
that  ten  years  hence,  a majority  of  modern, 
progressive  medical  schools  will  have  depart- 
ments of  family  practice. 

Several  times  queries  have  been  made 
about  the  area  of  research  of  such  a depart- 
ment. This  is  a reasonable  and  logical 
question.  The  answer  is  also  reasonable 
and  logical.  This  area  of  research  is  in 
the  delivery  of  health  service,  a vast  and 
unexplored  field  that  is  just  noiv  beginning 
to  attract  the  interest  of  medicine.  The 
future  family  physician  will  not  only  serve 
mankind  by  providing  episodic  medical 
care,  to  a certain  level,  but  he  will  be  pro- 
ficient in  the  areas  of  preventive  and  pros- 
pective preventive  medicine  as  well  as  the 
area  of  containment.  Above  all,  he  will  be 
the  expert  in  the  delivery  of  health  services 
to  all  people  in  an  economic  and  efficient 
manner. 

I do  not  mean  to  indicate  or  recommend 
that  there  should  be  wholesale,  inadvisable 
or  unreasonable  encroachment  on  the  long 
established  departments  of  medical  schools. 
This  would  be  unwise  and  dangerous.  The 
traditional  specialties  will  be  as  badly  need- 
ed in  the  future  as  they  are  today  and  with- 
out the  thrust  that  exists  in  each  specialty 
department,  medicine  will  not  continue  to 
create  the  almost  miraculous  advances  in 


medical  care  that  have  occurred  in  the  past 
twenty  years.  What  I am  saying  is  that  as 
established  medical  schools  expand  and  as 
new  medical  schools  are  created,  emphasis 
should  be  placed  on  the  establishment  of  de- 
partments of  family  practice.  And  as 
changes  in  curriculum  are  considered  and 
adopted,  family  practice  should  be  included. 
That  changes  in  curriculum  are  coming  in 
the  future  is  evidenced  by  numerous  articles 
in  the  medical  literature  and  by  the  in- 
creasing momentum  this  subject  is  gaining 
in  the  programs  on  medical  education. 

I should  like  to  turn  now  to  the  American 
Board  of  Family  Practice.  As  you  perhaps 
know,  the  preliminary  application  of  the 
American  Academy  of  General  Practice  and 
the  Section  on  General  Practice  of  the  AMA, 
for  permission  to  form  such  a board,  was 
approved  by  the  Liaison  Committee  of  the 
Advisory  Board  for  Medical  Specialties  on 
February  12,  1967.  At  the  present  time, 
the  Committee  on  Requirements  for  Cer- 
tification believes  that  there  will  be  no 
grandfather  clause.  In  other  words,  no  one 
may  automatically  become  a diplomate  of 
the  board.  However,  any  member  of  the 
American  Academy  of  General  Practice  who 
has  been  recertified  twice  (indicating  the 
acquisition  of  300  postgraduate  study  hours) 
or  any  physician  in  family  practice  who  is 
able  to  show  evidence  of  having  had  equal 
postgraduate  education  in  six  years  may, 
upon  passing  a written  examination  on  clin- 
ical competence,  become  a diplomate.  After 
a cut-off  date,  it  will  be  required  that  a 
physician  must  have  had  an  accredited  fam- 
ily practice  residency  to  be  eligible,  and 
this  man  will  be  required  to  take  the  usual 
board  examination  which  will  include  the 
basic  sciences.  All  examinations  will  be  de- 
veloped and  given  by  the  National  Board  of 
Medical  Examiners  with  assistance  of  a 
question  committee  of  the  American  Board 
of  Family  Practice.  It  is  presently  antici- 
pated that  recertification,  or  reboarding  by 
examination,  will  be  required  every  six 
years.  This  is  an  important  innovation  and 
is  not  required  by  any  other  specialty  board. 

I would  like  to  state  clearly  and  forcefully, 
for  all  to  know  and  understand,  that  the 
American  Academy  of  General  Practice  is 
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not  supporting  board  certification  as  a 
status  symbol.  It  is  hoped  that  the  Amer- 
ican Board  of  Family  Practice  will  do  three 
things:  (1)  Increase  the  quality  of  gradu- 
ate education  programs  and  set  high  goals 
for  students;  (2)  Increase  standards  of 
knowledge  and  skills  for  those  already  in 
practice  to  aim  for,  and  (3)  By  certifying 
graduate  education,  to  encourage  more  young 
physicians  to  enter  this  field  and  compete 
on  the  basis  of  quality. 

The  responsibility  for  these  three  things 
must  fall  to  an  American  Board  of  Family 
Practice  and  the  AAGP  until  the  time  ar- 
rives when  organized  medicine  and  medical 
education  is  ready  and  able  to  assume  more 
responsibility  in  the  entire  area  of  gradu- 
ate medical  education.  In  this  area,  the  new 
physician  now  receives  approximately  one- 
half  of  his  medical  education,  and,  for  the 
present  at  least,  graduate  education  in  fam- 
ily medicine  must  have  the  stimulation  and 
quality  control  of  certification. 

The  formation  of  such  a board  does  not 
mean  a sudden  change  in  the  character  of 
practice  for  those  of  us  practicing  today. 
It  does  bring  forth  a bright  new  future  for 
the  medical  student  of  today,  the  family 
physician  of  tomorrow,  and  the  health  care 
of  the  American  people.  The  student  will 


have  high  goals  to  attain  while  the  man 
in  practice  will  be  stimulated  toward  in- 
creased knowledge  and  improved  techniques, 
and  the  board  will  open  up  broad  new  areas 
of  research.  It  will,  of  course,  not  be  neces- 
sary for  a majority  of  general  practitioners 
to  hold  board  certification  any  more  than  a 
majority  of  internists,  surgeons,  et  cetera, 
are  now  board-certified. 

In  concluding  my  remarks,  I would  like 
to  stress  again  that  the  need  for  family 
physicians  to  practice  comprehensive,  con- 
tinuing medicine  has  been  extensively  docu- 
mented, the  core  content  of  this  area  of  prac- 
tice has  been  carefully  described,  and  the 
manner  in  which  this  physician  can  and 
should  be  educated  has  been  indicated  by  the 
Ad  Hoc  Committee  on  Family  Practice  of 
the  Council  on  Medical  Education  — after 
two  years  of  testimony  and  careful  consid- 
eration. 

Finally,  premedical  students  and  medical 
students  must  be  shown  not  only  the  need 
but  the  advantages  and  satisfactions  of  be- 
ing a family  physician.  With  proper  lead- 
ership by  the  Academy  and  medical  educa- 
tion, plus  sincere  cooperative  effort  from 
all  concerned,  the  task  should  not  he  as 
great  as  it  may  now  seem. 
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The  Drug  Problem  Among  Young  People* 


The  current  publicity  attending 
the  unauthorized  use  of  drugs 
by  young  people  has  convinced 
the  general  public  that  drug  taking  is  a new 
problem.  It  is  not.  For  thousands  of  years, 
alcohol,  peyote,  marijuana,  hashish,  opium 
and  other  substances  which  produce  sim- 
ilar effects  (such  as  laughing  gas  [nitrous 
oxide],  ether  and  glue  solvents)  have  been 
used  to  alter  human  consciousness  and  dis- 
tort the  ordinary  sense  of,  and  responses  to, 
reality.  What  is  new,  however,  is  the  high 
incidence  of  young  people  participating  in 
“the  drug  scene”  and  the  extent  of  accept- 
ance or  encouragement  of  it  by  influential 
members  of  the  literary  and  academic 
worlds. 

Of  all  the  hallucinogenic  agents,  LSD 
(lysergic  acid  diethylamide)  and  marijuana 
(cannabis)  are  at  present  the  most  widely 
used.  Less  extensive  use  is  made  of  mes- 
caline, bufotenine,  psilocybin  and  deme- 
thyltryptamine. 

The  pharmacological  qualities  of  LSD  are 
discussed  in  a recent  article  by  the  Commit- 
tee on  Alcohol  and  Drug  Dependence  of  the 
AMA  Council  on  Mental  Health. ^ As  yet, 
research  has  not  established  LSD  as  an  ef- 
fective treatment  for  any  disorder.  Such 
research,  however,  is  gravely  handicapped 
by  emotional  reactions  toward  the  drug  en- 
gendered by  its  irresponsible  and  illicit  use. 

The  chief  objection  to  the  use  of  LSD 
arises  from  the  growing  body  of  evidence 
that  it  produces  irreversible  changes  in  the 
life  style  and  personality  of  those  who  use 
it.  Physiological  changes  are  suggested  in 
Cohen’s  work  on  chromosomal  disruption. 2 

Psychological  changes  usually  include  im- 
pairment of  the  subject’s  ability  to  make 
realistic  judgments.  An  individual  who  is 
under  the  influence  of  LSD  can  ignore  facts 
previously  held  to  be  valid  and  construct 
new  beliefs,  no  matter  how  irrational.  Such 
forms  of  thinking  bear  much  similarity  to 
psychosis.  A person  may  feel  that  he  has 
powers  which  he  did  not  previously  have, 
or  that  certain  laws  of  the  environment 
(such  as  vulnerability)  are  not  operative  in 
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his  case.  For  example,  feeling  omnipotent, 
he  believes  that  he  can  jump  out  of  a win- 
dow without  being  hurt.  Wishful  thinking 
becomes  prominent.  Preoccupation  with 
isolated  aspects  of  sensory  experiences  may 
replace  all  other  sensations.  Most  charac- 
teristic of  all  is  the  abandoning  of  long- 
term patterns  of  striving,  which  Freedman 
and  Powelson^  describe  as  follows: 

“LSD  enthusiasts  talk  of  religious  con- 
versions, the  awakening  of  artistic  creativ- 
ity, the  reconciliation  of  opposites.  The 
main  change  to  be  observed  in  such  indi- 
viduals, however,  is  that  they  have  stopped 
doing  anything.  The  aspiring  painter  talks 
of  the  heightening  of  his  aesthetic  sensibil- 
ities and  skills,  but  he  has  stopped  painting. 
The  graduate  student  who  withdrew  from 
writing  his  dissertation  in  philosophy  talks 
of  the  wondrous  philosophical  theories  he 
has  evolved.  But  nothing  is  written.  It 
seems  that  the  world  of  fantasy  has  become 
far  more  compelling  than  external  things. 
Indeed,  fantasy  is  substituted  for  reality.” 

One  enthusiastic  user  of  LSD  and  mari- 
juana says,  “It  has  been  ’s  experi- 

ence, and  many  others,  including  my  own, 
that  the  mind-drugs,  the  hallucinogens,  do 
very  interesting  and  wonderful  things  and 
greatly  open  the  mind  to  the  creative  pro- 
cesses.” To  an  observer  he  appears  to  have 
abandoned  the  usual  efforts  to  be  clean, 
neat  and  presentable;  he  has  failed  in  col- 
lege, has  no  job  (and  doesn’t  want  one),  yet 
insists  that  he  has  achieved  happiness. 
Like  many  other  users  of  the  hallucino- 
genic drugs,  he  insists  that  physicians  who 
take  care  of  those  who  become  disturbed  or 
psychotic  know  nothing  about  the  drugs, 
refuse  to  see  their  good  qualities,  and  are 
in  no  position  to  judge  them  because  they 
have  not  taken  them  themselves.  Clinical 
reports  of  persons  involved  in  acute  and 

♦Presented  before  the  second  general  scientific  session  of  the 
100th  Annual  Meeting  of  the  West  Virginia  State  Medical 
Association  at  The  Greenbrier  in  White  Sulphur  Springs, 
August  25,  1967. 
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chronic  psychoses,  suicide,  or  even  murder 
are  discounted  by  the  more  ardent  advocates 
of  drug  usage  as  being  so  few  in  number  as 
to  be  insignificant. 

In  the  past,  most  users  of  illegal  drugs 
had  deprived  socio  - economic  backgrounds 
and  poor  social  and  educational  records,  a 
tendency  to  criminal  behavior,  and  preferred 
narcotics  to  other  drugs.  In  general,  the 
new  users  come  from  the  middle  class,  have 
had  good  educational  experiences,  and  often 
are  involved  in  intellectual  or  creative  pur- 
suits. When  drug  use  changes  their  attitude 
and  capacity  for  judgment,  the  differences 
are  much  more  noticeable  than  they  are  in 
the  more  deprived  groups. 

The  evidence  of  harmful  effects  of  mari- 
juana is  less  clear  than  that  of  LSD.  In  fact, 
many  people  insist  that  its  use  has  no  dis- 
advantages other  than  being  illegal,  and 
some  groups  are  campaigning  vigorously  for 
legalization  of  marijuana.  A comprehen- 
sive presentation  of  the  proponents’  ar- 
guments appears  in  Ginsberg’s^  Atlantic 
Monthly  article  “The  Great  Marijuana 
Hoax.” 

On  the  other  hand,  there  are  those  who 
maintain  that  marijuana’s  dangers  go  be- 
yond the  legal  ones.  As  with  the  drug’s  ad- 
vocates, its  opponents’  points  of  view  con- 
stitute a spectrum,  with  some  objecting  on 
moral  grounds,  some  on  the  basis  of  its 
psychological  and  phyiological  effects,  and 
some  who  do  not  oppose  use  of  marijuana 
per  se  but  interpret  it  as  a sign  of  young 
people’s  personal  and  societal  difficulties 
and  an  unconscious  call  for  help. 

Keeler^  has  reported  11  instances  of  ad- 
verse reactions  to  marijuana.  S-ome  of  them 
were  of  psychotic  proportions  and  included 
panic,  fear,  depersonalization,  gross  confu- 
sion and  disorientation,  depression,  and  para- 
noid reactions.  Four  subjects  became  schizo- 
phrenic (with  thinking  disorders  and  in- 
appropriate affect)  after  extensive  use  of 
marijuana,  amphetamine  and  LSD.  Keeler 
is  of  the  opinion  that  marijuana  can  produce 
psychotic  disorders  of  a serious  degree  and 
that  its  use  can  initiate  destructive  changes 
in  life  style.  When  there  are  differences 
of  opinion  on  this  latter  point,  the  “patient” 


approves  the  change  but  most  other  p>ersons 
do  not. 

My  experience,  and  that  of  my  colleagues 
at  the  Harvard  University  Health  Services, 
support  the  contention  that  the  use  of  mari- 
juana does  indeed  entail  risk.  In  fact, 
we  find  it  to  be  harmful  in  many  ways  and 
to  lack  counterbalancing  beneficial  effects. 
Many  students  continue  to  think  it  is  bene- 
ficial even  while  their  grades  go  down  and 
while  other  signs  of  decrease  in  responsible 
and  effective  behavior  become  apparent. 

Some  Characteristic  Complications 

A few  characteristic  complications  of 
marijuana  usage  will  serve  to  illustrate  our 
concern : 

A 21-year-old  woman  was  involved  in  a 
conflict  with  her  mother  regarding  choice 
of  serious  dating  partners,  following  which 
she  renounced  her  religion,  drank  to  ex- 
cess, and  became  promiscuous.  When  she 
became  fearful  of  the  effects  of  drinking 
she  began  smoking  marijuana  regularly. 
She  then  became  depressed.  To  combat  her 
depression  she  used  more  and  more  mari- 
juana and,  on  one  occasion,  after  smoking 
an  unusual  amount,  slashed  her  wrists  and 
was  admitted  to  a hospital.  Under  psycho- 
therapy she  improved,  stopped  using 
drugs,  and  resumed  effective  academic  work. 

A 19-year-old  man  with  high  moral  stand- 
ards became  depressed,  used  marijuana  to 
combat  an  acute  depressive  episode,  experi- 
enced “black  despair,”  and  then  obtained 
sedative  pills  from  a friend  which  he  took 
in  an  attempt  at  suicide.  After  admission 
to  a hospital  and  subsequent  treatment  for 
his  depression,  he  improved  and  has  resumed 
his  studies. 

A 20-year-old  woman  with  a long  history 
of  emotional  conflict  became  socially  irre- 
sponsible, intermittently  depressed  and  oc- 
casionally overactive  and  irritable.  She 
tried  marijuana  to  combat  her  symptoms 
but  found  that  it  was  not  giving  her  the 
“kick”  she  had  sought.  On  the  advice  of 
friends,  she  began  taking  LSD  with  the 
hope  that  it  would  enable  her  to  gain  insight 
and  become  more  aware  of  herself.  Her 
potentially  disastrous  behavior  continues  and 
psychotherapy  is  refused. 
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A 19-year-old  man  with  dirty  clothes,  un- 
kempt hair  and  beard,  in  conflict  with  his 
parents,  hopeless  about  society,  has  been 
taking  benzedrine,  dexedrine,  marijuana  and 
LSD,  “to  find  out  about  himself.”  He  views 
those  who  encourage  him  to  avoid  drugs  as 
part  of  the  hostile  establishment  who  are 
infringing  on  his  rights.  His  use  of  drugs 
serves  as  a barrier  against  development  of 
the  kind  of  satisfying  interpersonal  rela- 
tions he  desires  as  well  as  an  obstacle  to 
psychotherapy. 

A senior  premedical  student  with  an  ex- 
cellent academic  record,  already  admitted 
to  a medical  school,  suddenly  began  to  do 
failing  work  in  one  course.  He  said  his 
energy  had  been  diverted  into  trying  to 
stop  using  marijuana,  which  he  had  begun 
using  extensively  during  his  senior  year. 
When  faced  with  the  necessity  of  studying 
he  found  it  easier  to  “take  pot.”  Under  its 
influence  he  was  convinced  that  studying 
for  examinations  was  not  as  important  as 
other  things.  He  wanted  help,  stating  ex- 
plicitly that  he  considered  the  use  of  mari- 
juana harmful  because  it  encouraged  him 
as  well  as  his  friends  who  used  it  to  “evade 
reality  and  pursue  illusory  goals.” 

Another  student  denied  that  his  extensive 
use  of  marijuana  adversely  affected  his  aca- 
demic perfomance,  but  said  that  while  un- 
der its  influence  he  lost  both  the  desire  and 
ability  to  study.  At  the  end  of  the  semester 
his  grades  dropped  precipitously.  He  re- 
fused psychiatric  help,  saying  that  although 
he  knew  he  had  an  emotional  problem,  drugs 
had  nothing  to  do  with  his  academic  difficul- 
ties. Whether  or  not  he  is  right  cannot 
be  proven  at  present,  nor  is  it  relevant,  siince 
he  is  in  trouble  and  does  need  some  kind 
of  help. 

These  cases  illustrate  some  of  the  issues 
involved  in  the  great  marijuana  debate.  In 
no  instance  did  marijuana  cause  the  or- 
iginal conflict.  On  the  other  hand,  it  con- 
tributed nothing  positive  and  probably  added 
to  the  problems  each  person  faced ; indeed,  it 
may  have  delayed  or  prevented  effective  ap- 
proaches to  the  solution  of  their  conflicts. 

In  one  sense,  it  is  misleading  to  talk 
about  “the  drug  problem”  as  if  it  were  an 
isolated  phenomenon  for,  in  fact,  it  is  the 


only  one  aspect  of  young  people’s  position 
in  contemporary  society.  If  drug  taking 
were  not  related  to  current  social  conditions 
and  individuals’  reactions  to  them,  it  would 
be  much  easier  to  deal  with.  But  the  issues 
are  complex;  that  is,  drug  taking  means 
something. 

Fashionable  Aspect 

Undoubtedly,  fashion  has  something  to  do 
with  drug  use.  In  some  circles,  and  par- 
ticularly among  the  young,  experience  with 
drugs  has  become  a kind  of  social  currency, 
a source  of  status  and  esteem.  It  is  possible, 
therefore,  that  if  drug  taking  were  no 
longer  condoned  by  most  young  people, 
the  users,  deprived  of  the  gratification  of 
peer  approval,  would  turn  to  other  (ideally 
more  constructive)  methods  of  dealing  with 
their  personal  problems. 

But  if  there  were  not  more  fundamental 
factors  at  work,  drug  taking  would  go  the 
way  of  goldfish  swallowing  and  telephone 
booth  cramming.  The  fact  that  drug  tak- 
ing is  illegal  reveals  its  function  as  a form 
of  rebellion  and  protest  — and  it  is  tempt- 
ing to  write  it  off  as  such  — that  is,  as 
a typical  “phase”  of  youth  which  should  be 
ignored  because  its  passing  is  inevitable,  or 
treated  with  a get-tough  policy.  It  would 
be  wrongheaded,  however,  to  do  so;  young 
people’s  rebellion  is  meaningful  to  them,  and 
constitutes  both  a response  to  their  situation 
and  a way  of  dealing  with  it.  Furthermore, 
their  judgments  often  are  more  valid  than 
older  generations  care  to  admit. 

On  a personal  level,  young  people  tend  to 
suffer  intense  feelings  of  isolation  and  vul- 
nerability. Present  - day  American  society 
and  its  institutions  often  exacerbate  these 
feelings.  For  example,  the  mass-produced 
is  valued  more,  the  man-made  less  than 
ever;  both  the  government  and  colleges  are 
becoming  larger  and  more  impersonal;  and 
the  individual’s  sense  of  being  insignificant 
and  helpless  is  increasing. 

The  process  of  attaining  skill  in  the 
trades  and  professions  seems  to  them  at 
least  uncomfortably  long  and  sometimes  ir- 
relevant to  their  future  activities.  For 
many  members  of  minority  groups  it  is 
impossible.  School  is  the  only  place  most 
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young  people  can  be  sent  for  training.  When 
school  programs  are  imaginative,  relevant  to 
past  experiences  and  future  expectations, 
and  led  by  teachers  whom  the  students  can 
like  and  respect,  students  participate  with 
enthusiasm.  When  curricula  are  dull,  teach- 
ers uninspired,  listless,  underpaid  and  over- 
worked, physical  facilities  inadequate,  and 
support  from  parents  and  the  community 
lacking,  the  students  can  hardly  be  expect- 
ed to  be  enthusiastic  about  their  education. 

Moreover,  young  people  are  keenly  aware 
of  social  injustice,  the  threat  of  nuclear  war, 
and  the  ineffectiveness  or  downright  hy- 
procrisy  of  many  of  those  in  authority.  They 
are  confused  about  authority,  not  clearly  ap- 
preciating that  responsible  authority  permits 
a democracy  to  exist  whereas  irresponsible 
authority,  or  authoritarianism,  is  destructive 
of  the  democratic  process.  As  a result  of 
their  confusions  they  often  tend  to  reject 
all  authority.  Sometimes  their  criticisms  of 
society  become  so  generalized  that  they  re- 
ject most  conventional  values,  refuse  to  par- 
ticipate in  a system  they  see  as  pernicious, 
and  focus  instead,  with  drugs  as  their  in- 
strument, on  their  own  subjective  values 
and  experience;  this  is  the  meaning  of  the 
phrase  turn  on,  tune  in,  drop  out,  (e.g., 
marijuana  often  seems  to  them  to  produce 
a sense  of  greater  fellow-feeling  and  better 
communication) . 

Because  of  their  psychological  effects, 
drugs  temporarily  help  young  people  to 
escape  their  feelings  of  being  alienated, 
under  pressure,  and  helpless ; simultaneously 
the  act  of  drug  taking  places  each  indi- 
vidual in  a group  of  kindred  spirits.  He 
may  feel  better  related  to  others  even  as 
objective  observation  shows  him  to  be  even 
more  isolated  than  before. 

Many  young  persons  have  not  had  the  ad- 
vantage of  a family  life  in  which  they  were 
trained  for  responsibility.  One  group  of 
young  former  drug  takers  who  appeared  on 
a David  Susskind  show  agreed  that  if  their 
parents  had  been  concerned  about  them  and 
had  been  strict  in  setting  standards  for  them 
to  follow,  the  possibility  of  their  becoming 
dependent  on  drugs  would  have  been  de- 
creased. In  their  discussion  they  formulated 
the  principle  that  concern  without  discipline 


is  of  little  value  and  discipline  by  parents 
who  do  not  really  care  about  their  childen 
is  useless. 

Drug  use  and  its  associated  forms  of 
behavior  have  certain  built-in  limitations. 
They  provide  little  permanent  satisfaction. 
Short-range  satisfaction  is  derived  from  peer 
group  approval  and  publicity.  Moreover,  the 
overzealous  and  sometimes  blatantly  wrong) 
activity  of  some  law  enforcement  officials 
serves  as  justification  or  “proof”  of  the 
rightness  of  their  own  positions.  The  ex- 
aggerated concern  accorded  them  by  their 
frustrated  and  bewildered  critics  may  en- 
courage them  to  persist  with  their  self-de- 
feating activities  longer  than  they  otherwise 
would  prefer.  Since  most  of  them  seem  to 
have  no  fixed  income  other  than  what  they 
get  from  their  families,  and  are  not  develop- 
ing a capacity  for  responsible  employment, 
they  may  ultimately  tire  of  their  vagabond 
existence.  There  is  considerable  evidence 
that  many  young  people  toy  with  various 
forms  of  asocial  or  antisocial  behavior  only 
to  return  to  more  responsible  modes  of  liv- 
ing, often  with  strong  dedication  to  the 
righting  of  social  wrongs. 

The  methods  by  which  alienated  young 
people  choose  to  show  their  disdain  for  con- 
ventional values  make  rational  thinking 
about  their  behavior  difficult  for  older  peo- 
ple. Whereas  the  young  usually  put  high 
priority  on  love,  peace,  idealism,  and  sim- 
ilar attributes,  their  appearance  and  be- 
havior often  seem  to  be  peculiarly  designed 
to  attract  criticism.  Long  hair,  outlandish 
fashions,  lack  of  cleanliness,  sexual  laxity, 
disrespect  for  personal  and  public  property, 
and  a manner  which  appears  arrogant  and 
impulse  - ridden  frequently  accompany  ex- 
perimentation with  drugs.  Irritation  with 
specific  forms  of  disapproved  behavior  tends 
to  divert  attention  from  the  fundamental 
problem,  i.e.,  the  dissatisfaction  of  these 
people  with  the  values  they  observe  and 
their  subsequent  alienation,  and  direct  it 
toward  changing  or  forbidding  the  behavior 
considered  undesirable.  Attention  to  the  rea- 
sons for  alienation  and  disenchantment,  if 
it  is  to  be  effective,  must  include  respect 
for  the  individuals  involved,  and  tolerance 
(but  not  necessarily  approval)  for  their  be- 
havior. 
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The  Physician’s  Role 

In  their  desire  to  express  themselves  the 
majority  find  satisfaction  in  their  studies, 
their  school  associations,  and  the  support 
they  get  from  their  families  and  friends. 
Others  not  so  fortunately  situated  cannot  re- 
solve their  conflicts  (usually  they  are  not 
even  aware  of  what  the  conflicts  are)  and 
express  themselves  in  delinquent  acts,  or 
poorly  controlled  impulse  expression,  or  by 
showing  no  sense  of  social  responsibility  (or 
any  combination  of  these).  An  even  more 
serious  result  of  the  failure  to  develop  a 
way  of  life  that  yields  satisfaction  is  the 
development  of  mental  or  emotional  illness. 
A new  and  disturbing  aspect  of  hallucino- 
genic drugs  is  that  they  may  permanently 
impair  the  judgment  of  people  who  experi- 
ment with  them.  These  potentially  capable 
young  men  and  women  could  thus  become 
permanent  casualties  of  their  struggle  to 
give  meaning  to  their  existence,  and  we 
should  find  methods  of  preventing  such  a 
disaster  if  possible.  Physicians  are  in  a 
particularly  good  position  to  help  educators 
develop  such  methods  and  should,  therefore, 
acquaint  themselves  with  the  issues  involved. 

If  we  approach  the  solution  of  the  drug 
problem  with  single-minded  determination 
to  eliminate  the  drugs,  or  prevent  their 
use  by  our  young  people,  we  run  the  risk  of 
adding  to  our  difficulties  rather  than  mini- 
mizing them.  Drugs  should  be  viewed  as 
an  incidental  factor,  considered  in  the  same 
class  as  other  forms  of  “acting-out”  be- 
havior (disrespect  for  property,  acting  on 
impulse,  accident  proneness,  delinquency), 
and  not  as  the  central  problem.  This  does 
not  lessen  the  importance  of  appropriate 
laws  for  the  control  of  potentially  harmful 
drugs  and  support  of  law  enforcement  agen- 
cies. In  showing  such  support,  however,  the 
physician  should  not  be  the  punitive  agent, 
thus  depriving  troubled  people,  who  happen 
to  use  drugs  as  one  of  their  attempts  to 
deal  with  their  conflicts,  of  one  of  their 
sources  of  effective  help. 

The  American  Medical  Association, 
through  its  Committee  on  Alcohol  and  Drug 
Dependence  and  the  Council  on  Mental 
Health,  has  prepared  a series  of  statements 
on  all  the  drugs  about  which  medical  au- 
thorities are  concerned. 


Those  no  narcotics,®  barbiturates,’^  am- 
phetamines,® marijuana,®  and  LSD^  have 
been  published  in  JAMA.  An  extensive 
monograph  on  alcoholism  and  a summariz- 
ing statement  for  the  general  public  about 
the  drug  problem  have  been  published  sep- 
arately. 

Armed  with  the  information  contained  in 
these  publications,  every  physician  can  be 
of  inestimable  help  to  educators,  law  enforce- 
ment officials,  clergymen,  parents,  leaders 
of  young  people’s  organizations,  and  others 
in  each  community  who  have  a responsibility 
for  keeping  drug  usage  within  reasonable 
and  appropriate  limits.  Success  in  such  an 
endeavor  will  depend  to  a large  extent  on 
gaining  the  understanding  and  support  of 
the  vast  majority  of  young  people  who  are 
interested  in  approaching  the  solution  of 
problems  facing  them  in  sound  and  intelli- 
gent ways.  Giving  them  the  facts  in  terms 
that  can  be  clearly  understood,  without  mor- 
alizing, in  combination  with  efficient  en- 
forcement of  the  laws  covering  distribution 
of  these  drugs,  appears  to  be  our  most  im- 
portant weapon. 
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Virus  Disease  in  Pregnancy 


The  pregnant  woman  is  par- 
ticularly susceptible  to  virus 
infection,  and  in  pregnancy  the 
severity  of  virus  diseases  tends  to  be  in- 
creased. During  pregnancy  viruses  may 
have  serious  effects  upon  the  health  of  the 
mother,  or  by  crossing  the  placental  barrier 
may  disrupt  the  status  of  pregnancy  by 
causing  either  abortion  or  fetal  death.  Virus- 
es may  also  influence  the  development  of  the 
fetus  by  exerting  a teratogenic  effect  in 
early  pregnancy,  or  by  causing  intrauterine 
infection  of  the  fetus  in  later  pregnancy. 
Such  infection  may  persist  beyond  delivery. 

Natural  History  of  Virus  Disease 
Virus  infection  begins  with  entry  of  the 
organisms.  The  mode  of  entry  is  usually 
through  the  respiratory  tract,  but  viruses 
may  invade  through  the  gut,  the  skin,  or 
by  other  routes.  The  organisms  initially 
travel  to  the  cells  of  a primary  site  within 
which  they  multiply  during  the  incubation 
period.  The  site  of  the  incubation  period 
varies  from  one  infection  to  another:  the 
cells  of  the  respiratory  tract,  the  intestine 
and  the  reticulo-endothelial  system  are  the 
most  common  locations.  When  the  days  of 
the  incubation  period  are  spent  the  viruses 
re-enter  the  circulation  and  seek  out  their 
specific  target  organs.  During  this  phase  of 
viremia,  tissue  destruction  occurs  and  symp- 
toms and  signs  of  clinical  disease  are  noted. 
At  this  time  the  viruses  may  cross  the  pla- 
centa and  invade  fetal  tissues. 

Immunity  against  virus  disease  is  a func- 
tion of  the  antibodies.  Antibodies  cannot 
enter  tissue  cells,  and  their  actions  are  lim- 
ited to  the  viremic  phases  of  disease.  Almost 
all  antibodies  are  carried  with  the  gamma- 
globulin fractions  of  the  plasma  proteins,  but 
not  all  gammaglobulin  is  antibody,  and  not 
all  antibodies  are  confined  to  this  fraction. 
Most  gammaglobulins  readily  cross  the  pla- 
centa assisted  by  a process  of  selective 
transfer:'^  newborn  levels  of  many  anti- 
bodies are  higher  than  those  of  the  maternal 
circulation ; macroglobulins  however,  can- 
not cross  the  placenta.  Antibodies  have  been 
found  in  the  fetal  blood  as  early  as  the 
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eighth  week  of  pregnancy.  The  passage  of 
maternal  antibodies  across  the  placenta  gives 
the  fetus  and  the  newborn  a passive  im- 
munity which  persists  for  several  weeks 
after  birth. 

During  pregnancy  there  is  a fall  in  total 
plasma  proteins:  This  is  confined  to  the  al- 
bumin and  gammaglobulin  fractions,  both 
the  betaglobulin  and  fibrinogen  levels  are 
raised.  The  reduced  level  of  gamma  globu- 
lin results  in  a lowered  capacity  of  the  preg- 
nant woman  to  produce  antibodies,  and  it 
has  been  suggested  that  the  increased  sus- 
ceptibility to  infection  may  be  due  to  this. 
The  combination  of  low  albumin  and  low 
gammaglobulin  resembles  the  situation  in 
starvation,  when  resistance  to  infection  is 
also  markedly  reduced. 

Influenza 

One  disease  known  to  be  more  severe  dur- 
ing pregnancy  is  influenza.  In  the  1918 
pandemic  of  influenza  and  in  the  Asian  flu 
epidemic  of  1957,  it  was  noted  that  both  the 
susceptibility  and  the  mortality  of  pregnant 
women  was  increased.  The  pandemic  of  1918 
caused  the  death  of  about  20  million  people. 
The  highest  mortality  was  noted  in  young 
men;  the  case  fatality  rate  of  soldiers  sta- 
tioned in  the  United  States  and  in  Europe 
ranged  from  2 to  10  percent.  However, 
the  case  fatality  rate  of  pregnant  women 
presumably  in  the  same  age  group  was  25 
percent.'^  The  highest  mortality  in  preg- 
nancy occurred  in  those  women  who  aborted, 
those  in  their  third  trimester,  and  particu- 
larly in  those  who  developed  pneumonia. 
The  Asian  flu  epidemic  of  1957  was  less 
lethal;  in  that  year  the  highest  case  fatal- 
ity rates  occurred  in  the  elderly,  and  84 
percent  of  the  deaths  from  influenza  in  the 
United  States  were  of  patients  aged  44  or 


98 


Nebraska  S.  M.  J. 


more.  In  spite  of  this  mortality  of  those 
beyond  reproductive  age,  15  percent  of  all 
deaths  in  that  epidemic  were  pregnant 
women.  The  increased  mortality  in  preg- 
nancy was  again  demonstrated.^’ 

The  influenza  virus  apparently  has  no 
teratogenic  effect,  and  the  major  risk  is  to 
the  pregnant  mother  herself.  There  is  a 
strong  argument  for  the  administration  of 
polyvalent  vaccine  in  pregnancy  if  an  epi- 
demic of  influenza  is  feared.  Such  vaccine 
of  inactivated  (dead)  virus  gives  a transient 
immunity  which  lasts  from  2 to  12  months, 
although  its  effectiveness  is  variable  preg- 
nancy is  a time  when  there  is  a true  indica- 
tion for  its  utilization. 

Poliomyelitis 

Another  example  of  a disease  more  severe 
in  pregnancy  is  poliomyelitis.  Pregnancy 
doubles  the  mortality  rate  from  polio:  the 
case  fatality  rate  of  pregnant  women  con- 
tracting the  disease  ranges  up  to  10  per- 
cent. Approximately  30  percent  of  preg- 
nancies complicated  by  polio  result  in  either 
abortion  or  fetal  death.  The  disease  appears 
to  be  most  common  in  the  first  trimester, 
and  multigravidas  are  more  susceptible  than 
those  in  their  first  pregnancy,  presumably 
because  other  children  bring  home  the  dis- 
ease. Poliomyelitis  is  most  dangerous  in 
late  pregnancy:  the  third  trimester  carries 
a high  mortality,  perhaps  due  to  the  in- 
creased exertion  necessary  at  that  time. 
The  maximal  hazard  occurs  during  labor  and 
delivery.  Although  the  uterus  functions 
autonomously  and  normal  labor  and  delivery 
are  possible  in  the  presence  of  paralysis,  the 
inability  of  the  mother  to  bear  down  may 
require  obstetric  assistance  for  delivery.  At 
the  time  of  delivery  adequate  preparation 
for  respiratory  emergencies  in  the  paralyzed 
patient  must  be  made:  oxygen,  suction,  in- 
tubation or  tracheostomy,  and  assisted  res- 
piration may  be  necessary. 

The  polio  virus  may  cross  the  placenta 
and  cause  intrauterine  paralysis.  This  may 
be  diagnosed  by  the  absence  of  fetal  move- 
ments while  the  fetal  heart  remains  audible. 
A paralyzed  baby  may  be  delivered:  such 
“ragdoll  babies”  have  a very  poor  prog- 
nosis. 


The  widespread  use  of  active  immuniza- 
tion with  Salk  and  Sabin  vaccines  has  mark- 
edly reduced  the  incidence  of  poliomyelitis, 
and  there  are  now  less  than  150  cases  of 
paralytic  polio  in  the  United  States  each 
year.  The  increased  vulnerability  of  the 
pregnant  woman  indicates  the  particular 
value  of  booster  immunization  during  preg- 
nancy. Although  the  Sabin  vaccine  has  been 
reported  to  be  safe  in  pregnancy.^2  general 
principles  suggest  that  live-virus  immuniza- 
tions are  best  avoided.  Even  patients  pre- 
viously immunized  with  Sabin  vaccine  may 
benefit  from  Salk  vaccine  booster. 

Rubella  (German  Measles) 

The  classic  viral  teratogen  is  rubella.  In 
1941,  Sir  Norman  Gregg,  an  Australian  oph- 
thalmologist, described  78  babies  with  con- 
genital cataracts,  and  noted  that  in  68  in- 
stances there  was  a history  of  maternal 
rubella  in  early  pregnancy.®  This  was  the 
first  direct  correlation  between  virus  infec- 
tion and  congenital  abnormalities. 

Rubella  in  early  pregnancy  has  a variety 
of  deleterious  effects  upon  the  developing 
fetus.  The  classic  triad  of  the  “rubella  syn- 
drome” includes  cataracts  and  other  ocular 
defects,  deafness,  and  cardiac  abnormalities. 
Other  stigmata  including  mental  retardation, 
low  birth  weight,  microcephaly,  long  bone 
defects,  hepatosplenomegaly,  jaundice,  and 
thrombocytopenic  purpura  may  also  result 
from  rubella  infection.  It  has  been  demon- 
strated that  the  virus  persists  in  the  new- 
born and  may  be  shed  for  many  weeks  after 
the  delivery  of  an  affected  baby. 

The  evaluation  of  the  effects  of  rubella 
infection  poses  several  diagnostic  problems. 
Rubella  is  a mild  disease  and  is  difficult  to 
diagnose  clinically:  Accurate  studies  have 
only  been  possible  since  antibody  testing  be- 
came available  in  the  early  1960s  when  the 
rubella  virus  was  cultured  for  the  first  time. 
A variety  of  titration  methods  are  used  to 
measure  the  increasing  titer  of  antirubella 
antibodies  in  the  serum  of  a patient  recently 
infected  by  rubella.  It  has  been  noted  that 
subclinical  rubella  is  from  2 to  6 times  more 
common  than  the  clinical  disease ; conversely, 
only  75  percent  of  disease  clinically  diagnosed 
as  rubella  can  be  serologically  substan- 
tiated.®' 
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The  diagnosis  of  congenital  anomalies  in 
the  newborn  is  also  difficult.  At  birth,  less 
than  half  of  abnormalities  are  recognized, 
and  even  by  the  time  the  child  reaches  one 
year  of  age,  only  85  percent  of  abnormalities 
can  be  diagnosed.  Anomalies  such  as  mental 
retardation  or  deafness,  particularly  uni- 
lateral deafness,  can  rarely  be  studied  until 
the  child  is  old  enough  to  cooperate. 

For  these  reasons,  the  evaluation  of  the 
risk  of  rubella  infection  in  early  pregnancy 
has  been  difficult  to  estimate.  Recent  pros- 
pective studies  using  antibody  levels  have 
indicated  that  infection  in  the  first  four 
weeks  of  gestation  results  in  a 50  to  60  per- 
cent incidence  of  abnormalities,  during  the 
second  four  weeks  infection  results  in  a 25 
percent  incidence,  and  the  overall  risk  in  the 
first  trimester  carries  a 25  percent  hazard 
of  congenital  abnormalities.  This  risk  al- 
though significant  is  much  less  than  that 
suggested  in  earlier  retrospective  studies 
such  as  Gregg’s  original  report. 

The  teratogenic  effects  of  the  rubella 
virus  have  caused  increasing  interest  to  be 
centered  upon  prevention  of  this  disease. 
More  than  80  percent  of  adults  carry  a 
natural  immunity  which  results  from  child- 
hood infection. History  of  previous  infec- 
tion does  not  appreciably  alter  this  percent- 
age, because  clinical  diagnosis  is  inaccurate 
and  subclinical  infection  common. 

Gammaglobulin  may  give  some  degree  of 
passive  immunity  to  women  who  are  sus- 
ceptible to  infection.  Gammaglobulin  is  pre- 
pared from  pooled  lots  of  donor  plasma  and 
has  a variable  titer  of  antirubella  antibody. 
The  preparation  is  safe  and  stable  and  seems 
to  be  effective  in  reducing  clinical  disease 
by  80  percent  and  total  infection  by  half 
the  incidence  of  subclinical  infection  is  un- 
doubtedly increased  after  the  administration 
of  gamm.aglobulin.  It  has  been  suggested 
that  subclinical  disease  may  be  less  danger- 
ous to  the  baby  than  overt  infection,  but 
there  is  firm  evidence  that  even  subclinical 
disease  in  early  pregnancy  can  cause  con- 
genital anomalies. 1 Recent  evidence  suggests 
that  gammaglobulin  may  reduce  the  incidence 
of  congenital  anomalies  even  if  subclinical 
disease  should  occur.^  This  might  be  due  to 
a lesser  virulence  of  the  virus  after  gamma- 


globulin, but  more  probably  is  due  to  a post- 
ponement of  the  viremia  to  a time  when  fur- 
ther fetal  development  reduces  the  risk  of 
teratogenicity. 

Active  immunization  against  the  rubella 
virus  is  currently  being  investigated.  Sev- 
eral years  ago,  it  was  suggested  that  young 
girls  should  be  purposely  exposed  to  others 
with  rubella,  thereby  spreading  the  disease 
in  the  young  population.  The  risk  of  organ- 
izing such  “German  measles  tea  parties”  was 
that  girls  could  carry  home  the  disease  at  a 
time  when  their  mothers  were  in  early  preg- 
nancy. Another  risk  was  that  the  index 
case  might  be  a misdiagnosed  case  of  measles 
(rubeola)  rather  than  rubella. 

Recent  research  has  been  directed  to  the 
development  of  a vaccine  which  gives  active 
immunity  to  rubella.  Work  with  an  attenu- 
ated live  virus  has  yielded  encouraging  pre- 
liminary results.  Before  a vaccine  can  be 
recommended  for  widescale  use  thorough 
understanding  of  its  effectiveness,  the  dura- 
tion of  its  effect,  the  transmissibility  of  the 
attenuated  virus  and  its  possible  teratogenic 
effect  must  be  complete.  Researchers  in  the 
field  consider  the  effectiveness  to  have  been 
adequately  demonstrated.  A viremia  occurs 
after  vaccination^®  and  is  followed  by  a rise 
in  the  titer  of  antibody,  but  to  a level  less 
than  that  which  follows  natural  infection.^® 
The  duration  of  effect  is  unknown : The 
measles  (rubeola)  vaccine  which  is  in  many 
ways  similar  to  rubella  vaccine  has  been 
claimed  to  give  lifelong  immunity.^®  If  in- 
duced immunity  to  any  of  these  diseases  is 
shortlived,  there  is  the  real  risk  that  vac- 
cination in  childhood  might  protect  patients 
in  youth  but  make  them  susceptible  again  as 
adults.  In  the  case  of  rubella,  this  would  re- 
sult in  vulnerability  at  a time  when,  with- 
out interference,  the  majority  would  have 
gained  natural  immunity  and  at  a time  when 
rubella  has  its  only  serious  effects.  The 
uncertainty  of  the  duration  of  protection 
has  caused  some  workers  to  recommend  that 
immunization  with  rubella  be  postponed  to 
a time  closer  to  the  reproductive  age  and 
perhaps  be  confined  to  those  without  sero- 
logically demonstrable  natural  immunity. 
The  delineation  of  the  time  for  such  vaccin- 
ation is  difficult : the  premarital  examination 
has  been  naively  suggested  as  an  opportune 
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occasion  for  such  immunization.  The  size- 
able percentage  of  women  known  to  be  preg- 
nant by  the  time  they  decide  upon  matrimony 
weighs  heavily  against  this. 

Live  rubella  virus  can  be  recovered  from 
the  pharynx  of  recently  immunized  sub- 
jects in  this  the  rubella  vaccine  differs 
from  that  of  measles.  In  spite  of  this,  it  has 
been  suggested  that  transmisibility  does  not 
occur.i®  This  is  crucial  if  families  of  poten- 
tially pregnant  women  are  to  be  vaccinated, 
although  at  present  there  is  no  available 
evidence  that  the  virus  has  a teratogenic  ef- 
fect. Trials  in  Finland  suggested  that  the 
attenuated  rubella  virus  may  not  cross  the 
placenta. This  may  be  easier  to  demon- 
strate than  to  disprove  its  potential  tera- 
togenicity: however,  since  all  known  viruses 
do  cross  the  placental  barrier  it  seems  un- 
likely that  this  organism  could  be  an  excep- 
tion. Much  research  is  necessaiy  before  all 
questions  concerning  rubella  vaccine  can  be 
answered  and  it  is  unlikely  ever  to  be  con- 
sidered safe  in  early  pregnancy. 

Other  Viral  Infections 

Measles  and  mumps  are  rare  in  pregnancy, 
since  childhood  infection  confers  immunity 
to  most  adults.  Measles  can  cause  harm  to  a 
pregnancy : both  the  abortion  and  premature 
labor  rates  are  increased  following  this  dis- 
ease. Measles  is  now  preventable  by  the 
use  of  attenuated  live  virus  vaccine  in  child- 
hood. Mumps  has  also  been  associated  with 
an  increased  abortion  rate.  Chickenpox  is 
usually  of  little  consequence  in  pregnancy 
although  occassional  complications  and  even 
maternal  deaths  have  been  described.  Trans- 
placental infection  of  the  baby  may  occur. 
Smallpox  although  now  very  rare  in  this 
continent  is  known  to  be  particularly  serious 
in  pregnancy:  reports  indicate  that  50  per- 
cent of  pregnant  women  infected  with  small- 
pox either  abort  or  have  premature  labor. 
Babies  may  be  delivered  with  pockmarks 
acquired  from  intrauterine  infection.  It 
has  been  noted  that  a mother  who  is  herself 
immune  to  the  disease  may  deliver  a baby 
with  congenital  pox:  it  is  possible  that  the 
smallpox  antibody  is  carried  on  a macro- 
globulin and  that  passive  immunity  cannot 
be  transmitted  across  the  placenta.  Con- 
genital vaccinia  is  rare,  and  seemingly  oc- 


cur.s only  in  the  babies  of  women  having 
their  primary  vaccination  in  pregnancy. 
There  is  evidence  however  that  vaccination 
in  the  first  trimester  increases  the  abortion 
rate,  and  for  this  reason  it  is  best  to  avoid 
this  procedure  unless  a real  threat  of  small- 
pox makes  it  essential. “ Infectious  hepatitis 
may  also  be  more  serious  to  the  pregnant 
woman.  Although  there  seems  to  be  little 
difference  in  the  severity  of  the  disease  dur- 
ing pregnancy  in  the  United  States,  reports 
from  Asian  countries  indicate  that  in  the 
presence  of  malnutrition  pregnancy  signifi- 
cantly increases  the  risks  of  this  disease.^ 
There  is  some  suggestion  that  the  abortion 
and  fetal  death  rates  are  increased  in  infec- 
tious hepatitis,  particularly  at  the  extremes 
of  pregnancy.  Recently,  an  epidemiological 
relationship  between  infectious  hepatitis 
and  Down’s  syndrome  (mongolism)  was  de- 
scribed in  Australia.21  Seasonal  waves  of 
infectious  hepatitis  were  followed  by  an  in- 
creased incidence  of  the  delivery  of  mongo- 
loid  infants.  This  theory  is  controversial, 
and  the  methodology  of  the  original  study 
has  been  challenged.® 

Viruses  which  are  of  little  consequence  to 
the  mother  may  have  a marked  effect  upon 
the  baby.  Coxsackie  viruses  are  known  to 
be  a cause  of  minor  upper  respiratory  tract 
infection  in  adults.  These  organisms  may 
cause  myocarditis  and  encephalitis  in  the 
fetus.  Recent  studies  suggest  that  the  cox- 
sackie viruses  may  also  be  a cause  of  con- 
genital heart  disease.  It  was  noted  that 
congenital  heart  disease  was  most  common 
in  babies  conceived  in  early  winter,  and  it 
was  postulated  that  virus  infections  com- 
mon during  the  winter  might  affect  preg- 
nancies in  their  developmental  stages.  Sero- 
logical studies  have  substantiated  a signifi- 
cant association  between  rising  anticox- 
sackie  B titers  and  cardiac  malformations.® 

A second  virus  of  little  significance  to  the 
adult  is  the  cytomegalic  inclusion  body  dis- 
ease vinms.  This  organism  is  ubiquitous 
and  causes  minimal  effects  in  the  adult,  but 
in  pregnancy  may  cross  the  placenta  and 
cause  devastation  of  the  fetus.  Intrauterine 
death  or  severe  effects  including  jaundice, 
hepatosplenomegaly,  mental  retardation,  and 
motor  central  nervous  system  defects  have 
been  noted  in  babies  so  infected  in  utero. 
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Children  surviving  such  uterine  infection 
are  unlikely  to  develop  normally. 

Herpes  simplex  is  a third  virus  Avhich  is 
of  little  significance  to  the  adult.  This 
virus  is  a universal  surface  organism  but 
may  infect  the  baby  during  delivery.  Such 
infection  affects  the  skin,  mucous  mem- 
branes, and  conjunctivae  of  the  baby,  caus- 
ing eruptions  which  spread  like  a septicemia, 
and  may  cause  death  of  the  baby  in  the  neo- 
natal period. 

Summary 

Virus  diseases  are  important  problems  in 
pregnancy  because  the  susceptibility  of  the 
mother  and  the  severity  of  the  disease  are 
both  increased.  Viruses  may  cross  the  pla- 
centa and  cause  serious  effects  upon  the 
baby,  ranging  from  intrauterine  infection 
to  congenital  abnormalities,  or  may  term- 
inate the  pregnancy  by  abortion,  premature 
labor,  or  fetal  death.  In  those  virus  diseases 
where  immunization  is  available,  the  preg- 
nant woman  must  be  considered  at  highest 
risk  and  should  be  protected  whenever  pos- 
sible, but  live-virus  vaccines  should  gener- 
ally be  avoided  in  pregnancy. 
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SPECIAL  ARTICLES 

.1 


Wash  ingtoNews 


1.  Health  insurance  tax  credits 

A House  Ways  and  Means  Committee 
member  introduced  on  the  first  day  of  the 
new  Congress  a bill  that  would  provide  fed- 
eral income  tax  credits  to  help  individuals 
buy  private  health  insurance. 

The  legislation  (HR  19),  sponsored  by 
Rep.  Richard  Fulton  (D.,  Tenn.),  was  sim- 
ilar in  principle  to  a health  insurance  fi- 
nancing plan  utilizing  tax  credits  approved 
by  the  AMA  House  of  Delegates  at  San 
Francisco  last  June  and  reaffirmed  at  Miami 
Beach  last  December. 

Fulton  said  he  considered  his  bill  “at 
least  an  opener”  for  hearings.  “Certainly 
before  expanding  any  federal  program,  I 
believe  it  worthwhile  to  explore  the  use  of 
the  private  sector  and  our  tax  system,” 
Fulton  said. 

The  Fulton  bill  provides  that  individuals 
with  incomes  of  $2,500  or  less  and  families 
with  incomes  of  $5,000  or  less  would  re- 
ceive $150  vouchers  from  the  federal  gov- 
ernment per  eligible  individual  for  the  pur- 
chase of  health  insurance.  The  family  max- 
imum would  be  $400. 

In  the  case  of  a taxpayer  with  an  income 
between  $2,500  and  $5,000,  or  a family  with 
an  income  between  $5,000  and  $7,500,  the 
credit  would  be  a 75  percent  per  eligible  in- 
dividual, with  a maximum  of  $400  per  fam- 
ily. 

In  the  case  of  a taxpayer  with  an  income 
of  $5,000  to  $7,500,  or  a family  with  an 
income  between  $7,500  and  $10,000,  the 
credit  would  be  50  percent  per  eligible  in- 
dividual, with  a $400  family  maximum. 

In  the  case  of  a taxpayer  with  an  income 
exceeding  $7,500,  or  a family  with  an  in- 
come exceeding  $10,000,  the  credit  would 
be  25  percent. 

At  San  Francisco,  the  House  of  Dele- 
gates adopted  as  approved  AMA  policy  “the 
principle  of  graduated  income  tax  credits  for 
premiums  paid  for  adequate  health  insur- 


ance.” A resolution  adopted  at  Miami  Beach 
called  upon  the  AMA  to  “vigorously  promote 
the  enactment  of  federal  legislation  imple- 
menting” the  plan. 

2.  Health  facilities 

A special  commission  on  health  facilities 
concluded  that  government  and  private  en- 
terprise must  cooperate  to  organize  the  na- 
tion’s health  resources  into  effective,  effi- 
cient, and  economical  community  systems  of 
comprehensive  health  care  for  all  persons. 

The  National  Advisory  Commission  on 
Health  Facilities,  established  in  October, 
1967,  drafted  its  report  to  the  President 
in  general  terms  and  did  not  make  any  rec- 
ommendations for  legislation. 

James  Z.  Appel,  M.D.,  a former  president 
of  the  AMA  and  a commissioner  member, 
said  the  family  physician  would  be  the  ideal 
“point  of  entry”  to  a community  health 
system  but  there  are  not  enough  of  them. 

A summary  of  the  report  included: 

“America’s  health  care  systems  should 
combine  private  and  public  responsibility. 
Facilities  and  systems  will  vary  from  com- 
munity to  community  in  accordance  with 
local  capacities  and  local  needs,  but  guiding 
principles  should  govern  the  effort  to  de- 
velop effective  and  efficient  health  care  sys- 
tems : 

“1.  These  systems  should  be  organized 
to  assure  appropriate  points  of  entry  into 
and  continuity  of  health  care  services. 

“2.  Every  citizen  should  have  ready  ac- 
cess to  quality  health  care. 

“3.  States,  regions,  local  communities, 
and  all  health  institutions  should  carry  out 
continuous  planning. 

“4.  Both  those  who  provide  and  consume 
health  services  should  participate  in  the  deci- 
sions. 

“5.  All  levels  of  health  care  should  be 
interdependent.” 
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3.  HEW  report 

A Health,  Education  and  Welfare  Depart- 
ment report  to  Congress  recommended  that 
preventive  health  care  services  not  be  added 
to  medicare  benefits  at  this  time. 

The  report  cited  as  reasons  for  the  nega- 
tive recommendation:  administrative  con- 

straints, inability  to  estimate  costs,  limited 
experience  with  automated  multiphasic 
health  screening,  and  an  inadequate  supply 
of  health  professionals. 

The  report  was  one  of  three  requested  by 
Congress  last  year  and  submitted  before  the 
change  in  Administration. 

A second  report  dealt  with  coverage  of 
mentally  ill  under  medicare  but  did  not  in- 
clude any  recommendations. 

The  third  reviewed  qualifications  of  per- 
sonnel under  current  medicare  regulations. 
It  stated  that,  because  of  an  acute  man- 
power shortage  in  the  field,  physical  thera- 
pists should  be  considered  qualified  if  they 
could  establish  an  adequate  level  of  com- 
petency. HEW  is  developing  a proficiency 
examination. 

HEW  recommended  against  allowing  li- 
censed practical  nurses  to  serve  as  nurses 
responsible  for  the  total  nursing  care  at  an 
extended  care  facility.  It  also  recommended 
against  changes  in  the  regulations  that  set 
minimal  standards  for  independent  labora- 
tory personnel. 


4.  Cohen  and  Plan  B 

The  premium  rate  for  medicare  sup- 
plementary insurance  covering  physicians’ 
fees  (plan  B)  will  remain  at  the  present 
rate,  $4  each  for  the  individual  beneficiary 
and  the  federal  government,  until  July  1, 
1970. 

The  Johnson  Administration’s  Secretary 
of  Health,  Education  and  Welfare,  Wilbur 
J.  Cohen,  decided  against  an  increase  al- 
though the  Social  Security  Administration’s 
chief  actuary  had  advised  that  an  aticipated 
rise  in  physicians’  fees  called  for  an  increase 
of  40  cents  each  for  the  beneficiary  and  the 
government. 


Cohen  again  asked  physicians  to  show 
“unusual  restraint”  in  setting  fees.  He 
uged  that  physicians  and  patients  cooper- 
ate “in  eliminating  unnecessary  utilization 
of  physicians’  services,”  and  asked  carriers 
and  intermediaries  to  review  claims  care- 
fully during  the  next  18  months. 


Diabetes  Mellitus  in  Down’s  Syndrome  — A. 
Milunsky  and  P.  W.  Neurath  (171  Har- 
rison Ave,  Boston).  Arch  Environ  Health 
17:372-376  (Sept)  1968. 

An  epidemiological  study  by  question- 
naire was  undertaken  in  Great  Britain  and 
the  United  States  to  provide  data  on  diabetes 
mellitus  in  Down’s  syndrome.  Among  21,- 
362  patients  with  Down’s  syndrome,  88  liv- 
ing diabetics  were  found.  A high  preva- 
lence of  diabetes  in  the  population  with 
Down’s  syndrome,  particularly  in  the  young- 
er age  groups,  was  noted.  It  exceeded  that 
of  the  general  population  by  factors  6.8,  3.3, 
and  3.0.  Insufficient  data  exist  to  determine 
the  exact  statistical  significance  of  these 
ratios.  Nevertheless,  a definitive  associa- 
tion between  Down’s  syndrome  and  diabetes 
mellitus  is  suggested.  The  role  of  pre- 
diabetes, autoimmunity,  and  genetics  in  this 
association  is  suggested. 

Gastric  Irradiation  in  Treatment  of  Peptic 
Ulcer  — C.  B.  dayman,  W.  L.  Palmer,  and 
J.  B.  Kirsner  (950  E 59th  St,  Chicago). 
Gastroenterology  55:403-407  (Sept)  1968. 

Mild  gastric  irradiation  is  a useful  adjunct 
in  the  medical  management  of  peptic  ulcer, 
especially  in  patients  over  the  age  of  45 
years,  with  recurrences  or  complications  de- 
spite comprehensive  medical  management. 
The  procedure  does  not  necessarily  cure 
peptic  ulcer ; its  gastric  antisecretory  and 
clinical  effects  are  not  consistently  predict- 
able. In  a substantial  number  of  patients, 
gastric  irradiation  significantly  decreases  the 
frequency  and  severity  of  recurrences  and 
reduces  the  number  of  deaths  from  ulcer 
complications. 
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Respiratory  Diseases 


EXPOSURE  TO  COLD  ENVIRONMENT  AND 
RHINOVIRUS  COMMON  COLD 
Volunteers  without  antibody  to  a rhino- 
virus  strain  were  subjected  to  a cold  envir- 
onment before  and  after  inoculation  with 
the  viral  strain.  No  effect  on  the  illness 
was  demonstrated,  despite  popular  belief 
that  cold  has  an  adverse  effect  on  the 
common  cold. 

Although  in  animals  exposure  to  cold  has  been 
shown  to  increase  both  the  frequency  and  severity 
of  viral  infections,  such  exposure  has  not  been 
demonstrated  to  increase  the  susceptibility  of  man 
to  infection  with  common-cold  viruses.  Studies  pub- 
lished to  date,  however,  have  been  among  volun- 
teers whose  antibody  status  to  the  infecting  virus 
was  not  known. 

For  the  present  study  44  volunteers  found  to 
be  free  of  antibody  to  rhinovirus  Type  15  were 
inoculated  with  purified  stocks  of  this  strain.  Of 
these,  27  were  exposed  to  cold  at  the  time  of 
inoculation  and  during  incubation,  illness,  and  re- 
covery. The  remaining  17,  who  served  as  con- 
trols, were  not  exposed  to  cold. 

To  test  the  normal  reaction  to  the  cold  de- 
vices used  in  the  study,  five  additional  volunteers, 
wearing  light  cotton  shorts  and  undershirts,  spent 
one  and  one-half  hours  in  rooms  with  temperatures 
of  4°  and  10°  C (centigrade).  Since  the  cold 
caused  shivering  which  led  to  elevation  of  body 
temperature,  adjustments  were  made  to  lower  body 
temperature.  These  consisted  of  immersion  in  a 
water  bath  at  32°  C for  four  to  six  hours  and  of 
wearing  wool  jackets  in  the  10°  C room. 

The  subjective  opinion  of  the  volunteers  was 
that  the  experience  in  the  4°  room  was  uncomfort- 
able and  comparable  to  the  short-term  chilling 
commonly  encountered  in  nature.  In  contrast, 
when  placed  in  a tank  with  32°  C water  three  days 
later,  they  found  the  experience  comfortable. 

Inoculation  of  the  44  subjects  was  done  by  small 
particle  aerosol  in  28,  by  nasal  instillations  of  virus- 
containing  fluids  in  16.  There  was  no  difference 
in  clinical  response  to  the  two  methods. 

INOCULATED  AFTER  EXPOSURE 

In  one  experiment,  nine  of  the  16  volunteers 
inoculated  by  nasal  drops  were  infected  at  the  end 
of  exposure  in  the  4°  C room.  The  other  seven 
were  not  exposed  to  cold.  Infection  rates  in  both 
groups  were  similar  and  the  illnesses  were  typical 
of  the  common  cold.  All  the  infected  demonstrated 
early-high  virus-shedding  patterns.  In  each  an 
eightfold  or  greater  rise  in  serum  neutralizing  anti- 
body developed  five  weeks  after  inoculation.  Titers 
in  both  groups  were  comparable. 

In  following  experiments  six  volunteers  were 
placed  in  the  10°  C room  and  seven  in  the  cold 
bath  on  the  morning  after  inoculation.  Both  ex- 
posed groups  were  compared  to  unexposed  volun- 
teers inoculated  at  the  same  time.  Results  were 
similar  in  all  three  groups.  The  frequency  and  se- 


verity of  illness  were  not  significantly  greater  in 
the  group  exposed  to  cold  than  in  the  unexposed 
volunteers.  Furthermore,  there  was  no  increase 
in  quantities  of  virus  shed  from  the  nasopharynx 
among  volunteers  exposed  to  cold.  Antibody  re- 
sponses among  those  exposed  were  also  similar 
to  those  not  so  exposed. 

Clinical  responses,  virus-shedding  patterns,  and 
antibody  responses  were  also  similar  in  two  volun- 
teers placed  in  the  water  bath  on  the  first  or  sec- 
ond day  of  illness  and  two  others  inoculated  at  the 
same  time  but  not  exposed  to  cold. 

ILLNESSES  SIMILAR 

In  another  experiment,  six  volunteers  were  placed 
in  the  10°  C room  and  seven  in  the  water  bath 
on  the  seventh  or  eighth  day  after  inoculation. 
Illnesses  in  the  two  groups  were  similar. 

When  four  volunteers  were  reexposed  to  cold 
in  the  water  bath,  nasal  obstruction  and  dis- 
charge developed  in  three.  In  two  the  symptoms 
disappeared  within  eight  hours;  in  the  third,  who 
also  had  headache  and  cough,  the  symptoms  lasted 
for  24  hours.  No  symptoms  were  observed  in  the 
three  volunteers  first  exposed  to  cold  after  recov- 
ery from  illness.  Virus-shedding  patterns  and 
mean  antibody  responses  were  similar  in  both 
groups. 

Pneumococci  and  staphylococci  as  well  as  non- 
pathogenic  species  of  bacteria  were  recovered  from 
nose  and  throat  swabs  from  both  the  volunteers 
exposed  to  cold  and  from  those  not  exposed  in  each 
of  the  experiments. 

No  effect  of  exposure  to  cold  on  a common  cold 
due  to  rhinovirus  Type  15  that  might  account 
for  the  popular  belief  that  cold  was  bad  for  a 
common  cold  was  demonstrated.  However,  two 
possible  mild  effects  of  cold  on  rhinovirus  illness 
were  noted.  One  was  a slight  increase  in  nasal 
symptoms  in  three  of  seven  volunteers  exposed  to 
cold  during  recovery,  and  the  other  was  a slightly 
greater  frequency  of  illness  among  some  subjects 
exposed  to  cold  during  the  incubation  period.  In 
both,  the  difference  between  subjects  exposed  to 
cold  and  controls  was  minimal. 

Failure  to  demonstrate  a relationship  between 
cold  and  the  common  cold  could  be  because  en- 
vironmental temperature  has  no  effect  on  the 
common  cold;  or  because  exposure  for  longer 
periods  or  to  more  severe  conditions  may  be  neces- 
sary to  influence  the  course  of  common  colds.  It 
may  be,  too,  that  exposure  to  cold  influences  the 
course  of  other  viral  illnesses  in  man,  but  not  rhino- 
virus illness. 

It  is  also  possible  that  infection  with  a wild 
rhinovirus  and  its  tissue  culture  progeny  would 
have  a different  result,  as  might  exposure  to  a 
different  strain  of  virus.  However,  rhinoviruses 
are  the  most  frequent  isolates  from  adults  with 
colds  and,  with  the  possible  exception  of  Type  lA, 
there  are  no  predominant  serotypes. 


February,  1969 


105 


NO  BACTERIAL  COMPLICATIONS 
Exposure  methods  used  in  the  study  permit- 
ted testing  of  differing  effects  of  cold.  The  4°  C 
room  was  analogous  to  short-term  chilling  of 
the  type  encountered  in  nature.  The  water  bath 
was  a comfortable  procedure,  but  produced  a fall 
in  body  temperature. 

None  of  the  volunteers  had  bacterial  complica- 
tions such  as  otitis  media  or  pneumonia.  The  pres- 
ence of  potentially  pathogenic  organisms  was  not 
greater  in  the  volunteers  after  infection  and  ex- 
posure to  cold  than  in  those  after  infection  alone. 
In  neither  group  were  potential  pathogens  more 
frequent  after  infection  than  before  inoculation. 
There  was  no  evidence  that  respiratory  viral  infec- 
tions predispose  to  pneumonia  by  qualitative  changes 
in  bacterial  flora.  More  detailed  bacteriologic 
studies  will  be  needed  to  determine  if  significant 
quantitative  changes  occur  in  this  regard. 

— R.  Gordon  Douglas,  Jr..  M.D.  : Keith  M.  Lindgren,  M.D., 
and  Robert  B.  Couch,  M.D.  The  New  England  Journal  of 
Medicine,  October  3,  1968. 


Xerography  of  the  Breast  — J.  N.  Wolfe 
(Dept  of  Radiology,  Hutzel  Hosp,  432 
Hancock  Ave,  E,  Detroit).  Radiology  91: 
231-240  (Aug)  1968. 

Xerograms  of  the  breast  have  the  follow- 
ing advantages  over  film  mammograms : 
They  are  easier  to  interpret,  require  less 
radiation  to  produce  than  Eastman  Kodak 
“M”  film  mammograms,  afford  greater  de- 
tail, and  are  probably  more  accurate.  Xer- 
ography is  a dry  process  and  the  finished 
product  is  obtained  more  quickly  and  with 
greater  ease.  The  most  important  feature  is 
that  they  are  easier  to  interpret.  Properly 
set-up  xerograms  could  probably  be  read  in 
a screening  program  at  the  rate  of  four  to 
five  cases  per  minute,  in  contrast  to  a rate 
of  15  to  20  cases  per  hour  with  film  mam- 
mograms. Examples  are  shown  to  illustrate 
all  of  the  features  of  xeroradiography.  The 
cases  selected  include  both  benign  and  malig- 
nant disease. 


Heart  Disease  in  Industry  — R.  J.  Hall  (Wal- 
ter Reed  General  Hosp,  Washington,  DC). 
Arch  Environ  Health  17:416-424  (Sept) 
1968. 

The  impact  of  heart  disease  upon  indus- 
try is  reviewed,  stressing  the  importance  of 
coronary  artery  disease.  Identification  and 


correction  of  risk  factors  assume  an  im- 
portant role  in  decreasing  this  problem. 
An  inverse  relationship  is  identified  between 
the  habitual  level  of  activity  and  the  de- 
velopment of  coronary  artery  disease,  where- 
as the  immediate  preceding  activity  appears 
to  have  little  relationship  to  the  occurrence 
or  immediate  outcome  of  acute  infarction. 
Exercise  following  infarction  is  not  only 
well  tolerated  in  general,  but  appears  bene- 
ficial. Methods  of  assessing  exercise  toler- 
ance are  evaluated  in  assessing  the  ability 
to  return  to  work.  A large  proportion  of 
jobs  in  industry  can  be  accomplished  with- 
in an  energy  expenditure  of  three  to  four 
times  basal.  A significant  number  of  car- 
diac patients  can  perform  within  this  level 
and  may  be  safely  employed.  A smaller 
number  require  modification  of  their  activ- 
ities because  of  lower  tolerances.  Problems 
unique  to  specific  areas  such  as  blunt  trau- 
ma, anticoagulants,  and  pacemakers  are  dis- 
cussed. 

Vincristine  in  Acute  Leukemia  of  Child- 
hood — M.  E.  Haggard  et  al  (Univ  of 
Texas  Medical  Branch,  Galveston).  Can- 
cer 21 :435-444  (Aug)  1968. 

Ninety-four  children  with  acute  leukemia 
refractory  to  other  forms  of  chemotherapy 
were  treated  by  three  dosage  regimens  of 
vincristine.  Complete  remission  occurred  in 
21.8%  of  the  children  experiencing  adequate 
drug  trial,  with  partial  remission  in  25.4% 
and  bone  marrow  remission  in  37.4%. 
Rapidity  of  response  was  variable,  with 
bone  marrow  remission  occurring  be- 
tween the  14th  and  85th  day  of  ther- 
apy and  optimum  response  between  the 
21st  and  113th  day.  Remissions  lasting 
only  20  to  154  days  on  maintenance  therapy 
with  vincristine  tended  to  be  relatively 
short-lived  compared  with  those  maintained 
by  other  agents.  Toxicity  of  vincristine 
proved  to  be  a limiting  factor,  requiring 
alteration  of  therapy  in  over  25%  of  the  chil- 
dren treated.  Vincristine,  nevertheless,  is 
firmly  established  as  a valuable  agent  for 
the  induction  of  remission  in  acute  leukemia. 
Continuing  studies  indicate  that  the  rate 
of  remission  reinduction  is  markedly  in- 
creased by  the  combination  of  vincristine 
with  prednisone. 
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Clearinghouse  for  Transplant  Data 


Another  chapter  was  added  to  the  history 
of  medicine  on  January  2,  1968,  when  58- 
year-old  Dr.  Phillip  Blaiberg  — a Capetown, 
South  Africa  dentist  — began  life  anew 
following  a successful  heart  transplant  per- 
formed by  Dr.  Christian  Barnard. 

Two  and  one-half  months  later,  on  Satur- 
day, March  16,  Dr.  Blaiberg  was  released 
from  the  hospital  and  is,  to  date,  the  long- 
est-living survivor  of  such  an  operation. 
News  of  this  dramatic  event  spread  to  every 
comer  of  the  globe,  and  details  and  sta- 
tistics of  the  transplant  were  demanded  by 
both  the  public  and  the  press.  The  first  two 
heart  transplants  took  place  on  December 
3,  1967  in  Capetown,  South  Africa  and  De- 
cember 6,  1967  in  Brooklyn,  New  York,  but 
the  patients  survived  for  only  18  days  and 
6 1/2  hours,  respectively. 

The  great  demand  for  pertinent  data  on 
transplants,  as  well  as  statistical  informa- 
tion on  numerous  other  areas  of  medical 
interest,  resulted  in  the  development  of  the 
Communications  Division  Information  Sec- 
tion of  the  AMA,  which  gathers  and  main- 
tains authoritative  information  on  not  only 
heart  transplants,  but  intestine,  kidney, 
liver,  lung,  pancreas,  spleen  and  thymus 
transplants,  as  well.  The  statistics  are  pri- 
marily for  use  by  the  news  media  to  aid 
in  the  preparation  of  up-to-date  articles  for 
newspapers  and  magazines  in  an  effort  to 
keep  the  public  abreast  of  the  latest  de- 
velopments on  organ  transplants. 

Statistical  data  on  each  transplant  include 
the  town  and  hospital  in  which  it  was  per- 
formed, names  of  the  physician,  recipient, 
and  donor  (if  not  anonymous),  the  recipi- 
ent’s age,  where  he  is  from,  and  how  he 
earned  his  living,  the  donor’s  age  and  the 
cause  of  his  death,  and,  if  the  recipient  ex- 
pires, what  he  died  of  and  how  long  he  lived 
after  receiving  the  transplanted  organ. 

By  December  10,  1968,  96  heart  trans- 
plants had  been  performed,  and  48  patients 
had  survived  the  operation.  Fifty-two  took 
place  in  the  United  States  (two  of  which 
were  “second”  transplants),  and  44  were 
performed  abroad.  One  second  transplant 


was  performed  in  Houston,  Texas  at  St. 
Luke’s  Episcopal  Hospital,  and  the  patient 
was  listed  as  both  the  9th  and  83rd  heart 
transplant;  the  other  was  performed  at  the 
Stanford  University  Medical  Center  in  Palo 
Alto,  California,  and  the  recipient  was  the 
84th  and  85th  heart  transplant. 

The  AMA  receives  inquiries  daily  for  in- 
formation of  this  type,  and  it  is  vital  that 
those  making  the  requests  be  assured  that 
the  data  supplied  are  absolutely  accurate. 
This  difficult  task  is  accomplished  by  com- 
piling statistics  from  numerous  sources,  in- 
cluding medical  journals,  newspapers,  maga- 
zines and  phone  calls.  All  information  pro- 
vided must  be  verified  before  being  en- 
tered on  the  official  records.  Verification 
is  made  frequently  by  phoning  the  source 
directly  and  later  verifying  it  a second  time 
via  letter. 

The  service  provided  by  the  AMA  Com- 
munications Division  Information  Section 
plays  a key  role  in  advising  professionals 
and  the  lay  citizenry  alike  of  the  medical 
record  being  achieved  in  the  new  vista  of 
organ  transplants  and  the  complexities  in- 
volved. The  information  compiled  by  the 
section  is  released  through  those  depart- 
ments of  the  Communications  Division  where 
inquiries  from  the  profession  and  the  press 
are  received. 


Device  for  Collecting  Urine  in  Incontinent 

Male  Children  — M.  L.  Hill  and  D.  B. 

Shurtleff  (Univ  of  Washington,  Seattle). 

Amer  J Dis  Chil  116:158-160  (Aug)  1968. 

A device  which  allows  the  health  team  in 
charge  of  neurogenically  incontinent  males 
to  have  a socially  appropriate  urine  collection 
technique  has  been  developed.  Preliminary 
design  in  assessment  of  a total  of  12  patients, 
ages  3 through  13  years,  led  to  successful 
social  acceptance  control  in  80%.  The  de- 
vice is  commercially  available  and  instruc- 
tions for  specific  modification  and  home 
construction  can  be  obtained. 
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Our  Friend:  The  Pharmacist 


On  a recent  evening  in  a midwest  town, 
an  elderly  housewife  walked  into  her  local 
pharmacy  painfully  holding  her  left  hand. 
Raising  a crudely  bandaged  forefinger,  she 
asked  the  pharm^acist: 

“I’ve  been  in  a little  accident  — my  car 
door  closed  on  my  hand.  Give  me  something 
for  it,  will  you?” 

Looking  at  the  badly  lacerated  finger  the 
pharmacist  shook  his  head.  “Better  not 
treat  that  yourself,”  he  said.  “You  should 
see  your  doctor  at  once.” 

The  wound  required  three  stitches,  the 
woman’s  hand  was  saved  and  possible  com- 
plications avoided  — thanks  to  wise  and 
prompt  advice. 

In  emergencies,  it’s  the  pharmacist  who  is 
often  called  upon  for  first  aid.  He  is  the 
reliable  and  confidential  source  of  family 
health  information  close  at  hand.  Every 
hour  in  the  day,  people  approach  the  nation’s 
110,000  or  more  community  pharmacists 
seeking  advice  ranging  from  problems  of 
skin  care  to  a pain  in  the  leg.  While  he 
refers  conditions  of  a serious  nature  to  your 
physician,  the  pharmacist  supplements  the 
doctor  — to  help  assure,  for  instance,  that 
prescribed  medication  is  properly  used. 

Most  Americans  take  their  neighborhood 
pharmacist  for  granted.  Actually  he  is  not 
only  an  authority  on  drugs,  but  also  a mem- 
ber of  your  local  health  team,  adviser  to  your 
doctor,  and  custodian  of  your  community’s 
largest  storehouse  of  life-saving  medicines. 

In  the  evolution  of  the  apothecary’s  or 
pharmacist’s  role  over  the  centuries,  he  has 
moved  to  a place  on  the  front  line  of  the 
neighborhood  health  forces.  A recent  sur- 
vey revealed  that  when  people  were  asked 
whom  they  turn  to  as  a source  of  health 
information,  82  percent  mentioned  their 
pharmacist  — second  only  to  their  doctor. 

With  tremendous  changes  going  on,  as 
technology  produces  more  complex  drugs 
and  the  government  gets  more  involved  in 
health  problems  (as  in  Medicare),  the 
need  grows  for  the  drug  specialists.  The 


pharmacist’s  know-how  today  is  vast  in 
scope.  He  may  stock  as  many  as  10,000 
different  drugs,  and  keeping  current  on 
drug  history,  is  aware  that  certain  drugs 
do  not  go  together  and  which  ones  can  be 
misused  or  abused.  This  is  why  he  is  con- 
tributing an  ever-increasing  amount  of  drug 
therapy  information  to  physicians. 

Behind  him  is  an  intensive  training  ex- 
perience. The  pharmacist  is  unique  in  that 
he  is  the  only  retail  businessman  required 
by  law  to  have  a college  degree.  To  achieve 
his  professional  standing  and  receive  a li- 
cense, he  must  spend  five  or  six  years  at 
an  accredited  college  of  pharmacy  and  pass 
a rigid  examination  by  a state  board  of  phar- 
macy. Then  he  must  undergo  an  internship 
for  a year  at  a hospital  or  community  phar- 
macy dispensing  drugs. 

He  fills  your  prescription,  knowing  its 
chemical  reaction  in  the  body,  its  possible 
side  effects,  and  when  it  should  or  should 
not  be  used.  Even  if  your  doctor  has  pre- 
scribed manufactured  pills  or  tablets,  it 
still  can  take  many  steps  involving  checking 
and  rechecking  to  dispense  them.  With  or 
without  the  familiar  mortar  and  pestle,  far 
from  extinct,  the  nation’s  pharmacists  com- 
pound more  than  35  million  prescriptions 
each  year.  And  your  pharmacist  must  keep 
constantly  up  to  date  with  the  new  develop- 
ments in  pharmaceutical  and  research  lab- 
oratories, including  all  the  new  antibiotics. 
Seven  out  of  ten  medications  prescribed  to- 
day were  not  even  known  as  late  as  1950. 

It’s  not  surprising  then,  that  every  day  the 
nation’s  pharmacists  receive  over  170,000 
phone  calls  from  physicians,  perhaps  to  veri- 
fy the  name  of  a drug  or  to  check  the  rec- 
ommended dosage.  Many  doctors  also  like 
to  drop  in  at  a local  pharmacy  occasionally 
to  look  over  the  new  products  section. 

To  the  U.S.  pharmaceutical  industry,  the 
neighborhood  pharmacy  represents  the  pub- 
lic it  serves. 

“The  pharmacy  of  today  is  a distinctive 
American  institution  and  an  irreplaceable 
community  health  resource,”  says  J.  N. 
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Cooke,  vice  president  of  Sterling  Drug.  “It 
reflects  not  only  the  great  advances  we  have 
made  in  medicines  but  also,  in  many  ways, 
how  our  country  has  developed.” 

The  pharmacist,  has  a long  heritage  of 
service  behind  his  reputation  and  skills.  As 
far  back  as  2100  B.C.,  there  were  practi- 
tioners of  the  art  of  apothecary  in  Babylonia 
and  Assyria.  The  ancient  Egyptians  were 
more  specialized  compounders  of  medicine  in 
rooms  set  aside  in  temples,  where  priest- 
physician-pharmacists  mixed  and  admin- 
istered drugs  while  chanting  incantations. 
While  many  of  the  ingredients  used  then 
were  enough  to  frighten  today’s  physicians 
and  pharmacists,  some  of  the  prescriptions 
were  effective.  One  papyrus  from  the  time 
of  Moses  mentions  several  herbs  and  medi- 
cines still  in  use  including  castor  oil. 

The  Bible  refers  to  the  apothecary  in 
Exodus  30 :25  where  the  holy  annointing  oil 
is  prescribed  “after  the  art  of  apothecary.” 
Drug  dealers  were  known  in  ancient  Greece 
and  Rome,  the  word  “apothecary”  deriving 
from  the  Greek  noun  meaning  storehouse. 
The  word  “pharmacist”  may  have  come  from 
the  Greek  pharmakon,  meaning  drug  or  rem- 
edy. Tenth-century  Arab  apothecaries  had 
to  pass  examinations  in  chemistry,  phar- 
macy, optics,  and  mathematics,  and  they 
coated  their  scientifically  constructed  pills 
with  silver  and  gold  for  eye  appeal. 

By  the  end  of  the  13th  century  apothe- 
caries, open  to  the  street  under  public  gaze, 
were  scattered  throughout  Europe.  At  that 
time,  elixir  mixers  offered  a choice  of  still- 
useful  herb  remedies  like  digitalis  and  cas- 
cara  or  all  kinds  of  bitter-tasting  witches’ 
brew.  Less  than  300  years  ago,  prescrip- 
tions for  both  love  and  anti-love  potions  were 
still  being  written  and  filled  at  apothecary 
shops. 

In  America,  one  of  the  first  typical  phar- 
macies was  opened  in  1663  by  a Dutch  physi- 
cian in  New  Amsterdam.  Compared  to  the 
elaborate  majolica  and  porcelain  drug  jars 
common  in  Europe,  our  pharmacies  were 
small  and  plainly  equipped,  although  later 
the  pharmacy  displayed  marble  vases  and 
counters,  costly  mirrors  and  artistic  show 
globes.  Toward  the  end  of  the  last  century. 


the  characteristic  “American  drugstore”  be- 
gan to  emerge,  featuring  counters  jammed 
with  sundries. 

Today,  the  mystique  surrounding  the 
wondrous  jars  of  herbs  and  chemicals  is 
gone.  Instead,  a specialist,  trained  in  the 
complex  and  expanding  pharmaceutical  sci- 
ences is  behind  the  counter,  a helpful  mem- 
ber of  the  neighborhood  health  team.  He 
stays  open  longer  than  most  stores,  and  in 
many  communities  there’s  at  least  one  phar- 
macy available  on  Sundays  and  holidays. 

It  is  in  the  realm  of  community  health 
that  the  future  of  the  modern  pharmacy  lies. 

“In  coming  generations,  I foresee  an  ex- 
panding role  for  the  pharmacist,”  says  Dr. 
Joseph  L.  Kanig,  Dean  of  the  Columbia  Uni- 
versity School  of  Pharmaceutical  Sciences. 
“Pharmacy  students  will  be  working  side 
by  side  with  medical  students  in  hospitals 
and  clinics,  each  learning  to  respect  the 
other’s  knowledge.  The  pharmacist  will  wit- 
ness the  dramatic  effects  of  medications  at 
first  hand,  so  that  he  can  relate  the  clinical 
picture  to  the  drug  entity.  In  fact,  at  least 
six  universities  are  already  giving  pharmacy 
students  such  an  exposure  to  the  health  sci- 
ences environment. 

“In  response  to  the  ever-increasing  de- 
mand for  quality  health  care,  we  can  ex- 
pect the  emergence  of  satellite  health  cen- 
ters in  neighborhoods,  to  provide  a wide 
variety  of  health  services  (with  the  excep- 
tion of  in-patient  hospital  facilities).  These 
miniature  medical  centers  would  be  staffed 
by  doctors,  dentists,  nurses  and,  of  course, 
pharmacists.  Within  the  framework  of  this 
environment  pharmacists  may  be  able  to  as- 
sume many  of  the  present  day  duties  of  the 
physician,  thereby  freeing  the  doctor  for 
the  more  sophisticated  medical  attention 
needed  by  patients.  Certainly,  with  physi- 
cians and  pharmacists  side-by-side,  the  qual- 
ity of  drug  therapy  would  reach  new  heights 
of  effectiveness.” 

That  may  be  decades  off,  but  meanwhile 
your  phannacist  quietly  hones  away  at  his 
specialty  — all  there  is  to  know  about  medi- 
cines. There  are  times  when  your  life 
may  be  in  his  skilled  hands.  You  can  be 
sure  he’s  aware  of  it  — and  ready. 
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Speech  and  hearing  scholarships 

Alpha  Chi  Omega,  national  women’s  fra- 
teimity,  and  the  National  Easter  Seal  Society 
have  announced  the  availability  of  a limited 
number  of  supplemental  aid  scholarships  for 
qualified  master’s  degree  candidates  in  the 
field  of  speech  pathology  and  audiology. 

In  order  to  be  eligible  for  the  scholarships, 
which  are  for  the  1969  academic  year,  stu- 
dents must  be  United  States  citizens  enrolled 
or  accepted  in  a graduate  program  of  speech 
pathology  or  audiology  in  a school  approved 
by  the  American  Speech  and  Hearing  Asso- 
ciation. 

Applications  must  be  accompanied  by  a 
letter  stating  the  reasons  for  interest  in  pur- 
suing a career  in  speech  pathology  and/or 
audiology,  a letter  of  acceptance  from  the 
school  the  applicant  will  be  attending,  trans- 
cripts of  all  preliminary  training  above  high 
school  and  professional  references. 

Selection  will  be  made  on  a competitive 
basis  by  a scholarship  committee,  with  con- 
sideration given  to  scholastic  achievement, 
financial  need,  references  and  letters  of 
application. 

Application  forms  are  available  from  the 
Scholarship  Coordinator,  National  Easter 
Seal  Society  for  Crippled  Children  and 
Adults,  2023  West  Ogden  Avenue,  Chicago, 
Illinois  60612. 

To  be  eligible  for  consideration,  the  com- 
pleted application  form  and  all  supplemental 
material  must  be  received  by  July  15. 


Dental  dues  dilate 

The  American  Dental  Association  has 
voted  an  increase  of  $15  in  membership 
dues,  a 37.5%  rise. 


Scholarships  for  therapists 

To  help  meet  the  growing  need  for  trained 
physical  and  occupational  therapists.  Kappa 
Delta  Phi  sorority  and  the  National  Easter 
Seal  Society  have  announced  the  availability 


of  a limited  number  of  supplemental  aid 
scholarships  for  students  continuing  their 
training  in  those  fields  during  the  1969 
academic  year. 

In  order  to  be  eligible  for  the  funds,  ap- 
plicants must  be  United  States  citizens  en- 
rolled or  accepted  in  a certificate  course  or 
in  the  senior  year  or  clinical  training  period 
of  a degree  course  in  physical  or  occupa- 
tional therapy  at  a school  approved  for  train- 
ing by  the  Council  on  Medical  Education  of 
the  American  Medical  Association. 

Application  forms  are  available  from  the 
Scholarship  Coordinator,  National  Easter 
Seal  Society  for  Crippled  Children  and 
Adults,  2023  West  Ogden  Avenue,  Chicago, 
Illinois  60612. 

The  completed  application  form  and  all 
supplemental  material  must  be  received  by 
May  15  in  order  to  receive  consideration  by 
the  Scholarship  Review  Committee. 


Preventive  medicine  elects 

Alfred  R.  Stumpe,  M.D.,  San  Antonio, 
Texas,  has  been  elected  president  of  the 
American  College  of  Preventive  Medicine. 


Drug  treatment  of  cancer 

Research  designed  to  improve  drug  treat- 
ment of  cancer  by  exploiting  differences  in 
the  reproductive  cycles  of  normal  and  malig- 
nant cells  will  be  emphasized  in  the  work 
of  a newly  established  Human  Tumor  Cell 
Biology  Branch  of  the  National  Cancer  In- 
stitute, National  Institutes  of  Health. 

Creation  of  the  branch  was  announced  by 
the  Institute  director.  Dr.  Kenneth  M.  En- 
dicott,  who  said  the  research  will  be  super- 
vised by  Dr.  Seymour  Perry,  Associate  Sci- 
entific Director  for  Clinical  Trials,  as 
branch  chief. 

Dr.  C.  Gordon  Zubrod,  Scientific  Director 
for  Chemotherapy,  explained  that  Dr.  Perry 
and  his  colleagues  will  investigate  physio- 
logic, cytogenetic  and  biochemical  control 
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mechanisms  at  the  molecular  level  of  human 
cells.  The  dynamics  of  cell  growth  and 
characteristics  of  reproductive  cycling,  called 
cell  kinetics,  will  be  studied  in  such  types 
of  cancer  as  the  leukemias  and  lymphomas, 
in  solid  tumors  of  the  breast  and  lung,  and 
in  normal  cells. 

Lung  cancer  studies  will  be  conducted  with 
the  cooperation  of  the  National  Cancer  In- 
stitute - Veterans  Administration  Medical 
Oncology  Service  at  the  Washington,  D.C., 
Veterans  Administration  Hospital. 

Dr.  Perry  said  that  physicians,  biochem- 
ists, mathematicians  and  experts  from  other 
fields  will  collaborate  in  analyzing  cell  kin- 
etic data  and  developing  more  effective 
schedules  of  cancer  chemotherapy,  or  drug 
treatment.  Automated  scanning  equipment 
and  cell  recognition  techniques  will  be  de- 
veloped as  a part  of  the  effort. 

Various  studies  of  cell  kinetics  have  been 
under  way  at  the  National  Cancer  Institute 
for  several  years.  Establishment  of  the  new 
branch  will  coordinate  these  efforts  and 
permit  a sharper  focus  on  study  of  the  con- 
trol mechanisms  of  cells  growing  in  the 
human  being  and  in  the  test  tube. 

Finch  to  head  HEW 

Robert  Finch  is  President-Elect  Nixon’s 
nominee  for  Secretaiy  of  Health,  Education, 
and  Welfare.  He  will  be  the  youngest  man 
on  the  cabinet;  he  is  a lawyer;  he  is  from 
California  and  has  been  lieutenant  gover- 
nor and  a regent  of  the  University  of  Cali- 
fornia. 


H,  E,  and  W 

Appropriations  for  Health,  Education,  and 
Welfare  have  risen  by  some  150  percent 
during  LBJ’s  five  years  as  President. 


Parke,  Davis  expands 

Parke,  Davis  & Company  has  announced 
that  it  was  in  the  final  stages  of  acquiring 
the  assets  of  Walker  Industries,  of  San 
Francisco,  a firm  which  markets  a line  of 
plastic  disposables  to  hospitals. 


Dr.  Austin  Smith,  chairman  of  the  board 
and  president  of  Parke-Davis,  told  the  San 
Francisco  Society  of  Security  Analysts  at  a 
meeting  in  the  St.  Francis  Hotel  here  that 
the  Walker  products  include  such  items  as 
a sterile  urinary  drainage  unit,  enema  bags, 
and  associated  accessories. 


Omaha  mid-west  clinical  society 

The  annual  business  meeting  of  the  offi- 
cers with  membership,  was  held  in  the  Ball- 
room of  the  Blackstone  Hotel,  December  12. 

Despite  severe  weather,  there  was  a fine 
turn  out  of  the  members  — their  response 
and  consideration  of  business  items  at  hand 
reflected  their  keen  enthusiasm,  and  stepped- 
up  interests  with  Society’s  affairs. 

Dr.  Arnold  Lempka  (Creighton)  conduct- 
ed the  business  meeting  as  the  1968  Presi- 
dent. 

Dr.  William  Reedy  (C)  presented  the  So- 
ciety’s financial  reports,  including  the  sta- 
tistics on  Society’s  Annual  Postgraduate 
Sessions  held  in  the  Sheraton-Fontenelle  Ho- 
tel, during  October. 

The  meeting  reports  reflected  fine,  in- 
creased physician  attendance  at  all  scientific 
sessions.  Physicians  registered  from  thir- 
ty-one states. 

Dr.  Richard  Svehla  (C),  Director  of 
Clinics,  and  Dr.  Robert  Cochran  (Nebraska), 
Assistant  Director  of  Clinics,  stressed  the 
thanks  due  to  the  members  of  the  Society 
who  participated  with  program  presenta- 
tions. The  increased  physician  attendance 
at  all  sessions  was  most  rewarding. 

Activities  for  physicians’  wives  are  well 
planned  for  in  advance  of  the  annual  meet- 
ing dates,  with  the  Society’s  officers’  wives 
devoting  many  hours  setting  up  busy  daily 
schedules  to  keep  the  ladies  entertained. 

The  wives’  interests  gained  visible  mo- 
mentum this  year.  It  is  hoped  that  more 
physicians’  wives  will  register  at  meeting 
headquarters  with  the  Hospitality  Commit- 
tee next  fall. 

Both  Creighton  and  Nebraska  alumni 
chairmen  reported  record-breaking  attend- 
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ance  at  their  individual  dinners  this  year. 
The  medical  reunion  committees  should  be 
highly  commended  for  their  outstanding  ef- 
forts promoting  these  affairs. 

Dr.  Lempka  (C)  concluded  this  annual 
business  meeting  with  the  installation  of 
Society’s  1969  officers — 

Dr.  Henry  Kammandel  (N),  President 

Dr.  Richard  Crotty  (C),  President  Elect 

Dr.  Willis  D.  Wright  (N),  Member-at- 
Large 

Dr.  William  J.  Reedy  (C),  continues  as 
Secretary-Treasurer 

Dr.  John  Hartigan  (C)  retires  from  the 
executive  committee  as  President  of  Omaha- 
Douglas  County  Medical  Society  — Dr.  John 
Coe  (N)  will  serve  in  this  capacity  during 
1969. 

Dr.  Henry  J.  Lehnhoff,  Jr.  (N)  retires 
from  the  executive  committee  as  past-presi- 
dent of  Omaha  - Midwest  Clinical  Society 
(1967).  Dr.  Arnold  Lempka  (C)  will  serve 
in  this  office. 

Following  adjournment  of  this  annual 
business  meeting,  incoming  President,  Dr. 
Kammandel,  requested  all  members  to  re- 
main for  a special  called  business  meeting 
to  properly  conclude  certain  items  of  busi- 
ness carried  over  from  the  first  meeting. 

Dr.  Lempka’s  comments  as  retiring  Presi- 
dent stressed  his  continued  interests  in  all 
Society  affairs.  His  enthusiastic  and  untir- 
ing efforts  drew  a standing  ovation  of  the 
members  in  attendance. 

Dr.  Kammandel  has  assumed  the  office 
of  1969  President  with  stated  rekindled  in- 
terests for  development  of  program  for  the 
1969  Scientific  Assembly  to  convene  in  the 
Sheraton  Fontenelle  Hotel,  next  November. 

Dr.  Richard  Svehla  (C)  continues  as  Di- 
rector of  Clinics.  Dr.  Robert  Cochran  (N) 
continues  as  consultant  in  charge  of  audio 
and  visual  schedules  for  the  annual  meetings. 

Dr.  Kammandel  will  meet  with  members 
of  the  Society  to  be  appointed  to  serve  as 
sectional  chairmen,  to  review  the  initial  plans 
for  the  1969  meeting. 


Dr.  Hudson  resigns 

Charles  L.  Hudson,  M.D.,  has  resigned  as 
Director  of  the  AMA’s  Division  of  Health 
Service.  Dr.  Hudson  is  a former  president 
of  the  AMA. 


Rehabilitation  elects 

Officers  and  trustees  for  1969  have  been 
elected  by  the  Board  of  Trustees  for  the  Com- 
mission on  Accreditation  of  Rehabilitation 
Facilities,  according  to  John  D.  Porterfield, 
M.D.,  director  of  CARF. 

The  Board  elected  to  continue  the  pres- 
ent officers  for  1969,  renaming  Howard  G. 
Lytle,  L.H.D.  of  Indianapolis,  as  chairman; 
William  J.  Erdman,  II,  M.D.,  of  Philadel- 
phia, as  vice  chairman;  Dorothy  C.  Perkins, 
Ed.D.,  of  Los  Angeles,  as  secretary-treasurer 
and  Doctor  Porterfield  as  assistant  secretary- 
treasurer. 

Craig  Mills,  Tallahassee,  Florida,  repre- 
senting the  Association  of  Rehabilitation 
Centers  and  J.  Arthur  Johnson,  Washington, 
D.C.,  representing  the  National  Association 
of  Sheltered  Workshops  and  Homebound 
Programs  were  reappointed  by  their  re- 
spective organizations  to  serve  for  another 
three  years  on  the  Board  of  Trustees.  Arts 
(Bob)  Mallas,  Austin,  Texas,  a trustee-at- 
large,  was  also  named  to  another  three-year 
tenn. 

Other  trustees  of  CARF  are:  Edmund  J. 
Desjardins,  Vancouver,  B.C.,  and  William 
K.  Page,  West  Orange,  N.J.,  both  repre- 
senting the  Association  of  Rehabilitation 
Centers;  and  Michael  M.  Galazan,  Milwau- 
kee, Wis.,  representing  the  National  Asso- 
ciation of  Sheltered  Workshops  and  Home- 
bound  Programs.  Chairman  Lytle  represents 
the  National  Association  of  Sheltered  Work- 
shops and  Homebound  Programs,  while  Vice 
Chairman  Erdman  and  Secretary-Treasurer 
Perkins  are  trustees-at-large. 


Occupational  health  bookshelf 

A survey  of  the  literature  in  the  field 
of  occupational  health  has  resulted  in  the 
publication  of  the  second  edition  of  the  “Oc- 
cupational Health  Bookshelf,”  a reference 
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list  of  more  than  250  books  selected  on  the 
basis  of  their  value  to  practitioners  in  the 
broad  field  of  health  in  relation  to  occupa- 
tion. 

The  list,  which  was  compiled  by  a com- 
mittee of  the  Industrial  Medical  Associa- 
tion under  the  chairmanship  of  J.  S.  Felton, 
M.D.,  is  an  enlargement  of  the  first  edition 
which  was  published  in  1963.  The  current 
list  indicates  19  basic  references.  The  list- 
ings are  grouped  under  headings  as  follows : 
Absenteeism,  Aerospace  Medicine,  Aging, 
Air  Pollution,  Alcoholism,  Disability  and 
Disability  Evaluation,  Emergency  Medical 
Care,  Environmental  Health,  Environmental 
Physiology,  Ergonomics,  Historical  Back- 
ground, Industrial  Hygiene  and  Toxicology, 
Industrial  Safety  and  Accident  Prevention, 
Mental  Health  in  Industiy,  Noise  and  Hear- 
ing Conservation,  Occupational  Dermatology, 
Occupational  Diseases,  Occupational  Health 
Administration,  General  Occupational 
Health,  Occupational  Health  Nursing,  Pre- 
ventive Medicine  and  Public  Health,  Radio- 
logic  Health,  Rehabilitation  and  Employment 
of  the  Handicapped,  Vision  Conservation  and 
Workmen’s  Compensation. 

Also  included  is  a separate  list  giving 
addresses  of  the  105  publishers  of  the  rec- 
ommended references.  In  addition,  15  peri- 
odicals in  the  field  are  listed. 

Copies  of  the  Bookshelf  are  available  at 
40c  each  from  the  Industrial  Medical  Asso- 
ciation, 55  East  Washington,  Chicago,  111. 
60602.  A publication  order  form  listing 
more  than  70  IMA  publications  and  reprints 
is  also  available. 


Medical  library  association 

The  following  library  schools  will  offer 
MLA  approved  courses  in  medical  librarian- 
ship  during  the  Spring  and  Summer  of 
1969.  Complete  information  is  available 
from  the  Dean  of  the  library  schools. 

University  of  California,  Los  Angeles — 
Winter  1969  Quarter 

Case  Western  Reserve  University,  Cleve- 
land, Ohio  — Feb.  4 - June  6,  1969 

Drexel  Institute  of  Technology,  Philadel- 
phia, Pa.  — April  1 - June  14,  1969 


Emory  University,  Atlanta,  Ga.  — June 
16 -July  25,  1969 

University  of  Illinois,  Urbana,  111.  — June 
16 -July  17,  1969 

University  of  Maryland,  College  Park, 
Md.  — Feb.  10  - June  6,  1969 

University  of  Minnesota,  Minneapolis, 
Minn.  — Jan.  3 - Mar.  15,  1969 

University  of  North  Carolina,  Chapel  Hill, 
N.C.  — Spring  Semester  (Jan.  31  - May 
28,  1969) 

University  of  Oklahoma,  Norman,  Okla. 
— Jan.  27  - May  19,  1969 

University  of  Pittsburgh,  Pittsburgh,  Pa. 
— Jan.  7 - Apr.  18,  1969 

Kuhl  named  as  advisor 

Wilbur  J.  Cohen,  Secretary  of  Health,  Ed- 
ucation, and  Welfare,  has  named  William 
Kuhl  to  the  Advisory  Council  on  Health  In- 
surance for  the  Disabled.  Mr.  Kuhl  is 
Director  of  Research  and  Education,  Inter- 
national Brotherhood  of  Boilermakers,  Iron 
Ship  Builders,  Blacksmiths,  Forgers,  and 
Helpers. 

Mr.  Kuhl,  who  fills  a vacancy  on  the  Coun- 
cil left  by  the  death  of  Morris  Brand,  M.D., 
Medical  Director  of  the  Sidney  Hillman 
Health  Center  in  New  York  City,  is  also 
a member  of  the  National  Citizens  Advisory 
Council  on  Vocational  Rehabilitation. 

The  12-member  Council  on  Health  Insur- 
ance for  the  Disabled  was  appointed  by  Sec- 
retary Cohen  last  June,  in  accordance  with 
a provision  in  the  Social  Security  Amend- 
ments of  1967.  By  January  1,  it  will  sub- 
mit to  the  Department  of  Health,  Education, 
and  Welfare  for  consideration  by  the  next 
session  of  Congress  the  findings  of  its  in- 
vestigation of  the  health  insurance  needs  of 
the  disabled  who  are  under  65  years  of  age, 
the  costs  involved,  and  its  recommendations 
as  to  how  those  needs  may  be  met. 

Henry  A.  Kessler,  M.D.,  is  chairman  of 
the  Advisory  Council  whose  membership  in- 
cludes leaders  in  medicine,  labor,  business, 
and  other  areas  related  to  health  care. 

Other  members  are: 

James  Brindle,  President,  Health  Insur- 
ance Plan  of  Greater  New  York 
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James  M.  Gillen,  Director  of  Personnel 
Research,  General  Motors  Corporation 

Juanita  M.  Kreps,  Professor  of  Econom- 
ics, Duke  University 

Leonard  W.  Larson,  M.D.,  Past  President, 
American  Medical  Association 

Daniel  W.  Pettengill,  Vice  President, 
Group  Division,  Aetna  Life  and  Casual- 
ty Company 

Bert  Seidman,  Director,  Department  of 
Social  Security,  AFL-CIO 

E.  A.  Vaughn,  Vice  President  and  Con- 
troller, Aluminum  Company  of  America 

Anthony  G.  Weinlein,  Executive  Assistant 
to  the  President,  Service  Employees 
International  Union,  AFL-CIO 

E.  B.  Whitten,  Executive  Director,  Na- 
tional Rehabilitation  Association 

Alonzo  S.  Yerby,  M.D.,  Professor  and 
Head,  Department  of  Health  Services 
Administration,  School  of  Public  Health, 
Harvard  University 

(Editor’s  Note:  If  insurance  were  spelled 
“ensurance,”  which  looks  all  right  to  us, 
the  Council’s  acronym  would  be  ACHED). 

Special  AHA  meeting 

The  American  Hospital  Association’s 
House  of  Delegates  will  meet  in  special 
session  February  12,  1969  at  Chicago’s  Pal- 
mer House  to  take  action  on  the  Associa- 
tion’s Statement  on  Financial  Requirements 
of  Health  Care  Institutions  and  Services. 

The  AHA  Statement  is  of  far-reaching  im- 
portance to  the  providers  and  purchasers  of 
health  care  services  in  that  it  ties  the  re- 
imbursement of  health  care  institutions  di- 
rectly to  the  areawide  health  planning  pro- 
cess. 

In  effect,  the  statement  declares  that  the 
community  must  meet  the  full  financial 
needs  of  its  health  care  system.  In  return, 
the  health  care  system  must  accept  the  com- 
munity’s right  to  insist  on  proper  planning 
for  health  care  institutions  and  services. 

The  special  session  will  be  held  in  con- 
junction with  the  AHA’s  annual  Midyear 
Conference  for  Presidential  Officers  and 


Executives  of  Allied  Hospital  Association 
and  Areawide  Planning  Agencies  from  the 
50  stats.  The  midyear  conference  is  sched- 
uled for  February  13-14,  1969. 

The  statement  was  first  presented  to  the 
House  of  Delegates  at  the  AHA’s  Annual 
Meeting  in  September  in  Atlantic  City.  The 
House  postponed  action  at  that  time  and 
asked  the  AHA  Board  of  Trustees  to  review 
the  statement  and  to  clarify  certain  sections 
which  many  delegates  found  objectionable. 

The  objections  centered  particularly  on 
a section  which  declared  that  approval  of  an 
areawide  planning  agency  should  be  ob- 
tained before  a health  care  institution  em- 
barked upon  a program  to  replace  buildings, 
or  to  modernize  and  expand  existing  plant, 
equipment  and  services. 

Many  of  the  AHA  delegates  said  in  Sep- 
tember that  areawide  planning  has  not  been 
developed  to  the  point  where  hospitals  can  be 
satisfied  that  planning  agencies  are  experi- 
enced and  functioning  with  full  effective- 
ness. 

Revisions  suggested  by  delegates  at  At- 
lantic City  were  considered  by  the  Board  of 
Trustees  and  incorporated  in  the  statement 
which  the  House  will  consider  February  12. 

The  two-day  midyear  conference  program 
will  include  discussion  topics  ranging  from 
the  medical,  legal  and  moral  dilemma  posed 
by  organ  transplants  to  the  health  care  goals 
of  organized  labor.  All  sessions  of  the  con- 
ference will  be  at  the  Palmer  House. 


MLA  scholarship 

The  Medical  Library  Association  has 
named  its  $1500  scholarship  for  the  aca- 
demic year  1969/70  in  memory  of  Ralph  T. 
Esterquest,  librarian  of  the  Francis  A. 
Countway  Library,  Boston. 

Mr.  Esterquest  served  the  Association  as 
a member  of  the  Board  of  Directors,  as 
chairman  of  the  Committee  on  Federal  Re- 
lations, and  as  the  MLA  representative  to 
the  Council  of  the  American  Library  Associa- 
tion. 

The  scholarship  will  be  granted  to  a quali- 
fied student  who  will  enter  library  school  in 
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the  summer  or  fall  of  1969  and  applications 
are  available  from  any  ALA  accredited  li- 
brary school,  or  from  the  MLA  Scholarship 
Committee  chairman,  Miss  Jean  Foulke. 
Miss  Foulke’s  address  is  National  Institutes 
of  Health,  Division  of  Research  Services, 
Bldg.  10,  Room  5N118,  Bethesda,  Md.  20014. 


Recommended  dietary  allowances 

Changes  in  RDA  this  past  year,  pub- 
lished by  the  Food  and  Nutrition  Board, 
National  Academy  of  Sciences  — National 
Research  Council,  and  by  the  National  Dairy 
Council,  include: 

1.  Addition  of  vitamin  E. 

2.  Addition  of  iodine. 

3.  Addition  of  folacin. 

4.  Addition  of  phosphorus. 

5.  Addition  of  vitamin  B6. 

6.  Increase  in  iron  to  18  mg  per  day  for 
females  from  the  age  of  10  and  in 
the  childbearing  years. 

7.  Lowering  of  protein  to  0.9  gm  per  kg. 

8.  Addition  of  vitamin  B12. 

9.  Lowering  of  caloric  levels  for  young 
adults  to  2000  calories. 

10.  Addition  of  magnesium. 

Wyeth  hosts  pediatricians 

Sixteen  young  physicians,  recipients  of 
Pediatric  Fellowships  awarded  by  Wyeth 
Laboratories,  met  recently  at  Wyeth’s  ad- 
ministrative and  research  headquarters  in 
Radnor  to  discuss  developments  in  the  medical 
care  of  children. 

The  keynote  address  for  the  day-long  ses- 
sion was  made  by  Victor  C.  Vaughan,  M.D., 
Professor  and  Chainnan,  Department  of 
Pediatrics,  Temple  University  School  of 
Medicine.  Dr.  Vaughan  spoke  on  the  sub- 
ject, “Growth  and  Development.” 

Four  “alumni”  — physicians  who  have 
completed  their  Wyeth  Fellowships  — pre- 
sented comments  on  their  chosen  fields  of 
endeavor  in  Pediatrics  — one  in  research, 
one  in  teaching,  and  two  in  private  prac- 
tice (one  as  a member  of  a large  multi- 
disciplined  group  practice). 


In  the  afternoon,  special  demonstrations 
were  conducted  in  the  Wyeth  Institute  for 
Medical  Research.  Dr.  George  Warren  dis- 
cussed research  in  antimicrobial  areas;  Dr. 
Larry  Stein  presented  some  interesting 
facets  of  psychopharmacologic  investiga- 
tions, while  Drs.  George  Schneller  and  John 
Poole  demonstrated  some  significant  aspects 
of  the  science  of  pharmaceutical  manufactur- 
ing. 

This  is  the  eleventh  group  of  physicians 
to  receive  awards  from  the  Wyeth  Fund  for 
Postgraduate  Medical  Education.  Each  Fel- 
lowship is  awarded  to  an  outstanding  physi- 
cian who  has  chosen  Pediatrics  for  special 
study.  To  date,  201  physicians  have  re- 
ceived Wyeth  Fellowships  under  this  pro- 
gram. 


Prevention  of  blindness  grants 

Funds  to  support  pilot  research  projects 
will  be  made  available  by  the  National  So- 
ciety for  the  Prevention  of  Blindness.  The 
announcement  was  made  by  John  W.  Ferree, 
M.D.,  executive  director  of  the  NSPB. 

The  Committee  on  Basic  and  Clinical  Re- 
search of  the  NSPB  is  accepting  applica- 
tions for  grants  for  scientific  study  which 
will  contribute  to  the  basic  understanding  of 
eye  function  and  pathology,  and  improve 
methods  of  diagnosis,  treatment,  and  meth- 
ods for  the  prevention  of  blinding  eye  diseas- 
es. 

Grants  not  exceeding  $5,000  will  be  made 
for  a one  year  period  for  projects  not  being 
financed  by  other  sources.  Renewals  may  be 
applied  for  at  the  end  of  the  year. 

The  NSPB  Committee  asks  that  all  ap- 
plications be  submitted  by  March  1,  1969 
so  that  they  may  be  considered  at  its  annual 
spring  meeting.  Application  forms  may  be 
obtained  by  writing  to  the  NSPB,  79  Madi- 
son Avenue,  New  York,  New  York  10016. 

The  National  Society  for  the  Prevention 
of  Blindness,  founded  in  1908,  is  the  oldest 
voluntary  health  agency  nationally  engaged 
in  the  prevention  of  blindness  through  a 
comprehensive  program  of  community  serv- 
ices, public  and  professional  education  and 
research. 
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While  Making  Rounds 


1.  The  Doctor’s  Dictionary. 

a.  psi 

b.  WN 

c.  FRC 

d.  DX 

e.  URD 

(Answers  on  page  122), 

2.  Quote  Unquote. 

“Words  are  the  most  powerful  drugs 
known  to  mankind.” 

Kipling 

“Our  birth  is  but  a sleep  and  a for- 
getting.” 

Wordsworth 

“He  has  seen  but  half  the  universe 
who  never  has  been  shown  the  house 
of  Pain.” 

Emerson 

“Great  pains  quickly  find  ease.” 

Herbert 

“The  ground-work  of  all  happiness  is 
health.” 

Leigh  Hunt 

3.  Words  We  Can  Do  Without. 

De-escalate 

Compartmentalized 

Humanistic 

Overabundance 

In-service 

4.  Our  Own  Monthly  Statistical  Report. 

Ten  thousand  babies  die  here  every 
year  of  sudden  death  syndrome,  the 
leading  cause  of  death  in  the  first 
year. 

5.  Anniversary  Time. 

February,  1924. 

Ralph  Waters:  Clinical  scope  and  util- 
ity of  carbon  dioxid  filtration  in  in- 
halation anesthesia. 

6.  Disease  Of  The  Month. 

Bird-fancier’s  lung. 


7.  How  Interesting. 

New  specialty:  Fetology. 

8.  Who? 

Who  gave  us  the  word  “protein?” 

Mulder,  in  1838. 

9.  Why  Do  We? 

Why  do  we  say  “stretcher?”  We  say 
we  “stretch  out”  when  we  lie  down, 
and  we  “take  a stretch,”  but  are  we 
longer  when  we  lie  than  when  we 
stand?  Length  doesn’t  seem  impor- 
tant, anyway,  so  we  put  our  patients 
on  carts,  but  on  the  battle-field  the 
cry  is  for  “stretcher-bearers.” 

10.  Lines  To  Practice  By. 

“Your  patient  has  no  more  right  to  all 
the  truth  you  know  than  to  all  the 
medicine  in  your  saddle-bags.” 

Holmes 

11.  Why  Does  Medicine  Cost  So  Much? 

Prices  of  everything  have  risen  over 
3%  each  year  in  the  past  three 
years;  the  rate  of  increase  is  now 
4.3%. 

12.  Curiosity  Corner. 

Concerning  “sudden  death” : they’re 

all  sudden. 

— F.C. 


Cryogenic  Tonsillectomy  — R.  Rabkin  (2661 
Salem  Ave,  Dayton,  Ohio).  Arch Otolaryng 
88:547-550  (Nov)  1968. 

A series  of  64  cryo-tonsillectomies  in  a 
one-year  period  is  reported.  The  results 
were  tabulated  from  patients’  responses  to 
a questionnaire.  Freon  is  used  as  the  cryo- 
gen.  Cryo-tonsillectomy  is  used  only  in  adults 
and  as  an  office  procedure  with  topical 
anesthesia.  In  selected  cases,  the  procedure 
appears  to  be  superior  to  conventional  tonsil- 
lectomy. 
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Doctors  Make  News 


Doctor  Lloyd  S.  McNeill,  Hastings,  has 
been  elected  President  of  the  Adams  Coun- 
ty Medical  Society. 

Doctor  Joseph  J.  Borghoff,  Omaha,  has 
been  appointed  Medical  Director  of  Bergan- 
Mercy  Hospital. 

Doctor  John  C.  Shaffer,  Mitchell,  has  been 
elected  to  active  membership  in  the  Ameri- 
can Academy  of  General  Practice. 

Doctor  Hamilton  H.  Morrow,  Fremont,  has 
been  elected  Chief  of  Staff  of  the  Dodge 
County  Community  Hospital. 

Doctor  J.  Whitney  Kelley,  Omaha,  was  a 
guest  speaker  at  a recent  meeting  of  the 
Temple  Israel  Sisterhood. 

Doctor  James  C.  Maly,  Fullerton,  was  a 
guest  speaker  at  a recent  meeting  of  the 
Harvard  Lions  Club. 

Doctor  Stephen  W.  Carveth,  Lincoln,  was 
a guest  speaker  at  the  10th  National  Con- 
ference on  the  Medical  Aspects  of  Sports 
held  in  Miami. 

Doctor  Meyer  Beber,  Omaha,  has  been 
named  County  Hospital  Administrator  in 
addition  to  his  position  as  County  Medical 
Director. 

Doctor  George  Underwood,  Lincoln,  spoke 
on  comprehensive  community  health  plan- 
ning at  a recent  meeting  of  the  Scotts  Bluff 
County  Medical  Society. 

Doctors  Paul  Scott  and  Wendell  Fair- 
banks, Auburn,  recently  attended  clinical 
reviews  at  the  Mayo  Clinic,  Rochester,  Min- 
nesota. 

Doctor  Maynard  Wood,  Lincoln,  has  been 
installed  as  President  of  the  Lancaster  Coun- 
ty Medical  Society.  Doctor  Harlan  Papen- 
fuss,  Lincoln,  has  been  named  President- 
Elect. 

Doctor  Kenneth  Kimball,  Kearney,  recent- 
ly spoke  on  Nebraska’s  new  Emergency 
Communications  Network  at  a meeting  of 
the  Hall  County  Medical  Society  and  its  Aux- 
iliary. 


Removal  of  Tattoos  by  Superficial  Derma- 
brasion — W.  Clabaugh  (Univ  of  Iowa  Col- 
lege of  Medicine,  Iowa  City).  Arch  Derm 
98:515-521  (Nov)  1968. 

Methods  for  removing  tattoos  generally 
produce  unsatisfactory  cosmetic  results  at 
the  expense  of  a long  procedure.  Using  a dia- 
mond fraise  in  an  office  procedure  of  a few 
minutes,  pigment  is  removed  with  little  trau- 
ma, few  complications,  and  minimal  or  no 
residual  scar  formation.  Abrasion  is  stopped 
as  soon  as  tattoo  pigment  appears  in  the  skin 
cuttings,  and  no  further  attempt  is  made  to 
remove  the  pigment.  Pipment  appears  on  the 
dressing  at  a diminishing  rate  until  the 
wound  crusts.  Approximately  75  tattoos 
were  removed  by  this  method.  Three  pa- 
tients are  presented.  The  dermabrasion 
probably  provokes  an  inflammatory  reac- 
tion which  enhances  phagocytosis  of  free 
pigment.  The  pigment-laden  phagocytes  be- 
come mobile  and  migrate  to  the  wound  sur- 
face and  are  deposited  on  the  dressing.  Only 
superficial  dermabrasion  is  needed  to  create 
a neduded  surface  and  to  provoke  the  in- 
flammatory reaction. 

Gastrocamera  as  Diagnostic  Instrument  for 
Geriatric  Patients  — B.  M.  Schuman,  N. 
Carandang,  and  R.  J.  Priest  (Henry  Ford 
Hosp,  Detroit).  J Amer  Geriat  Soc  116: 
1095-1099  (Oct)  1968. 

Because  of  radiologically  diagnosed  or  sus- 
pected disease  of  the  upper  gastrointestinal 
tract,  110  patients  aged  65  years  or  more 
were  examined  with  the  gastrocamera 
(color  photographs).  The  photographs  con- 
firmed the  31  radiologically  identified  ulcers 
in  52%  of  the  patients.  Radiologically  sus- 
pected gastric  cancers  were  confirmed  in  all 
five  cases.  In  the  24  patients  with  uncer- 
tain radiological  findings,  the  gastrocamera 
revealed  four  ulcers,  three  polyps,  and  two 
cases  of  gastritis ; the  rest  had  normal  stom- 
achs. The  color  photographs  were  especially 
useful  in  the  diagnosis  of  gastritis.  The  pro- 
cedure, when  properly  performed,  is  well 
tolerated  and  safe  for  geriatric  patients. 
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It's  New 


Medical  tubing  from  Baxter 

The  Artificial  Organs  Division  of  Bax- 
ter Laboratories,  Inc.,  has  introduced  a new 
high-grade  medical  tubing  called  MEDI- 
GRADE™,  for  use  in  general  hospitals. 

MEDIGRADE  tubing,  which  is  made  of 
polyvinyl  chloride,  comes  wound  on  a book- 
shelf spool  dispenser.  This  form  of  packag- 
ing keeps  the  tubing  neatly  rolled  and  pro- 
tected on  the  shelf  until  ready  for  use. 

MEDIGRADE  tubing  is  manufactured  un- 
der rigid  quality  control  to  meet  or  exceed 
accepted  standards.  The  tubing  wall  is 
1/16  inch  thick.  It  clears  more  rapidly 
after  autoclaving  than  conventional  tubing 
and  its  wall  thickness  dimensions  are  pre- 
cision controlled  to  a tolerance  of  .0025 
inches  or  less.  To  simplify  measuring  and 
cutting,  MEDIGRADE  tubing  has  markings 
every  12  inches. 

Further  information  on  MEDIGRADE  is 
available  from  Baxter  Laboratories,  Inc., 
6301  Lincoln  Avenue,  Morton  Grove,  Illi- 
nois 60053. 


Abnormal  Cytology  of  Cervix  in  Pregnancy 
— M.  A.  Schiffer  et  al  (Jewish  Hosp, 
Brooklyn,  NY).  Amer  J Obstet  Gynec  102 : 
597-603  (Oct  15)  1968. 

In  performing  routine  Papanicolaou  smears 
on  21,244  delivered  patients,  67  abnormal 
smears  were  obtained.  Fifty-one  of  the  bi- 
opsy specimens  were  reported  as  carcinoma 
in  situ,  7 as  cervicitis,  5 as  “atypia,”  and  4 
were  diagnosed  as  invasive  sqamous  car- 
cinoma. Vaginal  delivery  was  the  method  of 
choice  in  all  but  the  invasive  carcinomas. 
Final  management  depended  upon  the  path- 
ology of  the  cone  biopsy.  Cone  biopsy  was 
used  as  the  definitive  treatment  in  the  pa- 
tients with  carcinoma  in  situ  when  certain 
prerequisites  were  met  and  when  the  lesion 
was  well  encompassed  by  the  biopsy;  where 


margins  were  involved  or  if  the  grading  was 
more  advanced,  modified  radical  hysterec- 
tomy was  used.  Invasive  squamous  carcino- 
ma was  treated  by  irradiation  or  radical  sur- 
gery. The  cytological  smear  is  important  as 
a means  of  follow-up ; without  repeated 
smears  the  conservative  plan  would  not  be 
advised. 


Depression:  Disease,  Reaction,  or  Posture? 
— D.  Hill  Maudsley  Hosp,  Denmark  Hill, 
London).  Amer  J Psychiat  125:445-457 
(Oct)  1968. 

Whether  depression  is  a disease,  reaction, 
or  posture  has  long  been  debated  and  has 
given  rise  to  such  distinctions  as  endogenous 
vs  psychogenic  or  eractive,  and  psychotic  vs 
neurotic,  forms  of  depression.  Depressive 
illness  can  be  seen  as  disease  in  the  sense 
that  its  manifestations  are  deviations  from 
normal  biological  functions,  and  as  reaction 
in  the  sense  that  it  is  a response  to  a crisis 
situation,  resulting  in  a catastrophic  lower- 
ing of  self-esteem.  But  the  therapeutic  skill 
of  the  psychiatrist  is  best  displayed  when 
he  understands  the  patient’s  depression  as 
posture,  the  symptoms  of  which  are  forms 
of  communication. 


Analysis  of  Peripheral  Gas  Endarterectomy 
in  127  Patients  — P.  N.  Sawyer  et  al  (State 
Univ  of  New  York,  Downstate  Medical 
Center,  Brooklyn).  Arch  Surg  97:859- 
863  (Dec)  1968. 

The  technique  of  gas  endarterectomy  was 
applied  to  aorto-femoral-popliteal,  and  caro- 
tid artery  reconstruction  in  120  patients 
over  the  last  2)4  years.  It  is  an  effective 
technique  in  the  nondiabetic  patient  and  has 
the  two  outstanding  features  of  rapid  sep- 
aration of  atherosclerotic  cores  over  long 
distances  and  reopening  of  occluded  side 
branches.  In  the  diabetic  patient,  the  tech, 
nique’s  usefulness  depends  on  the  quality 
of  vessel  found  at  surgery  and  the  adequacy 
of  runoff  present. 
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Down  Memory  Lane 


1.  He  informed  me  that  on  Thursday  at 
four  o’clock  they  had  no  cases  of  influenza, 
by  five  o’clock  they  had  ten,  by  the  next 
morning  they  had  nearly  two  hundred. 

2.  A movement  has  been  inaugurated  at 
Kearney  for  the  erection  of  a large  hos- 
pital, the  building  to  cost  about  $100,000. 
It  is  understood  that  there  is  already  $50,000 
for  the  project. 

3.  On  Dec.  31,  1917,  we  had  1138  mem- 
bers. 

4.  Probably  all  medical  students  who 
have  been  graduated  in  the  last  twenty-five 
years  have  had  the  danger  of  mistaking 
acute  inflammatory  glaucoma  for  iritis 
drummed  into  their  ears  as  the  great  oph- 
thalmologic crime,  but  so  far  as  my  informa- 
tion goes  the  danger  of  mistaking  chronic 
non-inflammatory  glaucoma  for  cataract  has 
been  comparatively  neglected. 

5.  Meanwhile  the  epidemic  grows  stead- 
ily here,  as  I think  it  must  everywhere  that 
absolute  quarantine  is  not  enforced. 

6.  I think  quarantine  is  a farce. 

7.  Immediately  after  the  epidemic  start- 
ed, all  the  departments  of  the  University 
were  closed. 

8.  Influenza  should  not  be  called  “flu.” 
That  is  a word  coined  by  the  newspapers. 

9.  Many  cases  that  were  called  “flu”  we 
are  convinced  would  have  been  called 
“grippe”  in  other  years. 

10.  It  was  absolutely  impossible  to  get 
information  from  anyone  as  to  the  best 
method  of  handling  this  epidemic. 

Nebraska  State  Medical  Journal 
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Vinblastine  Versus  Nitrogen  Mustard  Ther- 
apy of  Hodgkin’s  Disease  — E.  Z.  Ezdinli 
and  L.  Stutzman  (Roswell  Park  Memorial 


Institute,  666  Elm  St,  Buffalo).  Cancer 

21:473-480  (Aug)  1968. 

In  a randomized  study,  nitrogen  mustard 
therapy  resulted  in  objective  responses  in 
80%,  compared  to  73%  with  vinblastine,  in 
27  patients  with  disseminated  stage  III  or 
IV  Hodgkin’s  disease;  all  these  patients  re- 
ceived full  courses  of  both  drugs.  Unmain- 
tained median  remission  with  either  drug 
was  2%  months  from  the  time  of  maximum 
response.  The  stage  of  disease  and  type  of 
manifestation  did  not  influence  response 
rates  and  those  previously  given  chemother- 
apy responded  similarly  to  those  who  had 
had  no  such  therapy.  Both  drugs  are  highly 
effective  chemotherapeutic  agents  for  the 
treatment  of  Hodgkin’s  disease,  and  the  su- 
periority of  one  over  the  other  could  not 
be  demonstrated.  Nitrogen  mustard  given 
in  a dose  of  0.1  mg/kg  for  four  days  was 
suggestively,  but  not  statistically  superior 
to  0.2  mg/kg  given  for  two  days.  The  se- 
quence of  drug  administration  was  of  im- 
portance. The  response  to  therapy  was  sig- 
nificantly better  when  nitrogen  mustard 
was  given  first  followed  by  vinblastine,  with 
an  89%  response  versus  a 65%  response 
rate  with  the  reverse  order  of  drugs. 


The  SWISH  System  — C.  P.  Maurizi  (R.  E. 

Truehart,  2650  Ridge  Ave,  Evanston,  111). 

Arch  Path  86:647-648  (Dec)  1968. 

A plastic  - coated,  % - inch  cable  was 
stretched  from  the  preparation  room  win- 
dow in  the  operating  suite  to  the  surgical 
pathology  room.  The  previously  existing 
windows  were  replaced  with  a plywood 
frame  and  a square-hinged  porthole.  Com- 
mon polyethylene  bottles  were  slashed  with 
a scalpel  and  weighted  with  paraffin.  A 
single  emergency  bottle  was  heavily  weight- 
ed and  painted  black,  to  be  used  if  a “regu- 
lar” bottle  was  stuck  on  the  line.  Tissues 
for  frozen  sections  were  wrapped  in  paper 
and  placed  within  the  plastic  container.  Con- 
tainers were  placed  on  the  cable  and  grav- 
ity was  allowed  to  pull  the  bottles  down  the 
wire. 
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Our  Medical  Schools 


Telephone  conference  schedule 

The  sessions  are  held  at  12 :30  - 1 ;30  p.m. 
in  the  conference  rooms  of  participating  hos- 
pitals. An  amplifying  speaker  phone  is  in- 
stalled in  each  conference  room,  including 
that  of  the  University  Hospital,  so  that  com- 
ments and  questions  from  attending  physi- 
cians in  the  various  hospitals  are  transmit- 
ted to  and  amplified  in  the  conference  rooms 
of  all  the  other  participating  hospitals.  The 
usual  procedure  at  each  session  is  for  a 
presentation  by  the  resource  physician  or 
physicians  followed  by  a period  of  informal 
discussion  during  which  physicians  from 
each  hospital  in  turn  have  opportunity  to 
make  comment  or  inquiry.  Attendance  at 
these  conferences  gives  AAGP  credit  if  de- 
sired. The  conference  topics  and  names  of 
faculty  members  principally  responsible  for 
arranging  the  programs  are  as  follows: 

Febr.  14,  1969  — Diagnostic  Tests  in 
Coronary  Artery  Diseases  — Dr.  Robert 
J.  Corliss,  Associate  Professor  of  In- 
ternal Medicine. 

Mar.  14,  1969  — Stress  and  Its  Relation- 
ship to  Heart  Disease  — Dr.  Kenneth 
Rose,  Student  Health  Center,  Lincoln. 

Mar.  28,  1969  — Ambulatory  Maintenance 
Chemotherapy  for  Cancer  Without  Mar- 
row or  Cl  Complications  — Dr.  Henry 
Lemon,  Professor  of  Medicine. 

April  11,  1969  — Evaluation  and  Treat- 
ment of  the  “Dizzy”  Patient  — Dr.  Rich- 
ard Tollefson  of  Wausa  will  present  a 
lead-off  case,  and  Dr.  Walter  J.  Fried- 
lander,  Chairman  of  the  Department  of 
Neurology,  will  then  proceed. 

May  16,  1969  — What’s  New  in  the  Local 
Treatment  of  Burns  — Dr.  Merle  M. 
Musselman,  Chairman,  Department  of 
Surgery,  and  Dr.  Carlyle  Wilson,  As- 
sociate Professor  of  Surgery. 

May  20,  1969  — Fractures  in  Children  — 
Dr.  Leo  T.  Hood,  Chaiimian,  Orthopedic 
Surgery. 


Cholesterol  studies  at  Creighton 

The  effect  of  different  diets  on  the  for- 
mation of  cholesterol  in  the  body  and  meth- 
ods of  controlling  its  buildup  will  be  studied 
at  the  Creighton  University  School  of  Medi- 
cine. The  research  will  be  conducted  under 
a grant  received  from  The  John  A.  Hartford 
Foundation,  of  New  York  City. 

Dr.  Ibert  C.  Wells,  Chairman  of  the  De- 
partment of  Biochemistry,  will  conduct  the 
studies  under  a two-year  award  of  $34,141 
announced  jointly  by  Foundation  President 
Ralph  W.  Burger  and  Dr.  Richard  L.  Egan, 
Dean  of  the  Creighton  University  School 
of  Medicine. 

Dr.  Wells  pointed  out  that  the  deposit  of 
lipids  such  as  cholesterol  in  arteries  destroys 
the  elasticity  of  the  arterial  wall.  In  some 
instances  these  deposits  may  build  up  so  that 
they  completely  block  the  passage  of  blood. 

Dr.  Wells  said  it  is  assumed  that  this 
cholesterol  comes  from  the  blood  stream, 
but  it  is  not  known  how  it  is  formed  or  how 
its  formation  can  be  controlled.  He  also 
hopes  to  learn  if  the  rate  of  increase  in 
cholesterol  and  the  rate  of  its  deposit  in 
the  arteries  are  related.  If  they  are,  he 
noted,  the  key  will  be  to  learn  how  to  con- 
trol the  rate  of  formation  by  adminis- 
tering hormones,  vitamins,  or  other  com- 
pounds. 

The  Creighton  University  biochemists  ob- 
served that  present  studies  indicate  that  the 
absence  of  unsaturated  fats  such  as  corn  oil, 
cottonseed  and  peanut  oil,  and  safflower  oil, 
in  the  diet  causes  the  cholesterol  level  to 
rise.  His  investigations  during  the  next 
two  years  will  include  further  studies  of 
this  theory. 


On  the  telephone 

The  University  of  Nebraska  Medical  Cen- 
ter started  its  third  season  of  telephone  con- 
ferences Friday,  December  13.  Two  doc- 
tors at  the  Medical  Center  discussed  hyper- 
calcemia (an  excess  of  calcium  in  the  blood) 
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by  conference  telephone  hook-up  with  doctors 
in  four  outstate  locations. 

From  the  Medical  Center  campus  Drs. 
Henry  Lemon  and  Robert  Ecklund,  both  of 
the  department  of  internal  medicine,  spoke 
to  doctors  in  four  outstate  locations  listening 
on  amplifying  speaker  telephones.  Slides 
were  projected  simultaneously  in  all  five 
locations.  The  doctors  participating  out- 
state were  supplied  also  with  case  histories 
and  other  data  related  to  the  cases  under 
discussion. 

After  the  presentation  by  the  Medical 
Center  doctors  a discussion  by  doctors  in  all 
locations  followed. 

The  American  Academy  of  General  Prac- 
titioners will  give  credit  to  doctors  who  join 
in  the  telephone  conferences.  Seven  more 
conferences  will  be  held  this  season. 

Institutions  participating  are  St.  Jo- 
seph’s Community  Hospital,  in  Osmond ; 
Good  Samaritan  Hospital  in  Kearney;  the 
Adams  County  Medical  Society  at  Hastings 
State  Hospital,  and  the  Auburn  Clinic. 

The  conferences  are  part  of  the  Medical 
Center’s  over-all  program  to  cooperate  with 
physicians  in  outstate  communities.  These 
conferences  make  the  experience  and  knowl- 
edge of  the  Medical  Center  specialists  avail- 
able to  busy,  practicing  physicians  through- 
out the  state.  Dr.  Lemon  explained. 


Cerebral  palsy 

The  United  Cerebral  Palsy  of  Greater 
Omaha,  will  support  a physical  therapist 
at  the  Meyer  Children’s  Rehabilitation  In- 
stitute in  Omaha  for  nine  months  beginning 
in  January. 

This  therapist  will  be  used  to  care  for  pa- 
tients now  on  a waiting  list  at  the  Institute. 
Dr.  Paul  Pearson,  medical  director  of  the 
Institute,  pointed  out  that  the  waiting  list 
is  large  because  of  the  trend  to  treat  cerebral 
palsy  patients  as  early  as  possible,  prefer- 
ably in  the  first  few  months  of  life.  Pre- 
viously, he  said,  children  with  CP  often 
were  not  referred  for  treatment  until  they 
were  several  years  old. 


Treatment  of  the  very  young  cerebral 
palsy  victim  is  now  one  of  the  top  priorities 
of  the  national  United  Cerebral  Palsy  or- 
ganization. However,  according  to  Dr. 
Brewster  Miller,  medical  director,  the  Oma- 
ha Institute  is  one  of  only  four  or  five  cen- 
ters in  the  country  now  working  with  these 
young  children.  Dr.  Pearson  said  that 
studies  both  in  Europe  and  America  indi- 
cate that  early  application  of  new  methods 
of  treatment  are  extremely  gratifying. 


New  dean  at  U of  N 

Dr.  Robert  B.  Kugel  has  been  named 
dean  of  the  University  of  Nebraska  Col- 
lege of  Medicine  in  Omaha.  Dr.  Kugel  had 
been  Foundation  professor  of  pediatrics  and 
chairman  of  the  department  of  pediatrics  in 
the  College  of  Medicine  since  October,  1966. 

Dr.  Kugel  succeeds  Dr.  Cecil  L.  Witt- 
son,  who  was  named  president  of  the  Uni- 
versity of  Nebraska  Medical  Center  last 
March,  retaining  the  deanship  until  now. 

A native  of  Chicago,  Dr.  Kugel  took  un- 
dergraduate work  at  Dartmouth  College  and 
the  University  of  Michigan.  He  received 
his  B.A.  in  zoology  in  1945,  and  his  M.D. 
in  1946  from  the  University  of  Michigan. 

Dr.  Kugel  served  his  internship  and  pedi- 
atrics residency  at  University  Hospital  in 
Ann  Arbor,  Michigan.  From  1950  to  1952 
Dr.  Kugel  was  Commonwealth  Fellow  at 
Yale  University’s  Child  Study  Center.  He 
subsequently  served  on  the  faculties  of  Yale 
University,  Johns  Hopkins  University  and 
the  State  University  of  Iowa,  where  he  was 
director  of  the  Child  Development  Clinic. 

In  1963  Dr.  Kugel  joined  the  Brown  Uni- 
versity faculty,  where  he  was  professor  of 
child  health  and  director  of  the  Child  Health 
and  Development  Center  until  he  came  to 
Nebraska. 

Dr.  Kugel  is  a member  of  the  President’s 
Commission  on  Mental  Retardation  and 
chairman  of  the  Commission’s  subcommittee 
on  the  State  of  the  Nation  in  Mental  Retarda- 
tion. 

He  is  a Fellow  of  the  American  Academy 
of  Pediatrics,  the  American  Association  on 
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Mental  Deficiency,  and  a member  of  the 
Society  for  Research  in  Child  Development, 
Midwest  Pediatric  Research  Associate, 
American  Academy  on  Mental  Retardation, 
and  Sigma  Xi. 

Continuing  education 

The  University  of  Nebraska  College  of 
Medicine  has  a full  continuing  education 
schedule  for  March,  1969. 

Dr.  Rashid  Al-Rashid,  research  instructor 
in  pediatrics  at  the  College  of  Medicine,  is 
coordinator  of  a course  in  advances  in 
hematology  Wednesday  and  Thursday,  March 
5 and  6.  Registration  fee  of  $40  includes 
two  luncheons.  The  course  carries  twelve 
hours  of  AAGP  credit. 

The  practical  management  of  poisoning 
will  be  the  subject  of  a course  Thursday 
through  Saturday,  March  13-15.  This  course 
is  open  to  members  of  all  professional  health 
agencies  and  allied  health  fields,  as  well  as 
physicians.  Sessions  will  be  held  at  the 
Prom  Town  House  in  Omaha.  The  regis- 
tration fee  of  $15  does  not  include  any 
meals. 

Dr.  Carol  Angle,  associate  professor  of 
pediatrics  at  the  College  of  Medicine,  is 
coordinator  of  this  course.  Guest  faculty 
includes : 

Dr.  Frank  Aldrich,  chief,  community  pes- 
ticides study,  Greeley,  Colorado;  Dr.  John 
Crotty,  assistant  director.  National  Clear- 
inghouse for  Poison  Control  Centers,  Silver 
Springs,  Maryland;  Dr.  Alan  K.  Done,  di- 
rector, Poison  Information  and  Therapy 
Center,  Salt  Lake  City,  Utah;  Henry  Ver- 
hulst,  director.  National  Clearinghouse  for 
Poison  Control  Centers,  Silver  Springs, 
Maryland. 

Three  private  practitioners  will  speak  at 
the  course  on  obstetrics  and  gynecology 
Thursday  and  Friday,  March  20  and  21 : 
Drs.  Clay  Burchell,  director  of  the  OB-GYN 
department  of  Hartford  General  Hospital, 
Hartford,  Connecticut;  Dr.  William  A. 
Kretzschmar,  Milwaukee,  Wisconsin;  Dr. 
Thomas  W.  McElin,  Evanston,  Illinois.  Dr. 
Joseph  W.  Scott,  Jr.,  assistant  professor  of 
obstetrics  and  gynecology  at  the  College  of 


Medicine,  is  coordinator.  Registration  fee 
of  $40  includes  two  luncheons.  The  course 
carries  twelve  hours  of  AAGP  credit. 

The  final  course  in  March  will  be  ad- 
vanced medical  microbiology  for  medical 
technologists  on  Thursday  and  Friday, 
March  27  and  28.  Guest  faculty  includes 
Dr.  Harry  Harding,  clinical  microbiologist 
from  Evanston,  Illinois,  and  Dr.  Harry 
Marsh  of  the  National  Institutes  of  Health, 
Bethesda,  Maryland. 

Registration  for  the  medical  technology 
course  is  $20  and  includes  two  luncheons. 
Miss  Arden  Engstrom,  instructor  in  path- 
ology at  the  College  of  Medicine,  is  co- 
ordinator. 

With  the  exception  of  the  course  on 
poisoning,  all  courses  will  be  held  on  the 
Medical  Center  campus  in  Omaha. 

ANSWERS  TO  “THE  DOCTOR’S 
DICTIONARY” 

a.  Pounds  per  square  inch. 

b.  Well  nourished. 

c.  Functional  residual  capacity. 

d.  Diagnosis. 

e.  Upper  respiratory  disease. 


Cardiac  Arrest  Following  Minor  Surgery  in 
Unrecognized  Thyrotoxicosis  — B.  Wolf- 
son  (Mercy  Hosp,  Pittsburgh)  and  K. 
Smith.  Anesth  Analg  47:672-676  (Nov- 
Dec)  1968. 

Ventricular  fibrillation  occurred  follow- 
ing cauterization  of  the  nose  under  halo- 
thane  anesthesia  in  a 12-year-old  girl.  Just 
prior  to  the  onset  a previously  undiagnosed 
goiter  had  been  palpated  by  the  surgeon. 
After  resuscitation  the  patient  had  a tachy- 
cardia of  160  to  200/min,  and  a diagnosis  of 
thyroid  storm,  later  confirmed  by  labora- 
tory studies,  was  made.  The  patient  was 
kept  under  control  medically  with  methi- 
mazole  for  16  months  when  medication  was 
discontinued.  Eleven  months  later  she  re- 
lapsed. She  was  again  controlled  medically 
for  4 months  after  which  an  uneventful  thy- 
roidectomy was  performed. 
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10. 


The  Funny  Bone 


1.  That’s  What  They  Said. 

“Inwardly  grinning.” 

2.  The  Oldest  Medical  Joke. 

“Will  I be  able  to  play  the  piano  after 
this  operation?” 

“Yes.” 

“Good,  I never  could  before.” 

3.  How  Much  Do  You  Weigh? 

“One  thirty-eight  until  yesterday.” 

4.  Department  Of  Definitions. 

Opera:  Where  the  patient  is  stabbed, 
and  instead  of  bleeding,  he  sings. 

5.  Thoughts  While  Editing. 

There’s  nothing  as  stubborn  as  a book, 
we  think.  No  matter  which  book- 
end  you  remove,  the  book  in  the 
middle  will  want  to  go  that  way,  and 
it  always  takes  its  brothers  and  sis- 
ters along.  Talk  about  the  “per- 
versity of  inanimate  objects,”  books 
are  the  stubbornest  of  all.  They’re 
heavy,  too.  Just  pack  a suitcase-full 
of  books  and  try  to  lift  it. 

6.  Do  You  Believe  It? 

Read  a book,  or  rather  a nonbook  re- 
cently. A nonbook  is  written  by  a 
tape  recorder  at  a meeting  where 
several  discussants  sit  around  a 
table  and  chat.  The  problem  was  how 
to  take  care  of  a diabetic  patient,  and 
there  were  eight  discussants.  There 
were  eight  different  answers,  too. 
Very  impressive. 

7.  On  The  Chart. 

“This  is  a common  phenomenon.” 

8.  Slow  Death  Of  The  English  Language. 

“One  percent  chance  in  a hundred.” 

9.  Semantix. 

We  received  a letter  the  other  day, 
marked  “Communications.”  But  it 
was  just  a letter,  and  it  went  in  the 
same  file. 


Remember? 

Rumble  seats. 

— F.C. 


Hearing  Loss  in  Hereditary  Renal  Disease  — 
L.  E.  Winter,  B.  M.  Cram,  and  J.  D.  Bano- 
vetz  (1000  Maple  Circle,  Minneapolis). 
Arch  Otolaryng  88:238-241  (Sept)  1968. 

The  temporal  bone  histology  from  a case 
of  Alport’s  disease  has  shown  neural  degen- 
eration of  the  basal  turn  area  without  other 
definitive  changes.  Clinically  the  patient  had 
a high  tone  sensorineural  loss  as  expected 
with  these  findings.  The  etiology  of  the 
cochlear  changes  remains  obscure.  The 
need  for  suspicion  of  renal  problems  in 
young  patients  with  sensorineural  hearing 
loss  is  underscored. 


Cobalt  Heart  Disease  — J.  L.  Hall  and  E.  B. 

Smith  (1335  E Catherine  St,  Ann  Arbor, 

Mich).  Arch  Path  86:403-412  (Oct)  1968. 

Recent  clinical  evidence  has  implicated 
cobalt  in  the  etiology  of  a primary  myo- 
cardial disease  occurring  in  certain  groups 
of  beer  drinkers  when  cobalt  was  added  to 
the  beer.  Cobalt  heart  disease  was  studied 
in  rabbits  given  cobalt  injection.  Some  of 
the  animals  developed  heart  failure  and  all 
had  patchy,  noninflammatory,  myocardial 
degeneration,  Lipid  droplets,  consisting  of 
neutral  lipid,  were  seen  throughout  the  myo- 
cardium. Enzyme  histochemical  reaction 
for  oxidative  enzymes  showed  varied  reactiv- 
ities and  consistent  mitochondrial  disarray. 
Ultrastructurally,  the  myofibrils  were  sep- 
arated, buckled,  and  without  clear  Z-line 
structure.  Mitochondria  were  swollen  with 
disrupted  cristae  which  formed  vesicles.  This 
experiment  showed  that  cobalt,  without  beer, 
can  cause  a clinical  and  pathological  picture 
similar  to  that  found  in  the  beer  drinkers 
and  in  alcoholic  cardiomyopathy. 
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Picture  Gallery 


The  Nebraska  delegation  at  the  A.M.A.  Meeting  in  Miami  in  early  December.  Front  row — 
Harold  S.  Morgan,  M.D.,  R.  Russell  Best,  M.D.,  and  Earl  F.  Leininger,  M.D.  Back  row — John 
R.  Schenken,  M.D.,  J.  Whitney  Kelley,  M.D.,  and  Frank  H.  Tanner,  M.D. 


Picture  taken  at  the  Seminar  on  the  Medical  Aspects  of  Competitive  Athletics,  August 
23,  1968.  The  two  individuals  are  Fred  L.  Allman,  Jr.,  M.D.,  of  Atlanta,  Georgia,  and  Fi’ed 
J.  Wappel,  A.T.,  Columbia,  Missouri.  These  gentlemen  were  the  two  guest  speakers  for  the 
Seminar. 
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GENERAL 


Report  of  Delegate  to  the 
A.M.A. 

Summary  of  Important  Actions  by  the 
House  of  Delegates  of  the  AMA  at  its  22nd 
Clinical  Session,  Miami  Beach,  Florida,  De- 
cember 1-4,  1968. 

Empowered  the  Judicial  Council  to  ad- 
monish or  censure  a constituent  medical  so- 
ciety for  discrimination  in  membership. 

Accepted  a report  on  Neighborhood  Cen- 
ters and  Project  Headstart  but  emphasized 
that  in  no  sense  does  this  report  imply  an 
endorsement  of  these  programs. 

Passed  a significant  resolution  ( #42  from 
Texas)  dealing  with  principles  related  to 
government  financed  programs  of  medical 
service.  The  House  reiterated  the  policy 
that  all  physicians  as  free  men  and  women 
have  no  obligation  to  accept  employment 
and  remuneration  under  any  conditions  oth- 
er than  those  arrived  at  by  agreement  be- 
tween the  physician  and  the  recipient  of  his 
service. 

Passed  a resolution  which  provided  a 
guideline  for  the  use  of  the  “paid-in-full” 
designation  of  the  new  benefits  programs 
offered  by  Blue  Shield  plans.  “Any  refer- 
ence to  ‘paid-in-fuir  coverage  should  clearly 
identify  those  services  which  are  indeed 
covered  . . .” 

Called  upon  the  voluntary  health  insur- 
ance industry  to  reinstate  contracts  cover- 
ing persons  over  65  which  had  been  can- 
celed following  the  enactment  of  Medicare. 

Reaffirmed  its  position  that  voluntary 
health  insurance  is  the  best  means  of  provid- 
ing broad  health  coverage  and  that  the  con- 
cept of  voluntary  health  insurance  is  the 
most  acceptable  means  of  financing  health 
care. 

Defined  the  terms  “usual,”  “customary,” 
and  “reasonable”  with  regard  to  payment  of 
physicians’  services.  These  are  now  AMA 
policy. 

Adopted  an  extensive  Trustees’  report  on 
a “Unifoi*m  Anatomical  Gift  Act”  and 
urged  that  state  medical  associations  make 


such  changes  in  the  draft  to  be  presented 
to  their  legislatures  as  would  accommodate 
their  needs. 

Adopted  a resolution  calling  for  the  vigor- 
ous promotion  of  federal  legislation  which 
would  translate  the  concept  of  income  tax 
credits  for  health  insurance  premiums  into 
law. 

Recommended  that  Congress  phase  out 
federal  health  care  programs  which  over- 
lap and  duplicate  Medicaid. 

Recommended  continued  support  of  the 
Medical  Education  for  National  Defense  pro- 
gram. 

Rejected  the  concept  of  an  Armed  Forces 
Academy  of  Medicine. 

Rejected  the  idea  of  military  deferment 
for  physicians  entering  general  practice. 

Endorsed  a resolution  calling  for  the  en- 
couragement of  programs  which  would  at- 
tract Service  career-oriented  students  for 
federal  services. 

Endorsed  resolutions  which  provide  recog- 
nition for  family  physicians  through  ap- 
proval of  a primary  specialty  board  for  fam- 
ily practice. 

Rejected  a resolution  calling  for  more 
funds  for  medical  schools  in  support  of 
faculty  and  students  and  reiterated  a previ- 
ous position  which  favored  diverse  sources 
of  financial  support  for  medical  schools. 

Requested  Trustees  to  explore  more  uni- 
form reciprocity  of  arrangements  between 
states. 

Passed  a Trustees’  report  calling  for  hos- 
pital staffs  and  constituent  medical  societies 
to  accept  qualified  osteopaths  into  full  mem- 
bership. The  amended  precise  language  of 
the  Trustees  report  is  “Suggests  that  so- 
cieties may  accept  qualified  osteopaths.” 
The  Trustees  failed  to  define  the  term 
“qualified.” 

Encouraged  state  and  county  medical  so- 
cieties to  aid  in  finding  financial  support 
for  hospital  nursing  schools. 

Recommended  that  each  county  and  state 
medical  society  form  a committee  on  the 
Joint  Commission  on  Accreditation  of  Hos- 
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pitals;  the  purpose  being  to  evaluate  hos- 
pital staff  complaints  about  JCAH. 

Requested  that  the  Joint  Commission  on 
Accreditation  of  Hospitals  not  grant  accred- 
itation to  those  institutions  where  the  rights 
of  the  medical  staff  have  been  abrogated  by 
the  governing  board  of  the  hospital. 

Accepted  a lengthy  statement  from  the 
Board  of  Trustees  covering  the  subject  of 
heart  transplantation.  The  portion  of  this 
statement  which  caused  the  greatest  amount 
of  discussion  was  the  method  of  establishing 
death  of  the  donor.  The  key  sentences  in 
this  portion  of  the  report  were  “The  cause  of 
death  must  be  evident  and  of  an  irreversible 
type.  The  fact  of  death  must  be  established.” 

Urged  that  constituent  societies  seek  en- 
actment of  corrective  legislation  where  the 
law  does  not  permit  minors  to  consent  to 
treatment  for  venereal  and  other  communic- 
able diseases. 

Requested  that  the  Trustees  apprise  the 
House  of  Delegates  of  the  results  of  the  pres- 
ent ongoing  management  survey  promptly 
upon  their  receipt. 

Requested  that  the  Trustees  consider  as  a 
mandate,  obtaining  information  on  health 
care  costs  and  disseminate  it  to  constituent 
societies.  A status  report  to  the  House,  July, 
1969,  was  requested. 

The  Trustees  were  asked  to  study  and 
search  for  solutions  to  the  problems  of  medi- 
cal professional  liability  coverage. 

Dr.  Dwight  Wilbur’s  presidential  address 
was  entitled,  “It  Is  Safer  to  Change  Many 
Things  Than  One”  (quote  from  Francis 
Bacon).  A key  sentence  in  his  address  was 
“Whether  we  shall  be  unshackled  profes- 
sionals in  the  future,  or  merely  responsive 
functionaries  in  the  system  planned  by  oth- 
ers, depends  on  what  we  decide  now  . . .” 

Accepted  an  extensive  report  from  the 
Trustees  on  the  present  climate  of  the  public 
attitude  regarding  health  care.  This  is  an 
extensive  analysis  of  the  elements  of  the 
public  mood.  It  included  five  recommenda- 
tions which  can  be  summarized  as  follows: 
“Such  activities  can  direct  the  current  pub- 
lic climate  towards  the  best  health  care 


system  for  the  totality  of  the  American 
people  ...” 

Referred  resolution  #8  from  Nebraska 
concerning  health  affairs  in  education  to 
the  Trustees.  It  was  noted  that  a number 
of  existing  agencies  of  the  AMA  are  already 
involved. 

Adopted  another  resolution  in  opposition 
to  cigarette  smoking. 

Called  for  close  supervision  of  the  newly 
created  Division  of  Public  Affairs  and  re- 
quested that  the  House  be  fully  informed  of 
developments  between  now  and  the  next 
annual  meeting.  The  establishment  of  the 
Division  of  Public  Affairs  by  amalgama- 
tion of  the  Field  Service  and  AMPAC  with 
headquarters  in  the  AMA  offices  in  Chicago 
was  a gut  issue  because  it  was  done  prior 
to  the  projected  management  survey.  Colo- 
rado resolution  #60  delineated  the  deep  con- 
cern in  the  minds  of  many  delegates. 

Urged  county  and  state  medical  societies 
to  maintain  active  liaison  with  medical  stu- 
dents. At  the  Reference  Committee  there 
was  considerable  documented  alarm  raised 
by  the  activities  of  certain  members  of 
SAMA  and  two  organizations,  namely,  the 
Student  Health  Organization  and  the  Medical 
Committee  on  Human  Rights. 

Unanimously  passed  three  resolutions  of 
commendation  of  Dr.  F.  J.  L.  Blasingame 
whose  services  as  Executive  Vice-President 
were  terminated  by  the  Trustees  on  Septem- 
ber 8,  1968.  Dr.  Blasingame  was  invited 
and  accepted  an  invitation  to  speak  to  the 
House  of  Delegates. 

John  R.  Schenken,  M.D. 

Nebraska  Delegate 

University  of  Nebraska 
Medical  Tape  Library 

As  a service  to  the  harried  physicians  of 
Nebraska,  the  University  has  a series  of  3-6 
minute  tapes  on  subjects  of  concern  to  the 
practicing  physician.  By  dialing  the  listed 
number  collect,  he  will  be  able  to  listen  to 
any  of  the  tapes  listed.  In  the  future,  the 
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list  will  be  continually  expanded.  Topics 
felt  to  be  of  interest  by  you  practicing  physi- 
cians are  welcomed  and  will  be  added  to  the 
list  as  soon  as  possible. 

Dial  collect  the  Medical  Library  telephone 
number  402-551-0669  at  Ext.  450  or  452  dur- 
ing the  following  hours: 

8:30  a.m.  - 11:00  p.m. — Monday  through 
Friday 

8 :30  a.m.  - 5 :00  p.m. — Saturday 

1 :00  p.m.  - 6 :00  p.m. — Sunday 

Tapes  Available 

1.  Treatment  of  Hypercalcemia  Associat- 
ed With  Cancer  (John  F.  Foley,  M.D.) 

2.  Treatment  of  Metastatic  Carcinoma  of 
the  Colon  and  Rectum  (John  F.  Foley 
M.D.) 

3.  Management  of  Neoplastic  Effusions 
(John  F.  Foley,  M.D.) 

4.  Diagnostic  Methods  for  Detecting  Cer- 
vical Cancer  (Joseph  Scott,  M.D.) 

5.  Protocol  for  Management  of  Rape 
Cases  (Joseph  Scott,  M.D.) 

6.  Cavernous  Sinus  Thrombosis  (C.  T. 
Yarington,  Jr.,  M.D.) 

7.  Salivary  Gland  Tumor:  Clinical  Diag- 
nosis (C.  T.  Yarington,  Jr.,  M.D.) 

8.  Neck  Mass:  Diagnostic  Work  Up  (C. 
T.  Yarington,  Jr.,  M.D.) 

Any  questions  or  suggestions  on  this  serv- 
ice may  be  directed  to  Miss  Kathleen  Fahey 
at  the  above  number. 


Effect  of  Central  Air  Filtration  and  Air  Con- 
ditioning on  Pollen  and  Microbial  Contam- 
ination — J.  Spiegelman  and  H.  Friedman 
(Dept  of  Microbiology,  Albert  Einstein 
Medical  Center,  Philadelphia).  J Allergy 
42:193-202  (Oct)  1968. 

The  results  of  this  study  indicate  that 
air  conditioning  can  be  an  effective  method 
for  lowering  detectable  pollen  concentra- 


tions in  a normally  occupied  residence.  In 
addition,  the  detectable  microbial  content  in 
the  air  of  the  air-conditioned  residence  was 
lower  than  that  in  the  air  of  a control,  non- 
air-conditioned  residence.  The  number  of 
dtectable  microorganisms  was  lower  when 
air-filtration  equipment  was  used  in  con- 
junction with  the  air-conditioning  system. 
Also,  the  number  of  Serratia  marcescens 
microorganisms  was  reduced  much  more  rap- 
idly when  air  filtration  and  air  conditioning 
were  used,  as  compared  with  the  rate  of 
decay  of  the  organisms  in  the  room  without 
filtration  or  air  conditioning. 

Pancreatitis  and  Magnesium  Deficiency  — 

H.  J.  Holtmeier  (Medizinische  Universi- 

tatsklinik,  Freiburg,  West  Germany) . 

Schweiz  Med  Wschr  98:1712-1716  (Oct 

26)  1968. 

Mg++  deficiency  occurred  in  six  patients 
with  pancreatitis.  Two  patients  had  symp- 
toms of  Mg++  deficiency  tetany,  and  in  one 
of  these  patients  a typical  latent  tetany  was 
demonstrated  on  electromyogram.  In  one 
patient  with  recurrent  chronic  pancreatitis, 
in  whom  acute  pancreatic  necrosis  had  pre- 
viously been  found  operatively,  intravenous 
Mg++  administration  produced  an  unusual- 
ly rapid  remission  of  symptoms  and  cure 
of  the  disease.  Loading  and  dietary  error 
failed  to  provoke  any  further  recurrence  and 
the  patient  returned  to  work.  Mg++  seems 
to  exert  a specific  relaxing  effect  on  Oddi’s 
sphincter.  It  is  suggested  that  Mg++  should 
also  be  incorporated  in  the  treatment  of  other 
forms  of  pancreatitis. 


Treatment  of  Insect  Sting  in  Children  With 
Allpyral  — E.  A.  Friedman,  Jr.  (344  Main 
St,  Mt  Kisco,  NY)  and  A.  V.  Mascia.  Ann 
Allerg  26:430-435  (Aug)  1968. 

Forty-eight  pediatric  allergy  subjects  with 
generalized  hypersensitivity  reactions  to  in- 
sect sting  were  evaluated  and  treated  over 
a three-year  period.  Allpyral  insect  antigen 
was  used.  Twenty  - two  patients  (46%  of 
those  treated)  were  re-stung.  There  was 
evidence  of  excellent  protection;  all  but  one 
showed  no  hypersensitivity  reaction  of  any 
kind  after  re-sting. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS— 
February  1 — Scottsbluff,  St.  Mary’s  Hos- 
pital 

February  15  — Grand  Island,  St.  Francis 
Hospital 

March  2 — Broken  Bow,  Elks  Lodge 
March  16  — North  Platte,  Elks  Lodge 

MEDICAL  EDUCATION,  65th  Annual  Con- 
gress — Presented  by  the  Council  on  Medi- 
cal Education  of  the  AMA,  Palmer  House, 
Chicago,  Illinois,  February  7-l<),  1969. 
Write  to:  Secretary,  Council  on  Medical 
Education,  American  Medical  Association, 
535  North  Dearborn  Street,  Chicago,  Illi- 
nois 60610. 

AMERICAN  COLLEGE  OF  PHYSICIANS— 
Specialists  in  internal  medicine  in  Kansas 
will  attend  a regional  meeting  of  the 
American  College  of  Physicians  (ACP)  in 
Wichita,  Kansas,  February  21,  1969.  The 
session  is  one  of  35  scientific-educational 
meetings  the  ACP  sponsors  during  the 
academic  year.  Held  throughout  the  Unit- 
ed States  and  Canada,  the  meetings  help 
the  College’s  14,300  members  keep 
abreast  of  developments  in  the  basic 
sciences  and  clinical  medicine.  The  meet- 
ing is  under  the  general  direction  of  Sloan 
J.  Wilson,  M.D.,  Kansas  City,  Kansas, 
ACP  Governor  for  Kansas  and  Professor 
of  Medicine  at  the  University  of  Kansas 
School  of  Medicine. 


CURRENT  PROBLEMS  IN  ELECTRO- 
ENCEPHALOGRAPHY — March  13-15, 
1969;  Houston,  Texas;  sponsored  by  The 
American  Electroencephalographic  Soci- 
ety and  Baylor  University  College  of  Medi- 
cine. Write  to:  Peter  Kellaway,  Baylor 
University  College  of  Medicine,  Texas 
Medical  Center,  Houston,  Texas  77025. 

22nd  NATIONAL  CONFERENCE  ON  RUR- 
AL HEALTH  — at  the  Philadelphia  Mai*- 
riot  Motor  Hotel,  Philadelphia,  Pennsyl- 


vania; March  21-22,  1969.  Write  to: 

Council  on  Rural  Health,  AMA,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610; 
attention:  Bond  L.  Bible,  Ph.D. 

MIDWEST  CANCER  CONFERENCE  — 
21st  Annual;  March  21  and  22,  1969; 
Broadview  Hotel ; Wichita,  Kansas.  The 
address  of  the  American  Cancer  Society, 
Kansas  Division,  is  824  Tyler  Street,  To- 
peka, Kansas  66612;  the  conference  chair- 
man is  Ernest  P.  Carreau,  M.D. 

LARYNGOLOGY  AND  BRONCHOESOPHA- 
GOLOGY  — Postgraduate  course;  con- 
ducted by  the  Department  of  Otolaryn- 
gology of  the  Illinois  Eye  and  Ear  Infirm- 
ary and  the  College  of  Medicine  of  the 
University  of  Illinois  at  the  Medical  Cen- 
ter; April  14  through  April  25,  1969. 
Write  to:  the  Department  of  Otolaryn- 
gology, College  of  Medicine,  University  of 
Illinois  at  the  Medical  Center,  P.  0.  Box 
6998,  Chicago,  Illinois  60680. 


NEBRASKA  STATE  MEDICAL  ASSOCIA- 
TION — 101st  Annual  Session,  April  28  - 
May  1,  inclusive,  Fontenelle  Hotel,  Oma- 
ha, Nebraska. 

POSTGRADUATE  SEMINAR  — The  Med- 
ical Staff  of  Childrens  Memorial  Hospital, 
Omaha,  Nebraska,  announces  its  Ninth 
Annual  Postgraduate  Seminar  to  be  held 
May  16th  and  17th,  1969,  The  topic  is 
“Behavorial  Pediatrics.”  The  speakers 
will  be  James  G.  Hughes,  M.D.,  Professor 
and  Chairman  of  Pediatrics,  University 
of  Tennessee  School  of  Medicine,  Memphis, 
Tennessee,  and  Jerome  L.  Schulman,  M.D., 
Director  of  Child  Guidance  and  Child  De- 
velopment Clinics,  Children’s  Memorial 
Hospital,  Chicago,  Illinois.  Reservations 
may  be  made  with  and  further  informa- 
tion obtained  from:  Theodore  R.  Pfundt, 
M.D.,  Medical  Director,  Childrens  Memorial 
Hospital,  Omaha,  Nebraska  68105. 
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AMERICAN  MEDICAL  ASSOCIATION’S  — 
118th  Annual  Convention,  New  York,  New 
York,  July  13-17,  1969. 


AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE,  Nebraska  Chapter,  Annual 
Scientific  Meeting  — At  the  New  Tower 
Motel,  78th  and  Dodge  Street,  Omaha,  Ne- 
braska, September  18  and  19,  1969.  The 
Secretary  of  the  Nebraska  Chapter  of  the 
AAGP  is  John  A.  Brown,  M.D.,  1620  M 
Street,  Lincoln,  Nebraska  68508. 


“Nothing  so  much  worth  as  a 
mind  instructed” 

Nebraska  Medical  Auxiliaries  have  distin- 
guished themselves  in  their  efforts  to  con- 
form with  the  projects  recommended  by  the 
Woman’s  Auxiliary  to  the  American  Medi- 
cal Association.  Emphasis  changes  from 
year  to  year,  and  priority  is  set  usually  by 
the  national  president. 

At  the  request  of  Nebraska  Auxiliary 
president  Gladys  Olsson,  I am  going  to  de- 
scribe a project  worthy  of  your  attention 
and  deserving  of  financial  aid. 

The  Nebraska  Medical  Foundation  origin- 
ated out  of  a great  need  recognized  primar- 
ily by  the  doctors  themselves  in  1948.  Medi- 
cal education  and  research  in  Nebraska  have 
made  giant  strides  within  a decade,  but  our 
counties  still  cry  for  doctors,  our  students 
still  yearn  for  money  to  become  doctors, 
and  our  doctors  still  search  for  answers  for 
their  cancer,  heart,  and  arthritic  patients. 
More  and  more  of  the  students  at  our  two 
medical  schools  are  borrowing  from  the  Ne- 
braska Medical  Foundation  simply  because 
it  is  more  efficient  for  them  to  do  so 
here  at  home  rather  than  to  pick  up  national 
loans.  However,  we  must  also  look  forward 
to  the  continual  receipt  of  additional  funds 
for  the  guarantee  loan  fund  of  the  Founda- 
tion. 

This  is  one  of  the  aims  of  the  Nebraska 
Medical  Auxiliary.  This  year  we  took  on  a 


project  to  help  the  Nebraska  Medical  Foun- 
dation. We  ordered  a sizable  supply  of  pa- 
per products,  napkins,  coasters;  shoe  shine, 
nail  polish  remover,  and  spot  remover  pock- 
et packs  to  try  and  help  this  along.  We 
all  used  these  products  in  our  homes,  and 
our  pocket  packs  are  nice  to  have  with  us 
on  trips.  So  far  we  have  had  wonderful 
response  from  our  auxiliaries  and  also  our 
related  auxiliaries,  such  as  the  dental  aux- 
iliaries. 

I hope  you  support  this  worthy  cause 
and  we  can  present  a sizable  check  to  the 
Nebraska  Medical  Foundation  at  our  con- 
vention this  spring. 

Barbara  Hranac, 

State  Chairman, 

Nebr.  Medical  Foundation 


Life-Threatening  Asthma  — W.  C.  Tabb  and 
J.  L.  Guerrant  (Univ  of  Virginia,  School 
of  Medicine,  Charlottesville) . J Allerg  42 : 
249-260  (Nov)  1968. 

Dangerous  attacks  of  asthma  are  likely 
to  occur  in  older  patients  without  evidence 
of  allergy,  especially  if  chronic  bronchitis, 
respiratory  infection,  or  obesity  are  present. 
Potentially  fatal  attacks  may  follow  the  use 
of  oxygen  or  sedation.  Ten  patients  with 
carbon  dioxide  retention  secondary  to  se- 
vere asthma  were  treated.  Possible  errors 
that  contributed  to  the  respiratory  failure 
were  inadequate  steroid  administration,  use 
of  sedation,  and  use  of  oxygen.  Trache- 
ostomy followed  by  assisted  ventilation  was 
used  in  eight  patients ; three  were  adequate- 
ly ventilated  by  use  of  intermittent  posi- 
tive pressure  breathing,  but  five  required  a 
volume  respirator.  All  patients  were  treat- 
ed with  symptomatic  drugs.  Prednisone 
was  used  in  nine,  and  antibiotics  were  used 
when  infection  was  recognized.  All  patients 
recovered.  Aggressive  treatment  should 
prevent  death  in  severe  asthma.  This  should 
include  frequent  blood  gas  measurements, 
large  doses  of  steroids,  antibiotics,  and  as- 
sisted ventilation  when  needed. 
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The  Law 


Rubella:  judge  and  jury 

A woman  had  German  measles  while  preg- 
nant, and  a hospital  did  not  abort;  she  had 
a retarded  child.  A jury  awarded  the  child 
a large  amount  of  money.  The  award  was 
overturned  by  a judge,  who  felt,  and  we 
applaud  his  logic,  that  the  child  could  not 
collect  because  the  defendant  had  not  con- 
signed her  to  oblivion. 

Juries  do  not  know  law,  judges  do.  Juries 
decide  by  emotion;  judges,  by  reason.  Espe- 
cially here. 


Families  Experiencing  a Sudden,  Unexpected 
Infant  Death  — D.  H.  Vaughn  (Dept  of 
Social  and  Preventive  Medicine,  Univ  of 
Manchester,  Manchester,  England).  J Roy 
Coll  Gen  Practitioners  16:359-367  (Nov) 
1968. 

The  author  made  a comparative  study  of 
16  families  in  which  an  infant  had  died  sud- 
denly and  unexpectedly.  In  all  but  one  case, 
a departure  from  normality  had  been  noticed 
before  death;  a doctor  was  consulted  in 
seven  cases.  The  families  were  poor  users  of 
health  services,  they  lived  under  bad  condi- 
tions, and  the  mother  had  a poor  attitude 
toward  her  antenatal  care  and  diet.  Twelve 
families  had  serious  problems;  seven  were 
completely  isolated  from  relatives  and  three 
lived  in  a highly  mobile  way.  In  nine  cases 
the  mother  was  unable  to  discuss  the  child’s 
condition  with  her  husband,  and  in  another, 
the  discussion  led  to  dispute  as  to  whether 

to  seek  medical  advice. 

% 

Acute  Myocardial  Infarction  — R.  M.  Mar- 
shall, S.  G.  Blount,  Jr.,  and  E.  Genton 
4200  E Ninth  St,  Denver).  Arch  Intern 
Med  122:472-475  (Dec)  1968. 

The  courses  of  100  consecutive  patients 
with  proved  acute  myocardial  infarction  ad- 


mitted to  medical  wards  at  Denver  VA 
Hospital  (VAH)  were  compared  with  those 
of  105  monitored  in  a coronary  care  unit  at 
Colorado  General  Hospital  (CGH)  over  a 17- 
month  period.  Clinical  characteristics  and 
electrocardiographic  features  were  similar 
in  both  groups  and  the  physicians  were  the 
same.  Arrhythmias  were  observed  in  80% 
of  monitored  patients  and  58%  at  VAH. 
Ventricular  fibrillation  in  “good  risk”  pa- 
tients occurred  in  9%  at  CGH  and  19%  at 
VAH.  Fifty-seven  percent  of  monitored  and 
27%  of  unmonitored  patients  were  resusci- 
tated and  survived.  Resuscitation  of  all 
first-week  cardiac  arrests  occurred  in  37% 
and  4%  of  the  patients  respectively.  Total 
mortality  at  VAH  was  33%  and  at  CGH, 
19%.  Coronary  care  units  are  valuable  in 
preventing  ventricular  fibrillation  and  in- 
creasing successful  resuscitation. 


Value  of  Inhalation  Tests  in  Perennial  Bron- 
chial Asthma  — V.  Popa  et  al  (Colentina 
Hosp,  Bucharest,  Rumania).  J Allerg  42: 
130-131  (Sept)  1968. 

Of  230  consecutive  asthmatic  adults,  172 
were  submitted  to  routine  inhalation  tests 
with  allergens.  Both  clinical  observation 
and  a simple  spirographic  recording  (FEVi.„) 
were  used  to  assess  the  bronchial  responses. 
The  results  are  discussed  from  the  point  of 
view  of  clinical  practice.  A very  suggestive 
anamnesis,  supported  by  positive  skin  tests, 
was  always  associated  with  positive  inhala- 
tion tests.  In  contrast,  a somewhat  sugges- 
tive anamnesis  with  positive  skin  test  to  the 
incriminated  allergen,  was  accompanied  in 
only  2.3%  of  the  patients  by  a positive  in- 
halation test  to  this  allergen.  Negative  skin 
tests  lowered  considerably  the  incidence  of 
positive  inhalation  tests.  Allergens  not  in- 
dicated by  anamnesis  never  determined  a 
positive  inhalation  test,  irrespective  of  the 
skin  reaction.  Inhalation  tests  are  prob- 
ably the  only  method  available  for  an  ac- 
curate etilogical  diagnosis  in  perennial 
asthma. 
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Send  For  It 


Quackery 

“Health  Quackery  — Cancer,”  fourth  of  a 
series  of  pamphlets  warning  of  the  alleged 
“new  remedies,”  “secret  remedies,”  and 
other  deceptive  “treatments”  which  cost  the 
public  millions  of  dollars  each  year,  has  re- 
cently been  published  by  the  American  Medi- 
cal Association. 

The  pamphlet  states  that  most  cancer  pa- 
tients can  be  cured  ...  if  treated  properly 
and  in  time,  stressing  that  time  is  of  the 
essence.  It  points  out  that  too  often  de- 
pendence on  an  unproven  product  or  method 
promoted  by  the  cancer  quack  steals  away 
this  precious  time. 

“Unfortunately,  some  people  can’t  tell  the 
difference  between  the  hokum  of  an  unscien- 
tific cLiltist  and  the  proven  methods  of  a 
doctor  of  medicine,”  the  pamphlet  stresses. 
“Some  grasp  at  any  straw,  no  matter  how 
fraudulent  the  product  or  method.  Some 
seek  to  avoid  the  cost  of  orthodox  treatments, 
apparently  not  realizing  that  quack  treat- 
ments can  cost  their  lives  as  well  as  money.” 

In  addition  to  listing  cancer’s  seven  warn- 
ing signs,  the  pamphlet  contains  descriptions 
of  many  unproven  cancer  “remedies.’ 
Among  those  mentioned  are  the  Hoxsey 
Method,  employing  the  use  of  corrosive  or 
caustic  agents ; vaccines  and  serums  such 
as  “krebiozen”  and  “laetrile;”  and  machines 
and  devices  without  therapeutic  value. 

Copies  are  available  from  the  AMA  Order 
Handling  Department,  535  North  Dearborn 
Street,  Chicago,  Illinois  60610,  at  15  cents 
each;  14  cents  each  for  50-99;  12  cents 
each  for  100-499 ; 10  cents  each  for  500-999 ; 
and  8 cents  each  for  1,000  or  more. 


Burn  Therapy:  V.  Disaster  Management — 
To  Treat  or  Not  to  Treat?  Who  Should 
Receive  Intravenous  Fluids?  — A.  W. 


Phillips  (Massachusetts  General  Hosp, 

Boston).  Ann  Surg  168:986-996  (Dec) 

1968. 

In  a disaster,  when  there  are  more  burn 
casualties  than  can  be  cared  for  by  the 
available  personnel  or  when  medical  sup- 
plies are  limited,  a knowledge  of  the  prob- 
abilities of  survival  for  patients  of  varying 
ages  with  varying  burn  extents  will  aid  in 
achieving  the  maximum  number  of  sur- 
vivals. A helpful  rule  is  the  “Adult  Rule  of 
90,”  worked  out  from  actual  burn  statis- 
tics. Adults  whose  age  plus  burn  extent 
exceeds  90  have  less  than  a 50:50  chance 
of  survival.  If  everyone  cannot  be  treated, 
these  should  be  among  the  first  for  whom 
palliative  management  is  considered.  If  the 
situation  improves  this  rule  can  be  softened 
to  100  or,  if  supplies  and  personnel  are  still 
insufficient,  it  can  be  dropped  to  70.  Con- 
ventional treatment  should  be  resumed  at 
the  earliest  possible  opportunity.  If  this 
rule  had  been  used  on  932  consecutively  ad- 
mitted burned  adults  at  the  Massachusetts 
General  Hospital,  only  12  who  actually  sur- 
vived would  have  been  denied  fluids.  At  the 
cost  of  those  12  lives,  1,000  liters  of  fluid 
would  have  been  saved,  enough  to  treat  60 
adults  or  120  children  in  whom  it  might 
spell  the  difference  between  life  and  death. 


Indirect  Determination  of  Systolic  and  Dia- 
stolic Blood  in  the  Newborn  Infant  — N. 

M.  Nelson  (221  Longwood  Ave,  Boston). 

Pediatrics  42:934-942  (Dec)  1968. 

Classical  oscillometry  was  used  to  deter- 
mine indirect  systolic/diastolic  blood  pressure 
in  nine  newborn  infants.  Measurement  is 
facilitated  by  a relatively  simple  and  inex- 
pensive electronic  oscillometer  whose  con- 
struction is  described.  Comparison  between 
indirect  leg  and  direct  intraaortic  blood 
pressure  revealed  a systolic  difference  of 
0 to  5 mmHg  and  a diastolic  difference  of 
0 to  10  mmHg  depending  on  respiratory  va- 
riations and  accuracy  of  calibration. 
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EDITORIALS 
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WHERE’S  THE  OPERATING  ROOM? 

Until  very  recently,  the  operating  room, 
or  theatre  as  the  British  say,  was  on  the 
top  floor,  but,  God  bless  America,  it’s  com- 
ing down  now.  Nobody  remembers  why 
we  always  operated  as  close  to  the  roof  as 
we  could  get,  and  no  one  ever  wondered 
about  it.  The  reason  is  simple.  Before  the 
days  of  anesthesia,  the  operating  room  was 
put  as  high  as  you  could  get  it,  so  that  the 
patients’  screams  could  not  be  heard  by 
passers-by  in  the  street  below.  And  how 
did  America  get  into  the  act?  That’s  easy; 
we  invented  anesthesia. 

People  don’t  scream  in  the  operating 
room  now,  but  hospital  architects  kept  put- 
ting the  operating  room  on  the  top  floor 
when  there  was  no  longer  any  reason  for 
it,  just  because  “it  had  always  been  there,’’ 
and  everybody  supposed  that  was  where  it 
belonged. 

When  supplies  and  apparatus  are  wanted 
quickly,  as  in  surgery,  the  top  floor  means 
inconvenience  and  delay  because  of  what  de- 
signers call  vertical  transport,  or  as  we 
would  say,  the  elevator.  So  the  operating 
room  is  coming  down  now,  thanks  to  anes- 
thesia and  the  United  States,  down  to  the 
ground  floor  where  it  belongs.  Surgeons 
get  there  more  quickly,  and  so  do  anes- 
thesiologists and  nurses  and  supplies.  The 
only  trouble  is,  flies  do,  too. 

But  it’s  still  better  than  the  top  floor.  God 
Bless  America. 


our  fees  or  work  for  nothing  when  the  pa- 
tient is  poor.  The  landlord  does  not,  the 
clothier  does  not,  nor  does  the  grocer. 

If  doctors  do  not  settle  where  students 
think  they  should,  we  cannot  wonder.  When 
students  graduate,  they  locate  where  those 
before  them  have  settled  down,  and  we  have 
read  of  the  same  thing  in  England  and  in 
Yugoslavia.  We  printed  an  editorial  show- 
ing that  the  best  students  were  not  enter- 
ing medicine  as  commonly  as  they  once  did, 
and  a student  took  exception  to  our  essay, 
but  another  editor  asked  for  permission  to 
reprint  our  words. 

A group  of  students  who  were  offered 
medical  bags  refused  them  and  felt  com- 
pelled to  write  a letter-to-the-editor  to  say 
why;  the  patient  would,  in  effect,  pay  for 
them.  And  they  all  got  their  names  in  print. 

In  our  day,  internships  paid  nothing  or 
almost-nothing.  But  now  house-officers 
have  unions,  and  interns  are  getting  salaries 
as  high  as  $7,500  a year  (we  have  heard  of 
even  more) ; residencies  used  to  pay  $50 
and  $100  a month,  while  $10,000  a year  (we 
have  heard  of  much  more)  is  a newer  figure. 
Where  do  the  almost-doctors  think  this 
money  is  coming  from?  Isn’t  it  the  patient 
again?  The  same  one  who  would  have  to 
pay  for  the  medical  bags?  It  has  been  said 
that  in  the  east,  where  the  interns  have  a 
union  and  enjoy  large  salaries,  voluntary 
hospitals  will  charge  (the  patient,  remem- 
ber?) $100  a day. 


— F.C. 


WHEN  I WAS  THREE-AND-TWENTY 

We  run  across  letters-to-the-editor  writ- 
ten by  medical  students  and  many  of  them 
say  the  same  things.  They  find  people  who 
need  medical  care,  they  are  for  Medicare  and 
Medicaid,  their  socio-economic  thinking  is 
different  from  the  thinking  of  those  who 
have  graduated  and  are  working,  and  they 
write  often  to  say  so.  Now  we  treat  all 
the  patients  who  come  to  us  and  we  reduce 


We  have  practiced  as  many  hours  in  a day 
as  some  do  in  a week,  we  have  got  up  more 
nights  than  we  would  like  to  remember, 
and  we  have  treated  many  without  pay.  The 
letter-writers  have  yet  to  see  their  first 
private  patient.  And  we  cannot  possibly  be- 
lieve when  we  interned  for  nothing  and  they 
now  get  thousands  of  dollars,  that  they  are 
worth  all  that  difference. 

If  the  gift-refusers  feel  that  they  would 
be  expected  to  prescribe  drugs  sold  by  the 
donors,  we  wonder  how  those  who  accept 
grants  from  the  Ford  Foundation  feel: 
must  they  go  right  out  and  buy  Fords?  We 
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were  given  Osier’s  “Aequinimitas” ; we  en- 
joyed it  and  we  did  not  feel  bribed.  “What 
with  its  crude  awakenings,’’  wrote  Logan 
Smith,  “can  youth  know?” 

It  is  wonderful  to  be  young.  But  the 
young,  as  Adams  said,  “have  a passion  for 
regarding  their  elders  as  senile.”  A famous 
statesman  was  told  that  his  son  was  a Com- 
munist, and  he  said  that  was  all  right;  the 
boy  was  only  20.  But  if  his  son  were  still 
a Communist  at  30  (or  25?),  he  would  put 
him  out  of  the  house.  “I  was  young  and 
foolish,”  said  Yeats. 

— F.C. 


HOW  TO  SIGN  MEDICAL  REPORTS 

Signing  medical  and  nonmedical  forms 
has  the  one  obvious  purpose,  but  signatures 
partake  of  motivation  and  personality.  The 
illegibility  of  doctors’  handwi’iting  is  an  age- 
old  joke,  and  we  have  even  been  accused  of 
taking  refuge  in  Latin  in  our  prescription 
writing.  But  the  ways  people  write  their 
names  are  many  and  curious  and  even  re- 
vealing. 

Some  write  plainly,  like  this. 

Some  spell,  like  this. 

Cole/ 

Some  write  small,  like  this. 

Some  write  big,  like  this. 

Some  write  what  cannot  be  read,  like 
this. 


We  have  even  known  some  to  practice  un- 
readable signatures,  so  as  to  appear  distin- 
guished. 

But  we  have  noticed  that  some  take  four 
or  five  lines  to  write  their  names,  like 
this. 


Two  signatures  like  this  can  easily  fill 
a page;  this  practice  reeks  of  prestige  and 
status  symbols.  These  signers  often  write 
only  on  alternate  lines. 

Some  write  only  in  red,  or  in  green. 

Surely,  how  a man  signs  his  name  is  a 
give-away  to  his  personality  and  even  to  his 
character.  One  Declaration  of  Independence 
signer  wrote  in  very  large  letters,  so  the 
king  would  know.  And  the  “fine  Italian 
hand”  does  not  suggest  subtlety  without 
reason.  The  study  of  calligraphy  may  be 
more  scientific  than  we  suppose.  For  few 
of  us  sign  our  names  as  we  write  other 
words.  We  all  strive  for  individuality,  and 
some  strive  harder  than  others. 

But  we  strive  differently. 


Rx:  MONEY? 

We  once  (and  never  again)  called  our 
spouse  a blockhead  because  she  was  in 
charge  of  our  block;  they  were  collecting 
money  to  cure  an  incurable  disease.  Co- 
medians are  philosophers,  they  believe,  but 
they  are  less  funny  when  they  tell  you  what 
humor  is;  now  they  advise  us  to  drive  safe- 
ly and  to  contribute  to  their  favorite  dis- 
ease. One  of  them  even  complained  be- 
cause all  the  good  diseases  were  taken. 

Pasteur  could  build  a laboratory  with  a 
few  sticks  and  some  string.  Now  we  treat 
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diseases  with  checks.  It  is  good  to  help 
where  help  is  needed.  But  we  have  suc- 
cumbed to  the  notion  that  each  disease  can 
be  cured  with  money,  and  that  when  we  have 
enough  money,  the  disease  will  be  abolished. 
We  have  seen  one  or  two  page  articles,  that 
represented  little  or  no  work  in  the  labora- 
tory, that  appeared  with  the  notation  that 
the  work  had  been  financed  with  support 
from  such  and  such  an  agency.  Where,  we 
wonder,  did  they  spend  the  money? 

It  is  hard  to  refuse  money,  it  is  down- 
right impossible.  And  perhaps  modern  re- 
search is  indeed  costly.  And  we  do  not  mean 
to  interfere  with  the  drum-beaters  and  the 
bell-ringers.  But  somewhere  along  the  line 
there  is  a complete  absence  of  logic  when  you 
put  money  in  at  one  end  and  a cure  is  sup- 
posed to  drug  out  at  the  other.  Is  there 
a scientist  sitting  somewhere  with  the  cure, 
in  his  hands,  who  needs  money? 

Nobody  has  gone  around  our  block  for 
erysipelas.  And  if  we  are  asked  to  give 
a check  to  stamp  out  erysipelas,  we  will 
give  it.  But  we  would  like  a follow-up.  Did 
it  get  stamped  out,  and  did  our  money  do  it? 

— F.C. 


THE  COVER  STORY 

We  have  spent  a year  finding  something 
that  was  eye-catching,  good-looking,  and 
something  that  meant  Nebraska  and  medi- 
cine. We  consulted  artists  and  designers 
and  photographers,  and  got  nowhere  for 
a long  time. 

Our  new  cover  is  the  result  of  the  long 
search  and  of  endless  conferences.  For 
when  we  had  the  artists  tied  up,  the  printer 
said  it  wouldn’t  do,  and  even  after  we  got 
them  together  and  agreed  on  what  was  un- 
questionably the  most  wonderful  cover  in 
all  journalistic  history,  everything  came 
apart  in  the  seams  the  next  day. 

Well,  there’s  the  capitol  and  the  American 
flag  (we  had  to  write  to  Washington)  and 
it’s  flying  from  left  to  right,  and  there’s 
the  Nebraska  flag,  and  the  sunlight,  and 
our  new  colors,  and  we  picked  the  type 
from  six  different  versions. 


We  hope  you  like.  You’d  better.  We 
won’t  go  through  that  again. 

—F.C. 


Effect  of  Intra-intestinal  Oxygen  Therapy 
on  Functional  State  of  Liver  in  Patients 
With  Atherosclerosis  — Y.  N.  Golovtsev 
(Faculty  of  Pediatrics,  Institute  of  Medi- 
cine, Vinnitsa,  USSR).  Vrach  Delo  50:12- 
15  (July)  1968. 

Thirty  patients  with  ischemic  and  fibrous 
stages  of  atherosclerosis  who  showed  some 
evidence  of  associated  liver  pathology  re- 
ceived intraduodenal  oxygen  therapy  thus 
providing  oxygenation  of  the  portal  blood 
and  consequently  of  the  parenchymal  cells 
of  the  liver.  Intra-intestinal  oxygen  admin- 
istration resulted  in  an  increase  of  the 
blood  serum  lecithin  level,  decrease  of  beta- 
lipoproteins,  some  increase  of  cholesterol 
esters,  and  a decrease  of  free  cholesterol 
(total  cholesterol  remained  unchanged) ; the 
carbohydrate  metabolism  of  the  liver  im- 
proved; the  glutamic  pyruvic  transaminase 
and  aldolase  activity  tended  to  normalize; 
serum  copper  content  returned  to  normal. 

Effect  of  Neostigmine  on  the  Integrity  of 
Ileorectal  Anastomoses  — C.  M.  A.  Bell 
and  C.  B.  Lewis  (Westminster  Hosp,  Lon- 
don). Brit  Med  J 3:584-586  (Sept  7) 
1968. 

Two  methods  of  anesthesia  were  studied 
in  83  patients  undergoing  total  colectomy 
and  ileorectal  anastomosis  for  ulcerative 
colitis.  When  neostigmine  methyl  sulfate 
was  given  during  anesthesia  to  reserve  the 
action  of  the  muscle  relaxant,  36%  of  cases 
leaked  from  the  anastomosis  postoperative- 
ly.  In  the  33  cases  where  neostigmine  was 
omitted,  using  minimal  doses  of  relaxants, 
only  4%  leaked.  The  criterion  of  leakage 
was  radiological  in  all  cases,  a routine  barium 
enema  being  performed  three  weeks  post- 
operatively.  High  leak  rate  probably  is 
caused  by  the  parasympathomimetic  effect 
of  2.5  mg  neostigmine  on  the  gut  being  in- 
adequately opposed  by  the  simultaneous  ad- 
ministration of  1.2  mg  atropine. 
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ORIGINAL  ARTICLES 


Neonatal  Mortality  — The  Contribution  of 
Low  Birth  Weight  Infants 


During  the  first  so  years  of 
this  century  the  infant  and 
neonatal  mortality  rates  in  the 
United  States  showed  a consistent  decline. 
In  the  next  15  years  however,  from  1950  until 
1965,  there  was  very  little  change.  This  lack 
of  progress  caused  increasing  concern  which 
was  recently  highlighted  by  reports  which 
indicated  that  rates  in  several  western 
European  countries  were  lower  than  those 
of  the  United  States.®  In  the  past  two  years 
an  encouraging  downward  trend  has  started 
once  again:  preliminary  estimates  for  1967 
indicate  a neonatal  mortality  rate  of  16.2 
per  thousand  live  births  and  an  infant  mor- 
tality of  22.1.  These  levels  are  the  lowest 
ever  recorded  in  the  United  States.  More 
than  70  percent  of  infant  deaths  now  occur 
in  the  neonatal  period  (the  first  28  days  of 
life). 

The  five  leading  causes  of  neonatal  death 
according  to  death  certificate  data  are:  (1) 
postnatal  asphyxia  and  atelectasis,  (2)  im- 
maturity, (3)  ill-defined  diseases  of  early  in- 
fancy, (4)  congenital  malformations,  and 
(5)  birth  trauma. The  sequence  of  this 
group  varies  from  time  to  time  but  generally 
the  differences  are  minimal.  According  to 
these  death  certificate  data,  immaturity  is 
responsible  for  20  to  25  percent  of  neonatal 
deaths.  This  is  a gross  understatement  be- 
cause only  those  deaths  due  to  no  cause 
other  than  immaturity  are  included.  In 
fact,  the  contribution  of  infants  with  a birth 
weight  of  2500  grams  (51/2  pounds)  or  less 
is  much  greater  than  this.  These  infants 
used  to  be  termed  premature  or  immature, 
but  because  the  definition  is  based  only  on 
birth  weight,  the  new  expression  Low  Birth 
Weight  Infant  is  preferred.  This  may  be 
conveniently  abbreviated  to  the  acronym 
LOWBI.12 

There  are  no  national  data  of  neonatal 
mortality  by  birth  weight  since  a 1950  study 
by  the  National  Office  of  Vital  Statistics. “ 
In  that  year,  66  percent  of  all  neonatal 
deaths  occurred  in  infants  with  a birth 
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weight  of  2500  grams  or  less.  At  that  time, 
total  neonatal  mortality  was  20.5  per  1,000 
live  births.  When  this  was  evaluated  by 
birth  weight,  it  was  found  that  babies  with 
a birth  weight  of  over  2500  grams  faced  a 
neonatal  mortality  of  7.8,  whereas  LOWBIs 
had  a risk  more  than  20  times  greater  at 
173.7  per  thousand.  There  are  more  recent 
statistics  available  from  states  which  match 
birth  certificate  data  to  certificates  of  neo- 
natal death.  Data  from  California  (1959), 
Illinois  (1966),  and  Michigan  (1964)  indi- 
cate that  more  recently  about  75  percent 
(72  to  79%)  of  neonatal  deaths  occur  in 
this  vulnerable  group  of  infants.®-  It  is 
apparent  that  LOWBIs  face  a risk  of  death 
which  is  now  34  to  37  times  greater  than 
that  of  heavier  infants.  In  less  than  two 
decades,  the  proportional  contribution  of 
LOWBIs  to  neonatal  mortality  has  increased 
remarkably.  If  66  percent  of  the  1950  neo- 
natal mortality  rate  of  20.5  is  compared  to 
75  percent  of  the  mid-1960s  rate  of  18.0, 
it  is  interesting  to  note  that  there  has  been 
no  change  in  the  contribution  of  LOWBIs 
to  the  total  neonatal  mortality  rate  (20.5 
X 0.66  = 13.5  and  18.0  X 0.75  = 13.5). 
LOWBIs  form  the  hard  core  of  neonatal 
mortality,  and  each  year  almost  50,000  such 
infants  die. 

The  mortality  of  these  vulnerable  infants 
is  only  part  of  the  problem  and  may  be 
likened  to  the  visible  tip  of  an  iceberg.  Sur- 
viving LOWBIs  face  an  increased  risk  of 
many  serious  problems,  particularly  central 
nervous  system  defects : LOWBIs  have  a 

five-fold  increased  risk  of  cerebral  palsy,®  and 
a doubled  hazard  of  mental  retardation 
their  IQ  at  one  year  is  almost  directly  propor- 
tional to  birth  weight.^ 
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Each  year  more  than  300,000  LOWBIs  are 
born  in  the  United  States.  Both  in  the  white 
and  the  nonwhite  population,  the  proportion 
of  infants  born  with  a birth  weight  of  2500 
grams  or  less  is  climbing  steadily.  In  1965, 
8.3  percent  of  births  were  in  this  category, 
7.2  percent  of  the  white  and  13.7  percent  of 
the  nonwhite.i*’  The  reasons  for  this  increase 
are  not  fully  understood.  An  increasing  pro- 
portion of  deliveries  to  the  nonwhite  popu- 
lation with  its  doubled  incidence  of  LOWBIs 
is  one  demographic  factor.  A change  in  the 
age  distribution  of  gravidas  with  an  increas- 
ing proportion  of  births  to  girls  in  their  teens 
is  another  factor.®  The  high  incidence  of 
LOWBIs  may  be  the  main  reason  for  the  un- 
favorable position  of  the  United  States  when 
neonatal  mortality  is  compared  to  western 
European  countries : the  incidence  of 

LOWBIs  appears  to  be  higher  in  the  United 
States  than  in  the  Scandinavian  countries 
or  in  Holland. 

Effective  measures  to  reduce  the  number 
of  such  deliveries  depend  upon  an  under- 
standing of  the  etiology,  but  in  the  majority 
of  cases  a cause  cannot  be  identified.  About 
30  percent  of  LOWBIs  result  from  complica- 
tions of  pregnancy.  Such  conditions  as  tox- 
emia, abruption  of  the  placenta,  placenta 
previa,  chronic  renal  disease,  hypertension, 
heart  disease,  abnormalities  of  the  uterus, 
and  congenital  abnormalities  of  the  baby  are 
recognized  as  a cause  of  low  birth  weight 
infants.  The  low  birth  weight  infant  may 
result  from  labor  before  term  (usually  2500 
grams  is  not  reached  until  about  the  36th 
week  of  gestation),  or  from  retarded  intra- 
uterine growth  with  the  delivery  of  a LOWBI 
at  term.  Others  may  be  due  to  the  need  for 
preterm  elective  induction  or  cesarean  sec- 
tion. Multiple  pregnancy  is  the  cause  of  an- 
other 12  percent  of  LOWBIs : half  the  babies 
born  of  multiple  pregnancy  weigh  2500 
grams  or  less. 

In  the  majority  of  LOWBIs  no  direct 
cause  can  be  recognized.  There  is  however 
significant  correlation  between  the  incidence 
of  LOWBIs  and  a variety  of  social  and  eco- 
nomic factors.^-  ® A series  of  interrelated  so- 
cial problems  including  poverty,  poor  nutri- 
tion, low  education,  inadequate  hygiene, 
crowded  homes,  maternal  fatigue,  small  ma- 
ternal stature,  and  illegitimacy  among  oth- 


ers are  associated  with  an  increased  incidence 
of  low  birth  weight  infants.  In  the  United 
States,  where  much  poverty  is  noted  in  the 
nonwhite  populations,  the  disparity  of  inci- 
dence can  be  demonstrated  as  a racial  fac- 
tor. Race  however  is  not  the  crucial  issue: 
The  problem  is  that  of  social  and  economic 
influences.®  Social  class  is  inversely  propor- 
tional to  the  incidence  of  LOWBIs  in  all  na 
tions  irrespective  of  race.  Illegitimacy  is 
another  measure  of  social  and  economic 
level,  and  the  incidence  of  low  birth  weight 
infants  in  illegitimate  pregnancy  is  almost 
double  that  of  the  legitimate,  both  in  white 
and  in  nonwhite  patients.^® 

It  is  apparent,  therefore,  that  the  popula- 
tion at  highest  risk  of  delivering  a LOWBI 
can  to  a large  extent  be  recognized  on  the 
basis  of  social  and  economic  factors.  Once 
high  risk  has  been  recognized,  the  question 
of  effective  preventive  measures  still  re- 
mains. Simple  solutions,  such  as  improved 
nutrition  in  pregnancy  probably  only  scratch 
the  surface  of  the  problem.  It  has  been 
shown  that  malnutrition  in  pregnancy  has 
little  effect  upon  the  baby.  The  high  risk 
mother  usually  comes  from  a background  of 
lifelong  deprivation,  and  malnutrition  and 
other  problems  exist  throughout  her  life. 
Deprivation  during  the  mother's  own  de- 
velopmental years  is  probably  more  impor- 
tant than  diet  during  pregnancy.®  It  is  evi- 
dent that  measures  restricted  to  the  few 
months  of  pregnancy  are  unlikely  to  yield 
dramatic  results.  It  is  argued  that  pre- 
natal care  can  reduce  the  incidence  of 
LOWBIs.  Certainly,  patients  who  attend 
most  frequently  for  prenatal  care  do  have 
the  lowest  incidence,  but  this  group  of  best 
attenders  is  the  result  of  marked  selection. 
Patients  from  the  higher  social  and  economic 
groups  with  the  best  education  and  greatest 
motivation  for  health  care  will  come  for 
prenatal  care  early  and  will  attend  most  con- 
scientiously. These  patients  inherently  have 
the  least  risk  of  delivering  a low  birth  weight 
infant.  Furthermore,  if  prenatal  care  is 
judged  by  the  total  number  of  visits,  it  is 
obvious  that  those  who  deliver  early  and  are 
deprived  of  those  weeks  in  pregnancy  when 
visits  are  scheduled  most  frequently  will  have 
less  prenatal  care  than  those  who  carry  to 
term.i'*  A cause  and  effect  relationship  be- 
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tween  prenatal  care  as  we  now  know  it  and 
the  prevention  of  LOWBIs  cannot  be  proven. 
This  must  not  be  intei*preted  as  an  argument 
against  prenatal  care,  but  simply  a sugges- 
tion that  the  concepts  of  maternity  care  be 
extended  beyond  the  confines  of  pregnancy 
and  the  prenatal  clinic.  It  is  imperative  that 
improvements  of  social  conditions  in  which 
the  high  risk  population  live  should  be  given 
first  priority.  Education,  including  health 
education,  housing  and  nutrition  are  insep- 
erable  from  health  and  must  be  of  prime 
conceiTi  to  all  involved  in  the  care  of  the 
pregnant  woman. 

The  infant  and  neonatal  mortality  rates 
are  one  measure  of  the  health  of  a nation. 
If  these  rates  are  to  fall  in  the  United 
States,  it  is  apparent  that  the  incidence  of 
the  delivery  of  low  birth  weight  infants  must 
be  reduced. 
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The  Nebraska  Law  for  the  Compulsory 
Isolation  of  Recalcitrant  Tuberculosis 

Patients* 


Introduction 

Tuberculosis  remains  a prob- 
lem in  Nebraska.  The  number 
of  new  active  cases  has  re- 
mained between  140  and  150  during  the  past 
several  years.  Those  interested  in  tuber- 
culosis are  aware  of  a difficult  group  of  pa- 
tients, often  alcoholic,  irresponsible,  from 
low  socio-economic  backgrounds,  and  con- 
centrated in  the  nation’s  urban  areas.  Ne- 
braska has  its  share  of  difficult  patients, 
most  of  whom  can  be  persuaded  to  undergo 
appropriate  treatment.  A number  of  re- 
calcitrants will  not  submit  to  treatment, 
thus  endangering  the  community  and  them- 
selves. 

In  most  states  and  in  many  of  the  larger 
cities,  there  are  laws  for  the  compulsory 
isolation  of  the  recalcitrant  tuberculous  pa- 
tient. In  1961,  the  first  steps  were  taken  to 
include  such  a law  among  Nebraska’s  stat- 
utes. The  Nebraska  Thoracic  Society  and 
Nebraska  Tuberculosis  Association  drafted  a 
resolution  calling  for  legislation.  This  reso- 
lution was  submitted  to  other  interested 
medical  and  public  health  organizations.  Fol- 
lowing a year  of  study  of  similar  laws,  de- 
bate and  criticism  by  medical  and  legal  au- 
thorities, a bill,  LB237,  was  introduced  and 
passed  by  the  1963  legislature. 

It  should  be  noted  that  in  the  initial  discus- 
sion, concern  was  expressed  in  respect  to 
insuring  the  civil  rights  of  the  patients. 
The  possibility  was  raised  of  driving  tuber- 
culosis “underground”  through  fear  of  mis- 
understood legal  sanctions. 

In  the  four  years  since  enactment,  LB237 
has  been  applied  against  ten  persons.  Seven 
of  these  were  residents  of  Douglas  County, 
two  from  Scotts  Bluff  County,  and  one  from 
Saline  County.  The  purpose  of  this  study  is 
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to  review  these  cases,  to  detennine  the  causes 
of  recalcitrance,  and  to  evaluate  the  effec- 
tiveness of  this  law  in  the  control  of  tuber- 
culosis in  Nebraska. 

Methods 

Interviews  were  conducted  with  patients  at 
the  Nebraska  Hospital  for  the  Tuberculous 
at  Kearney  (NHT)  and  at  the  Omaha  Veter- 
an’s Administration  Hospital  (OVAH).  Both 
cooperative  and  recalcitrant  patients  were 
interviewed  concerning  the  course  of  their 
disease,  their  reactions  to  it,  and  to  their 
treatment.  Their  relationship  and  experi- 
ence with  hospital  personnel  and  public 
health  officials  was  assessed.  An  effort  was 
made  to  understand  the  patient’s  medical 
and  social  history.  In  particular,  any  proior 
experience  with  authority,  criminal,  legal, 
etc.,  was  sought. 

Only  four  of  the  ten  committed  were  avail- 
able for  interview.  In  the  other  eight,  hos- 
pital and  legal  records,  and  hospital  person- 
nel were  interviewed.  Included  among  pa- 
tients interviewed  were  several  to  whom 
the  law  had  not  been  applied,  but  who  were 
classed  as  difficult,  in  that  interruptions  of 
treatment  due  to  unauthorized  absence  from 
hospital  and  various  degrees  of  antisocial 
behavior  had  occurred. 

Case  Histories 

Histories  of  five  of  the  ten  patients  com- 
mitted under  the  compulsory  isolation  law 
are  presented  below. 

Case  1.  A divorced  housewife  was 
found  to  have  active  tuberculosis  in 
February,  1964.  She  was  transferred 
to  Douglas  County  Hospital  (DCH)  that 

tMedical  Student,  Harvard  Medical  School,  Boston,  Massa- 
chusetts. 

tTuberculosis  Program,  USPHS  assigned  to  Omaha-Douglas 
County  Health  Department. 
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month,  and  shortly  thereafter  threat- 
ened to  leave  against  medical  advice 
(AMA).  However,  she  agreed  to  enter 
the  tuberculosis  hospital  at  Kearney, 
where  she  was  admitted  in  March,  1964. 

In  May,  she  was  given  a leave  to  at- 
tend to  some  family  matters,  but  did 
not  return  to  the  hospital  on  the  allotted 
date.  She  w^as  contacted  at  her  home, 
and  promised  to  return  on  a specific 
date.  When  she  did  not  appear,  she  was 
visited  again,  this  time  in  the  presence 
of  her  daughter,  niece  and  young  cousin, 
and  confronted  with  the  fact  that  she 
was  dangerous  to  herself  and  the  chil- 
dren. She  again  promised  to  go  back, 
after  taking  care  of  some  other  per- 
sonal matters.  At  this  time  she  was 
also  warned  that  legal  action  could  be 
instituted  if  she  did  not  comply.  When 
the  date  of  her  promised  return  passed, 
the  procedures  under  the  isolation  law 
were  started,  in  June,  1964. 

At  the  hearing  in  Douglas  County 
Court,  evidence  was  presented  that  the 
patient  was  suffering  from  far  ad- 
vanced, active  pulmonary  tuberculosis 
and  was  a hazard  to  the  health  of  her 
immediate  family  and  to  the  community. 
She  did  not  contest  the  action,  and  was 
returned  to  NHT,  where  she  was  treated 
without  further  incident,  and  was  dis- 
missed in  December,  1964. 

Case  2.  A divorced  laborer  born  1920, 
was  first  diagnosed  as  having  active 
tuberculosis  in  January,  1960.  From 
that  time  until  1964,  there  was  a his- 
tory of  his  leaving  hospitals.  He  left 
NHT  and  OVAH  against  advice  with 
positive  cultures.  In  November,  1964, 
he  left  the  OVAH,  AMA,  with  a diag- 
nosis of  far  advanced,  active  pulmonary 
tuberculosis.  In  the  petition  for  the 
commitment  order,  it  was  said  that  he 
was  “a  most  difficult  patient,  refusing 
to  follow  instructions  and  hospital 
rules,”  and  that  he  denied  that  he  was 
still  active,  despite  being  told  that  three 
previous  sputums  were  positive.  He 
was  at  large  in  Omaha  for  two  months 
before  being  brought  to  a hearing. 
Finally,  in  February,  1965,  he  was  com- 


mitted to  the  Lincoln  State  Hospital, 
under  maximum  security  for  observation 
and  treatment.  Later,  he  was  trans- 
ferred to  the  VA  Hospital  in  Downey, 
Illinois.  Nothing  has  been  recorded 
about  him  since. 

His  stay  at  NHT  was  marked  with 
several  AWOL’s,  including  some  over- 
night drunken  sprees.  His  actions  while 
in  the  hospital  led  to  a diagnosis  upon 
discharge  (AMA)  in  1962  as  “a  psycho- 
pathic personality”  and  contributed  to 
his  being  committed  to  Lincoln  State 
Hospital  rather  than  back  to  NHT.  As 
indicated,  he  often  refused  to  acknowl- 
edge that  his  disease  was  in  the  active 
stage,  and  his  long  history  of  chaotic 
treatment  is  evidence  that  he  cared 
little  for  his  own  welfare. 

Case  3.  A married  male  dishwasher, 
born  1919,  was  diagnosed  as  having  far 
advanced  active  pulmonary  tuberculosis 
at  the  Omaha  VAH  in  May,  1964.  He 
had  previously  (1963  and  1964)  been  a 
tuberculosis  suspect  as  a result  of  x- 
rays  taken  in  the  Douglas  County  jail. 
He  remained  at  the  hospital  until  April, 
1965,  taking  chemotherapy  and  other 
treatment  including  a thoracotomy  for 
removal  of  part  of  the  left  lower  lobe 
in  December,  1964.  Despite  these  pro- 
cedures, the  sputum  remained  positive 
for  tubercle  bacilli,  and  finally  the  pa- 
tient left  the  hospital,  AWOL,  while  still 
active. 

Early  in  May,  1965,  local  health  of- 
ficials contacted  him  by  letter  and  per- 
sonal visit.  At  first  he  agreed  to  go  to 
NHT,  but  he  did  not  do  this.  Proceed- 
ings for  a court  order  were  signed,  and 
he  was  brought  to  NHT  in  late  June. 
Again  he  did  not  respond  to  chemo- 
therapy, and  in  March,  1966,  he  left 
the  hospital,  AMA.  Within  a few  days, 
he  admitted  himself  to  the  Omaha  VAH 
for  further  treatment,  which  included 
surgery.  In  June,  1966,  his  sputum  be- 
came negative,  and  early  next  month  he 
left  the  hospital,  AWOL.  He  was  seen 
in  VAH  and  in  TB  Clinic  sporadically, 
with  negative  cultures  and  stable  chest 
films.  He  died  suddenly,  April,  1968. 
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Case  9.  A married  male,  born  in  1911, 
was  seen  by  a physician  in  December, 
1966,  with  complaints  of  a cough  and 
progressive  weakness.  He  was  treated 
for  a chest  infection  but  the  symptoms 
persisted  and  he  went  to  the  University 
of  Nebraska  Hospital  in  Omaha,  where 
active  tuberculosis  was  diagnosed.  At 
this  hospital,  he  was  told  that  he  would 
have  to  go  to  NHT  where  it  would  take 
three  or  four  months  to  effect  a com- 
plete cure.  At  NHT,  to  which  he  was 
admitted  later  in  the  month,  it  was  ex- 
plained that  his  stay  would  be  at  least 
six  to  nine  months.  At  the  time,  he 
had  far  advanced  active  pulmonary  tu- 
berculosis. 

In  February,  1967,  he  was  allowed  to 
go  home  for  a short  period  to  attend  to 
some  personal  matters,  and  he  returned 
at  the  end  of  his  leave. 

In  April,  he  left  AMA,  because  of  what 
he  called  a family  problem.  He  was 
eventually  persuaded  to  go  back  to  the 
hospital  after  being  away  two  weeks. 
At  this  time  he  was  told  that  he  was 
still  active,  and  thus  a hazard  to  his  wife 
and  any  other  people  he  might  be  in  con- 
tact with.  This  did  not  deter  him  be- 
cause he  claimed  that  he  remained  in 
his  apartment  while  at  home,  and  con- 
tinued to  take  his  pills. 

After  his  return,  he  stayed  five  more 
weeks,  and  again  left  AMA,  for  a sim- 
ilar reason.  When  asked  about  this,  he 
gave  contradictory  statements.  On  one 
hand,  he  said  he  intended  to  go  back, 
though  he  wasn’t  sure  when  this  would 
have  been.  On  the  other  hand,  often 
he  claimed  that  he  felt  “bug-free”  and 
that  his  x-rays  looked  good  to  him ; 
and  further,  that  he  could  take  better 
care  of  himself  at  home.  Again,  he  was 
visited  by  health  officers,  but  this  time 
he  refused  to  go  back  voluntarily,  say- 
ing that  he  was  no  longer  a hazard  to 
others.  When  informed  about  the  com- 
pulsory isolation  law,  he  said  to  “get 
the  ball  rolling”  with  the  court  proceed- 
ings. In  mid-June,  a petition  for  a hear- 
ing was  prepared  by  the  Health  Depart- 
ment and  notice  was  served  on  the  pa- 
tient. Even  after  the  date  for  the  hear- 


ing was  set,  attempt  was  made  to  con- 
vince him  to  go  back,  and  two  days  be- 
fore legal  action  was  to  have  been  tak- 
en, he  left  for  NHT.  In  this  case, 
because  proceedings  were  initiated  be- 
fore the  patient  returned,  the  court  order 
was  signed,  and  the  patient  is  considered 
committed  under  law. 

This  case  illustrates  the  dangers  of 
recalcitrance  in  a person  who  is  in  regu- 
lar contact  with  many  people.  As  for 
the  patient  himself,  over  seven  months 
after  the  original  diagnosis,  he  was  still 
in  the  active  stage  of  disease,  due  at 
least  in  part  to  interruptions  in  therapy. 
As  a public  health  menace,  his  record  is 
dramatic. 

His  attitude  toward  the  treatment  at 
NHT  was  ambiguous.  At  one  point  in 
an  interview  he  called  the  Medical  Direc- 
tor a “wonderful  TB  doctor,”  but  he  also 
refused  to  believe  what  this  doctor  was 
telling  him  about  his  condition.  He  also 
felt  that  the  doctors  might  be  trying  to 
“get  back  at  him”  for  “bulldogging” 
them  by  leaving  the  hospital.  As  of 
August,  1967,  he  was  receiving  treat- 
ment, under  court  order,  at  NHT. 

Case  10.  A divorced  female,  born  in 
1937,  was  admitted  to  NHT  in  Septem- 
ber, 1966  with  a diagnosis  of  far  ad- 
vanced, active  tuberculosis.  She  had 
been  a contact  of  her  brother,  an  active 
case  reported  a year  earlier.  Within 
three  months,  her  sputum  cultures  be- 
came negative,  but  then  reverted  to  posi- 
tive in  May,  1967.  Chest  x-rays  during 
this  period  revealed  a slow  regression  in 
the  extent  of  disease,  but  cavities  re- 
mained. 

In  June,  1967,  she  left  NHT,  AMA. 
She  was  visited,  but  could  not  be  con- 
vinced to  return.  She  was  informed  of 
the  isolation  law,  and  responded  that 
she  had  been  told  at  NHT  that  she  was 
clear  of  disease.  She  remained  hostile 
when  her  mother  tried  to  convince  her 
to  return.  In  July,  she  was  brought 
before  the  Douglas  County  Mental 
Health  Board.  It  was  felt  by  public 
health  officials  that  a commitment  to 
the  tuberculosis  ward  at  the  Hastings 
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state  Hospital  (HSH)  would  be  appro- 
priate, both  for  treating  her  tuberculosis 
and  continuing  psychiatric  observation. 
In  July,  1967,  a hearing  was  held,  and 
the  order  was  signed. 

The  patient  exhibited  marked  hostil- 
ity during  a physician’s  visits,  which  did 
not  diminish  at  the  court  hearing, 
though  she  was  otherwise  resigned  to 
being  hospitalized.  This  attitude  was 
evident  at  NHT,  where  she  continually 
denied  having  tuberculosis,  and  where 
she  was  thought  to  be  “psychotic  with 
definite  paranoid  tendencies.”  Her  un- 
cooperative attitude  has  probably  con- 
tributed to  the  delay  in  resolution  of  her 
condition.  In  addition,  her  household 
includes  17  individuals,  14  with  positive 
tuberculin  tests,  all  undergoing  pro- 
phylactic chemotherapy. 

Discussion 

The  definition  of  recalcitrance  includes 
both  “obstinately  defiant  of  authority  or 
restraints”  and  “not  responsive  to  handling 
or  treatment.”  Implicit  in  these  descrip- 
tions are  two  ways  of  approaching  the  pos- 
sible causes  _of  recalcitrance  in  tuberculosis 
patients,  the  first  in  terms  of  treatment,  re- 
straints, or  authority  imposed  as  a result 
of  their  illness,  and  the  second  dealing  with 
defiance  or  unresponsiveness  inherent  with- 
in the  patients,  and  not  particularly  connect- 
ed with  the  fact  that  they  have  tuberculosis. 
The  second  of  these  hypotheses  will  be  ex- 
amined on  the  basis  of  the  case  studies  of 
the  ten  patients  reviewed.  For  an  examin- 
ation of  the  idea  that  external  factors  are 
most  responsible  for  recalcitrant  behavior, 
interviews  with  several  patients,  both  coop- 
erative and  relatively  uncooperative,  were 
conducted  at  NHT  and  OVA  hospitals.  The 
results  of  these  sessions  indicate  that  a num- 
ber of  strong  demands  are  made  of  tubercu- 
losis patients,  which  may  be  loosely  categor- 
ized as  medical,  psychological,  social,  and  eco- 
nomic. It  was  noted,  generally  by  the  pa- 
tients themselves,  that  the  people  in  charge 
of  treatment  were  doing  much  to  offset  the 
pressures  of  illness  and  hospitalization. 

Probably  the  most  basic  and  profound  de- 
mands on  the  tuberculosis  patient  are  those 
of  physical  restriction  and  medication 
regime,  imposed  over  a long  period  of  time. 


At  NHT,  the  average  full  course  of  treat- 
ment runs  eight  to  ten  months,  during 
which  time  there  is  little  in  the  way  of 
variety  of  “escape.”  Most  patients  become 
accustomed  or  resigned  to  the  routine  of 
limited  activity,  interrupted  only  by  occa- 
sional visits  by  family  or  friends.  While  the 
hospital  routine  has  its  positive  points,  in- 
cluding therapy  sessions  and  various  forms 
of  entertainment,  it  also  means  chemotherapy 
that  some  patients  find  difficult  to  tolerate. 
The  standard  treatment  of  isoniazid  and 
p-amino-salicylate  and  streptomycin  is  high- 
ly effective  in  almost  all  cases,  but  only 
rarely  can  it  be  given  without  some  discom- 
fort to  the  patient. 

The  remarks  about  treatment  are  rather 
obvious,  and  can  apply  to  many  diseases, 
though  generally  not  for  the  duration  re- 
quired by  tuberculosis.  More  subtle  de- 
mands on  the  tuberculosis  patient  exist, 
which  have  their  origin  prior  to  diagnosis 
and  continue  throughout  and  beyond  the 
period  of  hospitalization.  These  demands  are 
on  the  patient’s  concept  and  understanding 
of  the  disease  process  and  of  the  treatment 
required  to  effect  a cure.  Patients  with 
newly  diagnosed  active  tuberculosis  are  often 
asymptomatic.  Minor  symptoms  may  be  oc- 
casionally present,  but  only  rarely  are  pa- 
tients ill.  Embarking  on  a prolonged  treat- 
ment program  with  disagreeable  drugs  and 
asking  for  several  months  hospitalization, 
in  the  asymptomatic  or  mildly  symptomatic 
patient  must  occasionally  seem  incredulous. 
In  addition,  a program  of  prolonged  follow- 
up care  is  outlined.  Tuberculosis  is  unusual- 
ly demanding  on  its  most  responsible  victims. 

The  best  way  to  minimize  or  to  alleviate 
the  potential  psychological  problems  is  for 
the  physician  and  other  staff  members  to  be 
honest  with  the  patient  about  what  to  ex- 
pect of  treatment,  and  to  educate  him  as 
to  the  nature  and  course  of  his  disease.  Un- 
fortunately, it  appears  from  the  interviews 
that  most  patients  received  inadequate  and 
often  erroneous  information  during  their 
initial  period  of  diagnosis.  The  length  of 
stay  was  underestimated,  by  50%  or  more, 
and  little  was  explained,  in  terms  understood 
by  the  patient,  about  tuberculosis,  the  med- 
ical regime,  of  what  in  general  to  expect  at 
the  hospital.  While  it  is  difficult  to  expect 
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a patient  to  accept  fully  the  news  that  he 
will  be  hospitalized,  with  limited  activity 
for  upwards  of  eight  months,  it  is  not  being 
fair  to  him  to  withhold  information  of  which 
he  will  be  made  very  well  aware  in  the  near 
future.  The  information  presented  is  not 
always  easy  to  accept,  but  disappointment 
and  frustration  resulting  from  being  misled 
would  be  much  more  difficult  for  a patient 
to  handle. 

In  general,  the  patients  were  awed  by  the 
legal  proceedings.  The  impression  is  that 
patients,  both  cooperative  and  uncooperative, 
appreciated  the  restraint  of  public  health  of- 
ficials in  application  of  compulsory  isolation. 
Although  Nebraska’s  experience  with  com- 
pulsory isolation  has  been  small,  there  is  no 
evidence  that  this  law  is  driving  the  disease 
“underground.” 

Another  factor  that  affects  all  tuberculosis 
patients  in  some  way,  a social  one,  is  simply 
that  they  are  cut  off  from  their  circle  of 
friends  and  relatives.  This  is  of  course 
most  profound  in  younger  patients  who  have 
to  leave  a spouse  and  children.  To  the  pure- 
ly personal  side  of  the  separation  is  often 
added  a financial  burden,  especially  if  the 
husband  is  the  one  under  treatment.  Social 
security,  pension  plans,  and  other  welfare  or 
insurance  cannot  fully  make  up  for  a year 
of  unemployment.  At  first  glance,  these 
common  problems  might  seem  to  encourage 
a high  rate  of  irregular  (AMA  or  AWOL) 
discharges,  but  in  fact,  the  social  demands 
on  the  patients  tend  to  emphasize  their  social 
and  financial  responsibilities.  Several  of 
the  patients  who  were  interviewed  had  chil- 
dren or  other  relatives  who  they  know 
were  placed  at  risk  by  being  contacts,  and 
they  were  deeply  concerned  about  complet- 
ing treatment  so  they  could  return  to  their 
families  without  further  danger. 

The  tubercle  bacillus  seems  to  possess  a 
certain  knack  of  infecting  persons  with  dem- 
onstrated irresponsibility.  Tuberculosis  by 
its  very  nature  requires  a great  deal  of 
patient  responsibility,  responsibility  which 
must  be  maintained  over  many  years.  The 
problem  in  tuberculosis  control  is  to  design 
means  wherein  adequate  treatment  and  fol- 
lowup can  be  accomplished  in  patients. 
Many  patients  cooperate  willingly,  most  can 
be  persuaded,  but  some,  fortunately,  only  a 


few,  require  application  of  compulsory  iso- 
lation laws. 

Much  of  the  interest  in  tuberculosis  cur- 
rently is  involved  with  ways  and  means  to 
deal  with  difficult  patients.  The  value  of 
compulsory  isolation  is  generally  acknowl- 
edged but  when  used  it  represents  a defeat, 
as  it  is  not  as  good  as  cooperation  achieved 
through  other  means. 

Several  sets  of  demands  on  hospitalized 
tuberculosis  patients  may  lead  to  discontent, 
even  to  the  point  of  causing  them  to  leave 
before  treatment  is  completed.  To  counter 
this  possibility,  there  exists  a sympathetic 
staff  at  the  hospital,  concerned  with  educat- 
ing the  patients  about  their  disease.  In  most 
cases,  some  feeling  of  personal  and  social 
responsibility  encourages  the  patient  to  get 
well,  but  in  the  few  cases  in  which  this  kind 
of  responsibility  is  lacking,  we  begin  to  see 
the  roots  of  recalcitrant  behavior.  After 
speaking  with  many  fully  cooperative  pa- 
tients, and  examining  the  records  of  the  ten 
committed  recalcitrants,  the  authors  believe 
that  it  is  not  a pattern  of  treatment  or  han- 
dling, but  a more  basic  pattera  of  life  that 
leads  to  the  problems  which  make  a com- 
pulsory isolation  law  necessary. 

Summary 

A brief  description  of  the  development  of 
the  Nebraska  Law  for  the  Compulsory  Iso- 
lation of  Recalcitrant  Tuberculosis  Patients 
is  presented.  Analysis  of  the  ten  patients 
on  whom  it  has  been  applied,  supplemented 
by  interviews  with  cooperative  patients,  sug- 
gests to  us  the  prime  role  of  pretuberculosis 
personality  and  character  as  causes  of  recal- 
citrance. Much  is  demanded  of  tuberculosis 
patients,  and  most  cooperate.  Compulsory 
isolation  has  a place  in  tuberculosis  control 
in  Nebraska,  but  continued  effort  must  be 
expanded  to  design  mechanisms  of  dealing 
with  difficult  patients  in  a nonlegal  way. 
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Medical  Reports  — Fact  and  Opinion  — 
Confidential  Information 
The  Doctor's  Responsibility 


IN  the  not  too  distant  past,  had 
I been  called  upon  to  speak 
before  your  group,  I would 
have  known  a considerable  number  of  you 
personally.  Those  of  you  who  are  my 
age  will  recall  that  personal  contact  between 
claim  adjusters  and  members  of  your  pro- 
fession was  a fairly  common  thing.  I liked 
that  relationship,  and  in  many  ways  it  is 
regrettable  that  such  an  association  is  no 
longer  possible. 

The  coming  of  the  present  century 
brought  a vast  and  continuous  change  in  the 
insurance  industry,  and  virtually  every 
change  has  necessitated  additional  medical 
reports.  The  development  of  the  automobile 
inevitably  brought  about  the  development  of 
automobile  insurance,  which  originally  was 
a liability  matter,  but  in  more  recent  years 
has  been  supplemented  by  medical  payments, 
weekly  indemnity,  death  benefits,  and  un- 
insured motorists  coverage.  The  development 
of  automobile  liability  insurance  also  led  to 
other  forms  of  liability  coverages  covering 
businesses,  farms,  and  the  individual  home. 
The  industrial  growth  of  the  century  brought 
Workmen’s  Compensation  Insurance  and  the 
increased  organization  of  labor  led  to  the 
development  of  group  insurance  which  has 
grown  from  coverages  designed  for  the  em- 
ployees themselves  to  include  coverage  for 
the  dependent  family.  The  widespread 
growth  of  group  insurance  in  turn  led  to 
the  individual  family  plan  for  those  families 
not  included  in  the  various  groups.  Finally, 
Medicare  came  along,  and  now  I suspect  it 
is  indeed  a rare  instance  where  any  of  you 
have  a patient  who  has  suffered  an  injury 
or  an  illness  requiring  either  hospitalization 
or  surgery  who  does  not  call  upon  you  to 
complete  at  least  one  medical  report. 

Probably  the  first  question  that  comes 
to  mind  in  discussing  medical  reports  is  that 
of  whose  duty  it  is  to  secure  or  supply  the 
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report.  I do  not  have  access  to  the  very 
earliest  policies  which  my  company  issued, 
but  I did  search  through  some  relics  in  our 
office  dating  back  50  years  and  more,  and 
I find  that  in  those  early  policies  as  today 
the  company  agrees  to  furnish  forms  to  the 
insured  so  that  he  may  present  claim  and 
proof  that  he  or  she  is  entitled  to  benefits. 
The  best  and  most  frequently  used  proof  of 
a physical  condition  is  the  report  of  the 
attending  doctor. 

In  the  liability  cases,  the  medical  report 
is  also  the  responsibility  of  the  injured  party, 
because  under  our  system  of  law,  the  claim- 
ant must  prove  his  case.  In  order  to  recover 
damages  for  physical  injury,  a party  must 
prove  he  was  hurt  and  to  what  extent.  How 
better  than  by  the  word  of  the  professional 
man  in  attendance? 

You  have  noted  that  I have  been  speak- 
ing of  those  medical  reports  furnished  to  the 
company  by  or  at  the  request  of  your  pa- 
tient. I assume  that  you  are  not  concerned 
with  the  reports  of  examinations  which  you 
make  for  insurance  companies  at  the  request 
of  the  company. 

Perhaps  this  would  be  a good  place  to 
insert  the  observation  that  while  medical  re- 
ports have  greatly  increased  in  number, 
there  has  been  a trend  towards  standardized 
reports.  Most  casualty  companies  use  stand- 
ard reports  for  public  liability,  automobile, 
and  compensation  cases.  Most  accident  and 
health  companies  do  the  same,  and  so  do 
most  of  the  group  companies.  I can  recall 
when  we  used  white  forms  for  an  accident 
case,  brown  forms  for  health  cases,  and  blue 
forms  for  railroad  accident  and  health  cases. 

Regardless  of  the  color  or  shape  of  the 
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form,  the  insurance  company  representative 
is  interested  in  a clear,  concise  report  of  the 
condition,  the  history  leading  up  to  it  and 
a prognosis.  Perhaps  it  would  be  well  to  re- 
mind such  an  audience  as  this,  that  the 
medical  reports  generally  are  for  the  atten- 
tion of  laymen,  so  the  clearer  the  language 
the  more  likely  we  are  to  comprehend  the 
contents  of  the  report.  Most  of  us  have 
rather  limited  libraries. 

It  seems  to  me  that  the  line  between  fact 
and  opinion  is  a very  fine  one.  The  law 
recognizes  this  fine  line  and  allows  you  to 
testify  as  experts.  In  our  ordinary  daily 
routine,  we  in  the  insurance  claim  field  make 
virtually  no  distinction  between  fact  and 
opinion.  Actually,  we  tend  to  accept  the 
entire  report  as  fact. 

It  can  clearly  be  seen  that  factual  infor- 
mation varies  from  case  to  case.  In  some 
cases,  you  may  have  the  benefit  of  a clear- 
ly stated  history.  In  some  cases,  the  con- 
dition may  be  readily  visible,  while  in  others 
there  may  be  tests  that  indicate  a certain  ail- 
ment, but  I suspect  there  are  many  ob- 
scure situations  where  your  diagnosis  might 
be  less  certain,  and  I would  imagine  there 
would  be  cases  where  highly  competent  men 
might  disagree.  It  seems  reasonable  to  me 
and  certainly  in  my  own  experience  it  has 
been  the  case,  that  the  opinion  of  a doctor 
bears  the  same  weight  as  the  facts  he  re- 
ports. 

Most  medical  reports,  someplace  or  other, 
call  for  matters  of  conjecture  which  are 
clearly  opinion.  I have  here  a standard 
medical  report  used  in  liability  and  compen- 
sation cases.  The  section  entitled  “Patient” 
asks  for  name,  age,  address,  occupation,  em- 
ployed by.  I suspect  in  most  cases  this 
could  technically  be  called  hearsay. 

The  next  section,  “History  of  Condition,” 
actually  asks  for  two  facts  you  positively 
know.  You  know  the  date  you  first  treated 
the  patient  and  the  date  you  last  treated  the 
patient. 

The  next  section,  entitled  “Diagnosis,” 
is  to  a considerable  extent  opinion. 

The  next  section,  entitled  “Contributory 
Factors,”  begins,  “In  your  opinion.” 


The  next  section  which  we  will  call  the 
Prognosis  section  states,  “Include  estimate 
of  total  and  partial  disability  and  of  prob- 
able permanent  results.”  Certainly  the 
words  “estimate”  and  “probable”  denote 
opinion. 

Even  the  last  section  where  you  are  asked 
to  give  the  estimated  cost  of  medical  treat- 
ment is  not  a statement  of  fact,  it  is  a pres- 
ent opinion. 

The  doctor’s  responsibility,  as  I see  it,  is 
to  complete  a medical  report  to  the  best 
of  his  ability  setting  forth  such  facts  as 
he  knows  and  such  opinions  as  he  has  formed 
pertinent  to  the  case  at  hand.  His  respon- 
sibility is  to  his  patient.  This  responsibility 
is  to  present  on  behalf  of  his  patient  the 
true,  pertinent  facts  and  his  considered 
opinion  as  requested  by  the  insurance  car- 
rier in  the  form  which  is  furnished  to  the 
patient  or  on  his  behalf  to  allow  that  patient 
to  present  a claim. 

I assume  it  is  not  unusual  for  a patient  to 
be  reluctant  to  give  you  all  of  the  informa- 
tion he  may  have  relative  to  a physical  con- 
dition. To  encourage  full  disclosure  which 
would  be  helpful  to  the  doctor  in  treating 
a case  we  have  a statute,  25-1206,  which  pro- 
hibits the  doctor  in  giving  testimony,  to 
disclose  any  confidential  infonnation  en- 
trusted to  him  in  his  professional  capacity. 
Cases  indicate  that  virtually  all  information 
other  than  the  dates  of  treatment  is  confi- 
dential. 

It  would  be  well  to  insert  here  that  this 
privilege  as  to  confidential  information  is 
purely  statutory  and  accordingly,  differs 
from  state  to  state  as  the  statutes  differ. 

It  is  also  in  order  to  remind  you  that 
the  privilege  belongs  to  the  patient  and, 
therefore,  is  his  to  waive  if  he  so  desires. 

The  waiver  may  be  accomplished  in  numer- 
ous ways  which  I assume  will  be  discussed 
by  other  speakers  more  qualified  than  I. 

It  would  be  presumptive  of  me  to  tell  you 
your  responsibility,  once  a waiver  has  taken 
place.  I can  only  repeat  what  we  would  like 
to  have,  and  that  is  a clear  concise  report 
containing  the  requested  infonnation.  Such 
information  should  not  be  given  with  the  in- 
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tention  of  bringing  shame  or  embarrassment 
to  the  patient,  and  it  should  not  be  given 
maliciously,  with  the  intent  to  harm. 

Certainly,  in  this  country,  no  one  but  a 
judge  can  force  you  to  reveal  information 
against  your  wishes. 

Undoubtedly,  there  are  situations  where 
it  would  be  necessary  in  order  to  give  a true 
picture  on  a medical  report  that  you  might 
wish  to  reveal  a condition  of  which  the  pa- 
tient has  not  been  advised.  Here  again,  I 
will  not  attempt  to  advise  you  as  to  what 
your  procedure  should  be.  The  Veterans 
Administration  simply  stamps  on  the  reports 
that  the  contents  should  under  no  circum- 
stances be  revealed  to  the  patient.  I can  as- 
sure you  that  all  claim  people  with  whom 
I am  acquainted,  make  every  effort  to  pi’o- 
tect  the  confidential  information  in  a report. 

A considerable  portion  of  my  work  over 
the  past  30  years  has  been  the  training  of 
men  in  our  claim  department.  I am  rather 
proud  of  the  men  I have  helped  to  develop 


and  I am  equally  proud  of  the  observation 
they  attribute  to  me,  “The  only  good  file 
is  a closed  file.”  The  only  way  to  close 
a file,  short  of  a lawsuit,  is  to  settle  it  or 
decline  it.  The  only  way  to  settle  is  to 
evaluate  it.  In  the  contract  cases,  the  medi- 
cal report  is  usually  the  dominating  factor. 
In  the  liability  cases,  it  is  the  supporting 
information.  Without  medical  reports,  I do 
not  see  how  we  could  have  “good”  files, 
that  is,  closed  files. 

It  is  my  hope  that  I have  been  able  to 
throw  a little  light  on  my  assigned  subject. 
It  is  also  my  hope  that  I have  somehow 
bettered  the  relationship  between  your  re- 
spected profession  and  the  insurance  indus- 
try. 

I feel  that  this  improved  relationship  is 
essential  because  as  insurance  coverages 
broaden,  and  the  population  of  this  country 
increases,  we  can  be  certain  that  medical 
reports  will  be  much  more  numerous  in  the 
years  ahead  of  us. 
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The  Nebraska  State  Medical  Association 
Health  Education  Program  for  the  Public 


PRESIDENT’S  PAGE 

The  Plan 

Don’t  be  surprised  if  your  car  radio,  tuned 
to  some  Nebraska  station,  gives  a spot  an- 
nouncement regarding  some  “health  tip”  as 
a public  service  from  the  radio  station  and 
sponsored  by  the  Nebraska  State  Medical 
Association.  Or  you  may  read  in  your 
local  newspaper  or  see  on  your  favorite  tele- 
vision station  a similar  health  education  item 
sponsored  by  the  Nebraska  State  Medical 
Association. 

The  above  has  been  taking  place  at  regular 
intervals  since  November,  1968,  as  part  of 
the  expanded  health  education  program 
sponsored  by  the  Nebraska  State  Medical 
Association,  and  planned  specifically  by  the 
Public  Relations  Committee  of  our  State 
Medical  Association.  This  is  in  direct  re- 
sponse to  a resolution  passed  by  the  House 
of  Delegates  in  February,  1968,  and  referred 
to  the  Public  Relations  Committee,  which 
called  for  regular  dissemination  of  informa- 
tion to  the  public  by  the  Nebraska  State  Med- 
ical Association.  From  February  to  May, 
the  committee  worked  on  this  project,  se- 
cured the  necessary  funding  from  the  Board 
of  Trustees,  and  the  final  plan  of  the  pro- 
gram was  approved  at  the  Fall  Meeting 
of  the  House  of  Delegates  in  September, 
1968. 

The  Subject  Matter 

The  first  set  of  materials  was  sent  to  the 
236  Nebraska  newspapers,  12  television  sta- 
tions, and  54  radio  stations  in  mid-October, 
with  the  material  dated  for  use  during  the 
month  of  November.  A personal  letter  to 
the  editor  or  the  station  manager  was 
signed  by  your  President,  and  accompanied 
by  a set  of  illustrations  outlining  the  pro- 
gram of  regular  monthly  health  tips  to  be 
furnished  the  newspaper  or  station  by  the 
Nebraska  State  Medical  Association.  Some 
of  the  subject  matter  that  either  has  been 
or  will  be  included  is  as  follows: 


1.  The  harmful  effects  of  marijuana  and 
glue  sniffing. 

2.  The  availability  of  health  career  in- 
formation and  financial  assistance  in- 
formation from  the  Nebraska  State 
Medical  Association. 

3.  The  need  for  caution  in  shoveling 
snow. 

4.  The  danger  of  carbon  monoxide  poi- 
soning. 

5.  Respecting  firearms  and  hunting 
practices. 

6.  Frostbite. 

7.  Prevention  of  accidents  caused  by  ice. 

8.  Being  cautious  when  decorating  the 
home  for  the  holidays. 

9.  The  value  of  regular  exercise. 

10.  Suggestions  for  the  aging. 

11.  Seeing  your  physician  about  hearing 
problems. 

The  above  and  many  more  topics  have 
been  the  subjects  of  presentations  through 
the  news  media  and  sponsored  by  your  Ne- 
braska State  Medical  Association  Commit- 
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tee  on  Public  Relations.  In  general,  the  sub- 
ject matter  has  included  messages  on  good 
personal  health  practices,  current  health- 
related  news  items,  and  recommendations  to 
the  public  based  upon  previously  endorsed 
positions  of  the  Association.  The  program 
is  extremely  flexible,  and  any  subject  mat- 
ter can  be  designed  and  directed  toward  any 
particular  group,  any  particular  age  range, 
sex,  income  level,  etc.  as  the  state  Associa- 
tion deems  most  necessary. 

Newspapers  have  been  sent  eight  health 
tips  per  month,  and  they  have  either  used 
our  suggested  headings  or  developed  their 
own.  Radio  stations  receive  six  to  eight 
health  tips  per  month,  which  when  read  on 
the  air  run  approximately  60  seconds  per 
subject. 

Television  stations  are  supplied  with  four 
to  six  health  tips  each  month  that  run  20 
to  30  seconds  each.  For  the  TV  stations, 
each  TV  health  tip  is  accompanied  by  color- 
slides  which  include  the  Nebraska  State 
Medical  Association  insignia. 

The  Results 

What  have  the  results  been  to  date  in 
regard  to  acceptance  by  the  news  media 
of  this  public  health  education  service?  One 
hundred  and  ten  Nebraska  newspapers  ap- 
parently are  using  this  material  on  a regu- 
lar basis  at  this  time.  This  we  have  deter- 
mined by  a news  clipping  service  that  is 
available  to  the  State  Medical  Association. 
So  far,  these  110  newspapers  have  used 
over  390  health  tips.  The  total  circulation 
of  these  health  items  is  1,437,383  or  put- 
ting it  perhaps  more  accurately,  the  above 
number  of  papers  were  printed  in  which  a 
health  tip  appeared.  The  mail  response  to 
the  specific  health  tip  offering  career  infor- 
mation and  data  on  student  loan  services  by 


the  Nebraska  Medical  Foundation  has  been 
quite  sizeable. 

Determining  exactly  how  many  of  Ne- 
braska’s 54  radio  stations  are  using  the 
health  tips  is  rather  difficult,  as  there  is 
no  service  available  such  as  the  clipping 
service  for  newspapers.  At  least  26  stations 
have  written  to  us,  indicating  that  they 
wish  to  receive  this  material  on  a monthly 
basis,  and  presumably  they  are  using  it  in 
that  fashion.  Over  half  of  the  television  sta- 
tions have  indicated  that  they  wish  to  receive 
this  material  on  a monthly  basis. 

Your  Contribution 

The  above  summarizes  the  work  of  the 
Committee  and  of  your  State  Headquarters 
Office  in  implementing  the  resolution  of  the 
House  of  Delegates,  but  there  is  another 
facet  of  this  resolution  that  is  of  great  im- 
portance to  our  members  individually.  The 
House  of  Delegates  also  directed  that 
N.S.M.A.  members  give  the  plan  wholeheart- 
ed support;  do  tlieir  share  to  improve  public 
relations  in  and  out  of  their  own  offices,  and 
strive  to  improve  relationships  between 
members  in  our  own  organization.  The 
House  further  stated  that  “physicians  must 
have  complete  faith  in  their  working  col- 
leagues; trust  and  support  their  colleagues, 
as  we  all  have  a common  goal  to  keep  the 
practice  of  medicine  a free  enterprise  with 
the  best  interest  of  our  patients  always 
foremost  in  our  thoughts  and  actions.”  Are 
you  doing  as  good  a job  to  implement  this 
particular  part  of  the  House  of  Delegates 
resolution  for  improved  public  relations  as 
the  Public  Relations  Committee  is  in  de- 
veloping our  formal  program  ? Both  aspects 
of  the  program  must  be  implemented  to 
achieve  the  best  possible  results. 

— Frank  Tanner,  M.D. 
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RMP  - What  Is  It? 


This  paper  is  in  the  nature  of 
a progress  report:  to  describe 
the  form  of  the  program  that 
has  emerged  as  a result  of  the  enactment  of 
PL  89-239,  both  nationally  and  regionally; 
to  describe  what  has  transpired  within  our 
own  region,  to  discuss  some  of  the  prob- 
lems that  have  emerged  in  the  development 
of  this  program,  and  to  attempt  to  predict 
what  the  future  holds  for  it. 

To  do  this,  however,  a very  brief  review 
of  certain  basic  facts  may  be  in  order. 

The  stated  purposes  of  the  so-called  Heart, 
Cancer  and  Stroke  bill  are  too  lengthy  to 
reproduce  here.  In  summary,  they  propose 

(1)  to  assist  in  the  establishment  of  re- 
gional cooperative  arrangements, 

(2)  to  afford  to  the  medical  profession 
and  the  medical  institutions  the  op- 
portunity of  making  available  to 
their  patients  the  latest  advances  in 
these  disease  areas, 

(3)  to  do  so  without  interfering  with  the 
patterns  or  methods  of  financing 
of  patient  care  or  professional  prac- 
tice, or  with  hospital  administra- 
tion and 

(4)  to  do  so  in  cooperation  with  prac- 
ticing physicians,  medical  center  of- 
ficials, hospital  administrators,  and 
representatives  from  appropriate 
health  agencies. 

Many  people  have  tried  to  summarize 
these  purposes  in  their  own  words.  One 
such  statement  is  that  the  program  “is  de- 
signed to  speed  research  knowledge  to  the 
patient’s  bedside.”  My  own  description  is 
that  it  is  a program  “to  permit  hospitals 
and  health  professionals  to  provide  health 
services  with  fewer  limitations  of  informa- 
tion, facilities,  or  support  personnel  through 
the  sharing  of  scarce  resources.” 

The  contrast  between  the  law  as  it  was 
enacted  and  the  original  DeBakey  proposal 
is,  I hope,  obvious: 

(1)  It  emphasizes  “regional  cooperative 
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arrangements” : instead  of  regional 
centers. 

(2)  It  relies  on  local  people  getting  to- 
gether to  determine  their  own  needs 
instead  of  assuming  any  nation- 
ally-determined priority  of  needs. 

(3)  It  recognizes  regional  differences 
instead  of  regional  similarities. 

(4)  It  depends  upon  voluntary  partici- 
pation instead  of  coercion. 

(5)  It  stresses  regional  program  control 
and  direction  instead  of  national. 

(6)  It  specifically  prohibits  interference 
with  established  patterns  of  practice 
and  administration  instead  of  overt- 
ly attempting  to  change  them. 

The  implication  is  clear  in  the  law  that 
the  program  is  to  foster  new,  innovative, 
imaginative  — even  speculative  — programs 
to  bring  about  even  better  patient  care, 
whether  that  be  through  training  of  exist- 
ing personnel,  extension  of  the  impact  of 
existing  manpower  resources,  or  developing 
new  manpower  resources. 

The  RMP  bill  provides  for  two  kinds  of 
grants ; planning  grants  and  operational 
grants.  Planning  grants  were  made  to  a 
self-determined  region  to  support  the  staff, 
organization,  and  services  necessary  to  de- 
velop an  integrated  program.  Operational 
grants  are  made  to  a region  to  support  spe- 
cific projects  emerging  from  the  planning 
process.  All  applications  for  funds,  whether 
planning  or  operational,  must  have  the  ap- 
proval of  a Regional  Advisory  Group  on 
which  are  represented  a wide  range  of  de- 
fined health  interests. 

Nationally  53  planning  regions  have 
emerged  and  have  received  planning  grants. 

♦Assistant  Professor  of  Preventive  Medicine  and  Public 
Health,  and  Director,  R.M.P.  Planning,  Creiphton  University 
School  of  Medicine : and  Associate  Propram  Coordinator,  Ne- 
braska-South Dakota  Region-al  Medical  Program. 
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At  last  count,  23  of  these  Regions  had  ad- 
ditionally been  funded  for  one  or  more  oper- 
ational projects  — in  the  jargon  of  the  pro- 
gram, they  have  “gone  operational.” 

A superficial  examination  of  these  Re- 
gions and  their  programs  leads  one  to  some 
general  conclusions. 

The  first  is  that  the  deliberate  “hands  off” 
policy  of  the  federal  establishment  has  re- 
sulted in  wide  variations  in  the  geographical 
description  of  a “Region.”  Some  regions 
include  all  of  two  or  more  states  (Mountain 
States  Region),  some  include  parts  of  sev- 
eral states  (Tennessee-Mid-South) , and 
some  include  only  a portion  of  a state  (West- 
ern New  York).  The  most  common  pattern 
is  the  single-state  region  as  exemplified  by 
a number  of  our  neighbors  (Iowa,  Kansas, 
Oklahoma). 

This  same  “lassaiz  faire”  policy  has 
also  produced  a great  diversity  in  organiza- 
tional patterns.  In  28  regions,  the  coordin- 
ating agen^  for  the  program  is  a medical 
school,  the  dominant  pattern  where  there  is 
only  one  medical  school  in  the  region.  Oth- 
ers include  state  medical  societies  (5),  state 
health  departments  (2),  and  nonprofit  cor- 
porations, some  specifically  formed  for  this 
purpose  (12).  All  have  two  common  charac- 
teristics described  and  required  by  law  — 
a Regional  Advisory  Group  with  broad  rep- 
resentation, and  one  or  more  medical  cen- 
ters within  the  region’s  boundaries. 

The  operational  programs  themselves,  as 
summarized  in  reports  available  to  us,  are 
also  subject  to  some  generalizations. 

(1)  They  tend  to  be  extensions  of  either 
the  scope  or  depth  of  activities  al- 
ready underway. 

(2)  The  emphasis  is  clearly  on  continu- 
ing education,  probably  because 
here  really  is  the  primary  need  to  be 
served  by  the  program. 

(3)  There  is  a considerable  amount  of 
experimentation  in  the  application  of 
newer  communications  technology  to 
health  problems.  The  obvious  pur- 
pose of  this  technologic  experimen- 
tation is  to  find  ways  to  extend  the 
productivity  of  each  health  service 


unit,  whether  that  unit  be  a facility 
or  a trained  professional. 

One  thing  is  clear  in  this  picture  of 
RMP  in  mid-1968  to  an  informed  observer. 

The  fears  and  legitimate  concerns  ex- 
pressed by  many  sincere  professionals  in 
the  health  field  during  the  period  when  the 
Act  was  being  debated  and  immediately  after 
its  passage  have  not  materialized.  It  may 
be  that  this  is  true  because  these  concerns 
were  expressed,  and  expressed  emphatically. 

One  such  fear  was  that  here  was  another 
step  toward  a health  program  in  which  of- 
ficials at  the  federal  level  would  “call  all 
of  the  shots.”  This  has  not  happened.  The 
fact  that  it  has  not  has  sometimes  been  an 
embarrassment  to  the  program  itself,  and 
has  served  to  slow  the  development  of  pro- 
grams in  individual  regions  to  the  point  that 
they  are  now  being  criticized  for  this  very 
point. 

Refusal  of  HEW  officials  to  define  “Re- 
gions” led  to  a great  deal  of  awkward 
maneuvering  in  the  process  of  geographic 
self-determination  for  a region.  Refusal  of 
the  bureaucracy  to  tell  a Region  how  to 
organize  for  a planning  program  of  this 
magnitude  has  resulted  in  a trial  and  error 
period  from  which  many  Regions  are  only 
now  beginning  to  emerge. 

While  the  net  effect  of  this  “hands  off” 
approach  from  the  top  has  undoubtedly  been 
salutary,  it  has  been  at  times  frustrating 
and  has  certainly  controlled  the  rate  of  ac- 
celeration of  the  program. 

I am  not  naive  enough  to  suggest  that 
the  federal  government  does  not  exercise 
some  controls  over  the  program.  Obviously, 
the  program  must  adhere  to  uniform  fiscal 
guidelines.  In  addition,  a National  Review 
Committee  and  National  Advisory  Council 
must  pass  on  all  projects  and  requests  for 
funding.  This  control  focuses  on  “what 
we  cannot  do”  rather  than  on  “what  we 
should  do.”  And  while  they  do  judge  the 
intrinsic  merits  of  a proposal,  as  often  as 
not,  it  seems  their  concern  is  more  with  the 
process  by  which  a proposal  reaches  its  final 
form  than  with  the  form  itself.  Given  two 
proposals  of  equal  merit,  that  which  involved 
a wider  range  of  health  interests  in  its  de- 
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velopment  process  is  the  one  that  will  be 
approved  for  implementation. 

The  national  gi’oups  place  great  reliance 
on  the  “peer  judgment”  concept  on  which 
the  progi-am  is  based,  and  our  own  experi- 
ence to  date  suggests  their  faith  is  largely 
justified. 

This  state  is  a part  of  the  Nebraska-South 
Dakota  Regional  Medical  Program.  Prin- 
cipal partners  in  the  progi’am  are  the  Ne- 
braska State  Medical  Association,  the  South 
Dakota  State  Medical  Association,  the  Uni- 
versity of  South  Dakota  School  of  Medi- 
cine, the  University  of  Nebraska  College  of 
Medicine,  and  The  Creighton  University 
School  of  Medicine.  The  grantee  and  re- 
sponsible fiscal  agent  of  the  program  is  the 
Nebraska  State  Medical  Association. 

The  provisions  in  PL  89-239  for  local 
generation  and  administration  of  plans  have 
resulted  in  a rather  elaborate  structure  to 
assure  the  application  of  peer  judgment  to 
projected  progi’ams.  A Regional  Planning 
Committee  comprised  of  representatives  of 
a wide  array  of  health  interests  in  both  of 
the  states  has  the  “day  to  day”  responsibil- 
ity for  assessing  needs,  developing  and 
evaluating  plans,  and  generating  ideas  and 
information.  As  “right  arms”  to  this 
group,  there  are  five  categorical  Task 
Forces  for  heart  disease,  cancer,  stroke, 
manpower,  and  continuing  education.  Again, 
each  has  representation  from  the  principal 
partners  in  the  progi’am,  as  well  as  other 
knowledgeable  professionals.  Overall  policy 
guidance  to  the  program  is  provided  by  a 
63-member  Regional  Advisory  Committee 
with  members  from  throughout  the  two-state 
Region.  This  group  also  has  the  responsi- 
bility, charged  to  it  by  law,  to  approve  all 
requests  for  funding  for  RMP  program  pur- 
poses Avithin  the  Region.  A 12-member 
Executive  Committee  of  the  Advisory  Com- 
mittee has  the  power  to  function  for  that 
gi’oup  between  meetings,  and  generally  con- 
cerns itself  with  the  knottier  policy  and  or- 
ganizational problems.  All  applications  for 
funds  must  clear  all  of  these  components. 

If  this  system  of  checks  and  balances 
seems  complex  and  unduly  cumbersome  — 
as  it  has  sometimes  proved  to  be  — it  should 
be  noted  that  there  are  few  shortcuts  to 


organizing  in  a manner  that  will  properly 
recognize  and  equate  the  legitimate  self  in- 
terests of  such  a broad  spectrum  of  organ- 
izations, agencies,  and  institutions  as  are 
joined  together  in  this  unique  endeavor. 
Only  by  involving  them  in  a meaningful 
way,  by  giving  them  a forum  for  expression 
and  exchange,  can  we  find  where  these  in- 
terests overlap  and  serve  the  common  goals 
established  by  PL  89-239.  At  the  very 
least,  this  system  guarantees  that  a pro- 
gram is  fully  aired  before  it  is  forwarded 
to  Washington  for  funding. 

This  organization  is  served  by  a staff  con- 
sisting of  a Progi’am  Coordinator  and  Ad- 
ministrative Assistant  with  offices  adja- 
cent to  the  NSMA  headquarters  in  Lincoln; 
and  Planning  Directors  and  Associates  lo- 
cated at  the  University  of  Nebraska  Col- 
lege of  Medicine,  The  Creighton  University 
School  of  Medicine,  and  the  University  of 
South  Dakota  School  of  Medicine. 

It  would  be  fair  to  ask,  “What  have  been 
the  achivements  of  this  organization?”  Or 
to  put  it  another  way,  “What  have  we  got- 
ten from  the  dollars  spent  on  this  program 
in  Nebraska  and  South  Dakota  in  the  last 
15  months?” 

To  some  extent,  this  depends  upon  the 
yardsticks  one  uses.  If  your  yardstick  is 
the  number  of  dollars  for  worthwhile  pro- 
gi’ams which  have  been  made  available,  or 
how  much  patient  care  has  been  improved 
as  a result  of  the  program,  then  the  answer 
would  have  to  be  “very  little.”  This  Region 
is  not  yet  “operational.” 

My  own  yardsticks  for  measuring  achieve- 
ment are  more  intangible,  but,  I believe  just 
as  significant. 

(1)  I consider  it  an  accomplishment  of 
some  substantial  proportions  that  in  15 
months  we  have  been  able  to  put  together 
“from  scratch”  an  entirely  new  organiza- 
tion for  planning,  program  development, 
program  evaluation,  and  progi’am  imple- 
mentation; to  do  so  from  “bits  and  pieces” 
of  other  organizational  and  professional 
interests  in  two  states;  and  to  relate  them 
in  such  a way  that  they  can  function  rea- 
sonably effectively. 
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(2)  A substantial  segment  of  the  pro- 
fessional population  has  been  exposed  to 
an  interpretation  and  clarification  of  the 
purposes  of  RMP.  We  admit  this  informa- 
tion program  has  been  less  than  adequate 
in  terms  of  the  number  of  people  reached, 
and  even  the  depth  of  the  information  com- 
municated. Nevertheless,  the  program  was 
launched  with  a substantial  handicap  when 
one  recalls  that  the  last  “hard”  information 
most  physicians  and  other  health  profes- 
sionals had  was  entirely  related  to  the  ill- 
fated  DeBakey  program.  This  handicap  is 
underscored  by  the  realization  that  the 
program  can  only  be  useful  if  it  is  under- 
stood and  accepted,  and  if  it  involves,  those 
who  provide  health  services.  I do  not  sug- 
gest that  physicians,  hospital  administra- 
tors, and  others,  now  accept  the  prospect 
of  Regional  Medical  Programs  with  open 
affection;  however,  I do  sense  that  the  vast 
majority  are  committed  to  “watchful  wait- 
ing;” that  they  will  be  willing  to  judge  the 
program  omwhat  it  does,  rather  than  what 
it  might  do. 

(3)  During  these  15  months,  the  prin- 
ciple of  “involvement”  has  been  effective- 
ly embraced  by  the  program’s  leadership. 
If  this  term  has  negative  connotations  as 
part  of  the  jargon  of  the  social  planner,  I 
would  like  to  put  it  in  context.  Very  sim- 
ply, I refer  to  the  fact  that  the  immediate 
beneficiaries  of  RMP  are  envisioned  as  be- 
ing those  who  provide  health  services,  with 
the  ultimate  beneficiary  being  their  patients. 
Thus,  the  program  must  deal  with  their 
wants  and  needs.  To  do  this,  they  must 
be  involved  in  its  development.  Lest  this 
seem  overly  simple,  I would  remind  you  that 
the  traditional  method  of  planning  health- 
related  programs  — whether  they  be  edu- 
cation or  service  oriented,  whether  they  be 
undergi’aduate  or  postgraduate  — is  for 
someone  to  decide  what  someone  else  needs. 
Seldom  is  the  beneficiary  involved  in  that 
decision. 

(4)  Also  during  these  brief  months,  we 
have  been  successful  in  beginning  to  estab- 
lish “working”  communications  between  the 
several  major  components  of  the  program 
within  the  two  states.  These  channels  are 
both  formal  and  informal.  The  mutual  re- 
spect and  understanding  they  will  foster 


bode  well  for  the  future  — whether  that  be 
within  the  framework  of  Regional  Medical 
Programs,  or  without. 

(5)  And  finally,  either  because  of,  or 
in  spite  of,  these  other  accomplishments, 
we  have  also  been  successful  in  clearing 
three  cooperative  operational  programs 
through  our  own  review  mechanism,  and 
which  are  now  pending  review  by  the  Na- 
tional Advisory  Council.  I emphasize  the 
word  “cooperative”  for  several  reasons.  The 
development  of  their  specific  form  and  con- 
tent involved  the  cooperation  of  several  in- 
stitutions and  agencies;  accomplishment  of 
their  purposes  will  involve  sharing  the  bur- 
den and  resources  of  several  institutions  and 
agencies;  and  their  vei*y  existence  demand- 
ed some  sacrifice  of  se^/-interest  to  the  in- 
terests of  the  program  as  a whole. 

Briefly,  these  projects  provide  for  a com- 
prehensive coronary  care  support  progi'am 
to  train  personnel  and  make  available  back- 
up support  for  hospitals  desiring  to  set  up 
Coronary  Care  Units;  a program  utilizing 
the  latest  developments  in  audio-visual  tech- 
niques as  a means  of  providing  continuing 
education  opportunities  in  the  practitioner’s 
home  environment;  and  an  experimental  ap- 
proach to  stroke  rehabilitation  in  remote 
areas  through  training  and  placing  stroke 
rehabilitation  technicians. 

Other  proposals  are  in  varying  stages  of 
development.  Whether  or  not  they  survive 
the  review  process,  and  the  form  in  which 
they  survive,  will  be  determined  by  the 
various  planning  components  of  the  Region. 

Encouraging  as  we  view  the  progress, 
none  of  us  feel  satisfied  that  we  have  begun 
to  do  all  that  should  be  done.  To  realize 
its  full  potential  for  good,  the  Nebraska- 
South  Dakota  Regional  Medical  Program 
still  has  substantial  challenges  before  it. 
Some  examples: 

(1)  We  have  not  yet  developed  the  means 
to  permit  “meaningful  involvement”  of  the 
health  practitioner  at  the  community  level. 
In  our  planning  structure  we  have  provided 
for  people  who  we  presume  to  represent  the 
wants,  the  needs,  the  concerns,  the  aspira- 
tions of  the  physician,  or  the  hospital  ad- 
ministrator, or  the  nurse  who  delivers 
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health  care  in  the  community.  Yet  repre- 
sentation is  a distant  second  to  actual 
personal  involvement.  To  the  extent  that 
we  can  find  a way  to  approach  this  ideal  ef- 
fectively and  yet  economically,  to  that  ex- 
tent will  RMP  have  real  meaning  for  many 
communities. 

(2)  We  have  been  more  alert  to,  and  suc- 
cessful in  securing  participation  by,  practic- 
ing physicians  than  we  have  for  community 
hospitals.  Practicing  physicians  and  com- 
munity hospitals  are  the  focal  points  for 
RMP  programs.  Without  either  of  them, 
we  fail  in  our  purpose.  Yet  few  hospital 
administrators  know  much  about  RMP,  and 
fewer  still  are  active  participants  in  the  pro- 
gram. 

(3)  In  these  beginning  months,  the 
medical  schools  of  the  Region  have  provided 
most  of  the  ideas,  proposals,  and  thought. 
This  is  neither  unusual  nor  intrinsically  bad. 
Time,  attitude,  professional  responsibilities, 
even  geography,  are  on  their  side.  In  ad- 
dition, the  law  itself  implies  a central  role 
to  be  played  by  the  medical  center  by  re- 
quiring at  least  one  medical  center  in  each 
Region.  Nevertheless,  without  caution  and 
restraint,  and  benevolent  as  it  might  be, 
the  consequence  could  be  a kind  of  despo- 
tism. It  will  be  important  to  remember, 
however,  that  Regional  Medical  Programs 
are  to  be  developed  ivith  medical  schools, 
not  for  medical  schools. 

(4)  Finally,  since  the  very  beginning  we 
have  wrestled  with  the  apparent  contradic- 
tion of  developing  “cooperative  programs” 
on  the  one  hand,  and  at  the  same  time  rec- 
ognizing the  individual  needs,  resources  and 
states  of  readiness  of  the  many  participants. 
We  now  recognize  that  a cooperative  pro- 
gram can  exist  between  any  two  or  more 
components  who  agree  to  share  scarce  hu- 
man or  material  resources. 

What  about  RMP  future?  No  one  can 
predict  this  with  certainty,  but  we  can  iden- 
tify factors  that  will  influence  that  future. 

One  of  these  is  the  availability  (or  lack 
of  it)  of  scarce  dollars  themselves.  Regional 
Medical  Programs  was  the  first,  and  is  still 
the  most  advanced,  federal  health  program 


in  which  self-determination  on  the  part  of 
local  areas  in  program  direction  is  the  order 
of  the  day.  I believe  it  was  designed  to  be 
a major  test  of  the  validity  of  that  concept. 
Therefore,  I also  believe  that  if  Regions  all 
over  the  country  act  responsibly  in  seeking 
ways  to  achieve  the  goals  of  the  program, 
the  future  of  RMP  as  a program  of  benefit 
to  improved  health  service  is  assured. 

A more  difficult  factor  to  assess  is  the  re- 
cent shift  in  responsibility  for  its  adminis- 
tration from  the  National  Institutes  of 
Health  to  the  new  Division  of  Health  Serv- 
ices and  Mental  Health  Administration.  A 
reasonable  guess  would  be  that,  as  a mini- 
mum, there  will  be  attempts  to  more  closely 
integrate  RMP  with  other  programs  of  that 
division,  particularly  Comprehensive  Health 
Planning,  or  the  “Partnership  for  Health” 
program.  It  is  inevitable  that  the  relation- 
ship between  these  two  programs,  tenuous 
and  indistinct  in  the  past,  will  become  much 
closer  in  the  next  few  years. 

Finally,  the  success  of  the  RMP  experi- 
ment — for  I believe  it  is  just  that  — will 
ultimately  depend  upon  the  restraint  with 
which  the  program’s  central  administration 
in  Washington  exercises  (or,  more  aptly, 
fails  to  exercise)  its  directive  powers.  Will 
they  have  the  patience  to  permit  each  Re- 
gional Medical  Program  to  develop  at  its 
own  pace,  in  accordance  with  its  own  iden- 
tified needs  and  state  of  readiness  to  do 
something  about  those  needs?  Or  will  they, 
as  a result  of  internal  and  external  pres- 
sures already  beginning  to  surface,  suc- 
cumb to  the  temptation  to  use  the  “power 
of  the  purse”  to  force  Regional  Medical  Pro- 
grams into  prescribed  patterns?  For  that 
power  certainly  exists,  the  power  that  Dr. 
Dwight  Wilbur,  President  of  the  American 
Medical  Association,  said  “for  the  moment 
lies  dormant  in  PL  89-239.”  That  it  has 
remained  dormant,  is,  I believe,  a tribute 
to  Dr.  Robert  Marston,  who,  until  a few 
months  ago,  served  as  Director  of  Regional 
Medical  Progi*ams.  I share  what  I believe 
to  be  your  hope  that  it  remains  dormant. 

Perhaps,  like  ink  blots,  RMP  is  what 
each  of  us  perceives  it  to  be:  a dark  cloud 
on  the  horizon;  or  a huge  inflated  balloon 
with  gross  form  but  little  substance;  or  it 
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may  be  a revolutionary  mechanism  for  im- 
proving the  health  care  of  our  citizens. 

To  me  it  is  an  opportunity  — and  quite 
possibly  the  last  we  will  ever  have  if  we 
fail  — to  decide  among  ourselves  how  we 
can  narrow  the  gap  between  what  we  know, 
and  what  we  do  or  have  the  facilities  to 
do,  in  caring  for  patients  with  heart  disease. 


cancer,  stroke  and  related  disease.  To  real- 
ize the  possibilities  inherent  in  this  oppor- 
tunity, however,  will  require  responsible  and 
creative  cooperation  among  physicians,  hos- 
pitals, medical  schools,  and  communities — 
all  of  those  whose  interests,  concerns,  and  as- 
pirations for  better  patient  care  are  com- 
mon. 
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The  Historical  Report 


This  part  of  the  program  is  coming  to 
you  live  and  in  color. 

Senator  Hruska  is  a member  of  the  upper 
house,  that  is,  the  United  States  Senate, 
and  I found  out  recently  what  that  means. 
It  seems  that  the  House  of  Representatives 
decides  how  much  money  to  spend,  and  then 
the  Senate  ups  it.  While  the  Senator  has 
pulled  rank  on  me,  I am  in  a position  to  re- 
taliate, as  I have  here  a letter  from  the 
President  of  the  United  States  congratulat- 
ing the  Nebraska  State  Medical  Association 
on  its  hundredth  birthday.  I have  two  other 
things  to  say  about  the  President’s  letter, 
which  was  very  kind.  The  President  spent 
30  cents  to  mail  the  letter  to  me,  and  I al- 
ways thought  he  had  franking  privileges. 
Also,  I noticed  that  the  letter  was  sent  by 
air  mail  and  took  three  days  to  get  to 
Lincoln. 

It  is  the  custom  for  a speaker  always  to 
say  that  it  is  a rare  privilege  for  him  to 
address  his  audience,  and  in  my  case  it  is 
perfectly  true.  Editors,  if  they  are  good 
or  lucky,  are  widely  read  and  seldom  heard, 
and  I get  to  deliver  the  historical  report  once 
every  hundred  years,  which  may  be  often 
enough.  Some  of  this  will  be  concerned  with 
history,  and  part  of  it  will  be  the  record. 

Some  people  like  history  and  some  do  not. 
Some  think  history  repeats  itself,  while 
others  do  not.  Some  think  we  learn  from 
history  and  some  do  not.  Henry  Ford  said, 
and  he  was  on  the  witness  stand  when  he 
said  it,  so  we  must  believe  he  was  sincere, 
“History  is  bunk.”  Let  us  see. 

There  were  doctors  in  Nebraska  who  had 
never  been  to  medical  school;  I mean  many 
years  ago ; they  practiced  among  the  Indians 
and  the  missionaries.  Later,  doctors  came 
from  the  east  and  settled  here.  I was  one 
of  them,  but  that  was  much  later.  But  if 
you  divide  the  number  of  years  during  which 
I have  practiced  here  by  the  hundred  years 
we  are  celebrating,  you  get  a very  healthy 
percentage.  Still  later,  they  grew  up  here, 
studied  here,  and  settled  down  to  practice 
here. 


FRANK  COLE,  M.D.* 

Lincoln,  Nebraska 

In  1855,  a group  of  doctors  founded  a Ne- 
braska State  Medical  Society,  and  if  it  had 
functioned  that  would  be  the  end  of  my  his- 
torical report  today.  They  even  incorpor- 
ated, to  show  that  they  were  serious  or  to 
avoid  taxes,  and  nothing  came  of  this  so- 
ciety. Two  years  later,  in  1857,  the  Ne- 
braska State  Medical  Society  was  reorgan- 
ized, or  another  Nebraska  State  Medical  So- 
ciety was  formed,  by  a different,  or  possibly 
differing  (there  were  such  things,  even  in 
those  days)  group  of  physicians.  This,  too, 
was  incorporated,  but  nothing  happened  for 
ten  more  years.  Perhaps  the  founders  were 
ahead  of  their  times,  or  maybe  their  fol- 
lowers were  behind.  Alexander  Pope  said 
“Be  not  the  first  by  whom  the  new  is  tried, 
nor  yet  the  last  to  cast  the  old  aside,”  which 
is  one  of  the  many  reasons  for  which  I have 
never  liked  Mr.  Pope.  In  1867,  on  March 
1,  Nebraska  became  a state,  and  then  things 
began  to  happen.  Early  in  the  next  year, 
letters  were  sent  by,  and  received  by,  Dr. 
Livingston,  I ‘presume,  of  Plattsmouth. 
Then  the  Omahans  took  over,  as  often  hap- 
pens, and  then  things  really  began  to  move, 
as  usually  happens.  First,  a group  of  doc- 
tors met  at  the  office  of  Dr.  Mercer,  in  Oma- 
ha. On  May  11,  1868,  13  doctors  met  at  the 
office  of  Dr.  Peabody,  in  Omaha;  they 
brought  along  a clergyman  for  protection. 
This  time,  they  took  more  positive  action. 
They  resolved  to  mail  a circular,  and  they 
did,  to  every  doctor  in  the  State  of  Nebraska, 
explaining  what  they  were  about  to  do,  and 
why,  and  when  they  were  going  to  do  it. 
On  June  24,  1868,  the  first  and  founding 
meeting  of  the  Nebraska  State  Medical  So- 
ciety was  held.  They  had  mailed  the  cir- 
cular only  13  days  before,  so  the  mail  service 
must  have  been  particularly  good  in  those 
days.  They  met  in  the  Good  Templars  Hall 
in  Omaha,  and  formed  the  Nebraska  State 
Medical  Society  as  we  now  know  it.  All  the 

•Delivered  at  the  Annual  Session  of  the  Nebraska  State 
Medical  Association,  immediately  following  a telephone  ad- 
dress bv  Senator  Roman  Hruska,  Lincoln,  Nebraska,  May  1. 
1968, 
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doctors  whose  names  I have  just  repeated 
to  you  became  presidents  of  the  Nebraska 
State  Medical  Society.  The  first  presiden- 
tial address  was  delivered  by  Dr.  Peabody, 
but  Dr.  Monell  became  the  first  president, 
and  Dr.  Peabody  succeeded  him. 

In  1883,  we  got  our  seal,  and  it  came  about 
in  this  way.  Dr.  Alexander  von  Mansfelde 
came  to  this  country  from  Prussia.  He 
served  a preceptorship  for  a while  and  later 
obtained  a formal  medical  education  at 
Rush.  He  settled  for  a while  in  Chicago, 
and  seems  to  have  been  interested  in  ob- 
stetrics and  surgery,  and  in  pathology.  He 
was  called  to  Lincoln  in  1875  to  operate  for 
necrosis  of  the  tibia,  and  he  liked  Nebraska 
well  enough  to  move  here.  He  located  in  Lin- 
coln and  later  moved  to  Ashland,  where  he 
built  his  own  hospital,  which  he  called  Quality 
Hall.  He  was  active  in  the  affairs  of  the 
medical  society,  and  was  its  recording  secre- 
tary for  many  years,  and  finally  became 
president  of  the  society.  He  moved  up  to  an 
even  higher  office  and  was  made  Mayor  of 
Ashland.  He  was  instrumental  in  forming 
a committee  to  procure  a seal  for  the  society. 
At  about  this  time,  a special  meeting  was 
held  because  of  some  sort  of  friction  within 
the  society,  and  at  about  this  time  Dr.  von 
Mansfeld  must  have  become  aware  of  what 
this  author  calls  Cole’s  rule,  which  states 
that  the  more  men  on  a committee,  the  less 
the  committee  will  do.  He  was  able  to  re- 
duce the  number  on  the  committee  to  one, 
and  thus  was  able  to  present  the  seal  at  this 
meeting.  It  is  a nice-looking  seal;  it  is  cir- 
cular and  resembles  a cog-wheel,  and  it  has 
our  dates  and  a motto.  Dr.  von  Mansfelde 
said,  only  one  liberty  was  taken,  the  inser- 
tion of  the  inscription,  “Suum  cuique,”  the 
device  by  which  he  had  tried  to  square  ac- 
counts with  the  world.  The  phrase  means, 
he  said,  give  everyone  his  due;  a modern 
and  a freer  translation  would  be  “to  each 
his  own,”  but  we  will  accept  his. 

In  1919,  we  incorporated  as  the  Nebras- 
ka State  Medical  Association,  and  that  is 
on  the  seal,  too.  A society  is  a group  of 
people,  and  an  association  is  a large  so- 
ciety, and  that  is  why  we  have  county  so- 
cieties and  state  associations. 

In  1925,  our  wives  moved  in  and  organized 


the  Woman’s  Auxiliary  to  the  Nebraska 
State  Medical  Association.  The  ladies  were 
quite  enterprising,  I nearly  said  forward, 
as  their  national  group,  the  Woman’s  Aux- 
iliary to  the  A.M.A.,  had  begun  only  three 
years  before,  in  1922. 

You  will  notice,  in  the  centennial  issue 
of  the  Nebraska  State  Medical  Journal,  that 
we  have  one  hundred  presidents  for  one  hun- 
dred years,  and  that  sounds  exactly  right. 
But  if  you  had  once  been  mathematically  in- 
clined, as  I was,  or  if  you  are  at  all  curious, 
a disturbing  thought  will  begin  to  run 
through  your  mind,  and  will  not  easily  be 
dislodged.  If  we  have  finished  one  hundred 
years,  we  should  have  finished  with  our  hun- 
dredth president,  and  Dr.  Tanner,  who  so 
kindly  introduced  me,  and  who  is  just  be- 
ginning his  year  as  president,  should  be  the 
hundred  and  first,  or  hundred  and  oneth, 
but  he  is  the  hundredth.  For  if  we  began 
with  number  one  in  1868,  we  should  be  start- 
ing with  number  101  in  1968.  We  have  lost 
a president,  and  that  is  not  an  easy  thing 
to  do.  So  I went  through  all  the  records  and 
documents  and  books  I could  find,  and  I 
think  I have  solved  the  problem.  Our  year 
started  in  May.  The  federal  fiscal  year  be- 
gins in  July,  we  used  to  inaugurate  the  U.S. 
President  in  March,  the  calendar  year  be- 
gins in  January,  and  you  can  start  a year 
whenever  you  want  to.  Apparently  a com- 
mittee got  together  and  decided  that  Janu- 
ary was  a better  month  for  starting  things, 
for  I found  that  the  president,  several  years 
later,  was  giving  his  address  in  January. 
Now  they  could  hardly  tell  a president  that 
he  could  serve  for  only  six  months,  so  they 
must  have  encouraged  him  to  stay  on  for  a 
year  and  a half.  Presidents  are  easily  so 
encouraged,  and  this  is  where  we  lost  half 
a president.  Still  later,  and  some  of  the 
volumes  are  missing,  I found  the  president 
delivering  his  address  in  May  again,  and  it 
is  again  easy  to  see  that  the  same  thing 
had  happened.  The  committee,  or  another 
committee,  had  reversed  itself,  as  commit- 
tees often  do;  perhaps  travel  was  then  not 
easy  in  Januarjq  nor  is  it  now,  and  again 
a president  was  persuaded  to  stay  on  for 
18  months.  And  so  we  lost  another  half  of 
a president,  and  we  have  come  up  with 
100  presidents  and  100  years. 
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Anonymous,  who  said  so  many  things, 
said  “History  is  something  that  never  hap- 
pened, written  by  someone  who  wasn’t 
there.”  This  may  be  an  epigram;  it  may 
even  contain  a kernel  of  truth.  Carl  Sand- 
burg said,  “I  tell  you  the  past  is  nothing 
but  a bucket  of  ashes.”  This  was,  I think, 
when  Mr.  Sandburg  was  getting  on,  and 
probably  when  his  poems  were  blowing 
away,  during  the  Kennedy  inauguration. 
That’s  Jack  Kennedy. 

When  you  are  going  to  give  a talk  about 
Nebraska,  you  are  tempted  to  do  what 
Anonymous  and  Sandburg  said,  you  want 
to  distort  history  a little.  You  try  to  show 
that  yours  is  the  best  of  all  the  states.  When 
we  get  an  article  that  begins  with  “What 
we  set  out  to  prove,”  we  take  a very  dim 
view  of  it.  These  authors  have  reached  their 
conclusion  before  they  began  their  study. 
The  true  scientist  perfonns  his  study,  and 
then  sees  what  comes  of  it.  But  the  State 
of  Nebraska  may  very  well  be  tops  in  the 
country.  We  can  claim  Dr.  Milroy,  who 
became  president  of  our  state  society,  and 
who  is  forever  knowm  for  Milroy’s  disease. 
We  claim,  too,  that  Dr.  Connell,  who  devised 
the  face  mask  used  in  World  War  I.  In  that 
war,  we  stood  third  from  the  top  in  the  ratio 
of  doctors  in  service  to  population.  The 
custom  of  using  the  county  society  as  the 
basis  of  organized  medicine  started  here. 
We  are  entitled,  on  the  population,  to  ap- 
proximately 1.2  medical  schools;  that  is 
something  like  saying  that  the  average  fam- 
ily has  two  and  four-tenths  children.  Where 
we  might  have  one  school,  we  have  two,  and 
we  are  proud  of  the  figure  and  of  the 
schools,  Creighton  and  the  U of  N.  Curare 
was  first  standardized  here,  by  Drs.  Ben- 
nett and  Gray,  and  was  written  up  by  Dr. 
McIntyre. 

Schlegel  said  that  a historian  was  a 
prophet  looking  backwards,  and  Nietzche 
added,  “a  n d believing  backwards,  too” ; 
Nietzche  was  the  one  who  found  the  thought 
of  suicide  comforting. 

Our  recording  devices  started  in  1868, 
with  handwritten  minutes,  or  minutiae. 
They  included  all  the  business  of  the  society, 
and  later  even  scientific  articles.  These  were 
later  called  proceedings,  and  transactions. 


In  1883,  the  Medical  Record  began  publica- 
tion. In  1888,  the  Omaha  Clinic  appeared, 
and  in  1896,  the  Western  Medical  Review 
was  started.  The  Nebraska  Medical  Journal 
began  publication  in  July,  1916,  and  has 
been  published  since  then  without  interrup- 
tion by  the  News  Printing  Company  in  Nor- 
folk, Nebraska. 

Mr.  Lincoln  said  “We  cannot  escape  his- 
tory,” and  we  are  coming  to  definitions  I 
like  better  now.  Patrick  Henry  said  he 
knew  of  no  way  of  judging  things  except 
by  the  past.  He  also  said  “give  me  liberty 
or  give  me  death,”  and  that  he  would  rather 
be  right  than  be  president.  Nobody  says 
that  anymore. 

We  have  many  pictures  to  show  you  in  the 
centennial  issue  of  the  Journal.  No  docu- 
ments remain  from  the  pre  - organizational 
meetings.  The  original  circular  has  disap- 
peared. But  we  have  found  the  original  and 
handwritten  record  of  the  very  first  meet- 
ing of  our  society,  and  we  have  reproduced 
it  for  you  in  the  Journal.  There  are  also 
the  convention  itself,  its  heading,  and  final- 
ly the  circular,  written  down  at  the  begin- 
ning of  the  meeting.  All  of  these,  and  the 
first  issues  of  all  the  journals,  are  on  display 
in  a special  case  at  this  convention;  I hope 
you  will  all  look  at  them. 

Tacitus  said  that  the  purpose  of  history 
is  to  prevent  virtuous  deeds  from  being  for- 
gotten. This  is  a quotation  I like;  it  says, 
“remember.”  Was  not  what  we  celebrate 
today  a virtuous  deed  ? For  the  Latin 
“Suum  cuique”  that  is  on  our  seal,  which 
means  little  of  medicine  or  of  Nebraska, 
I would  substitute  something  like  the  Ger- 
man motto  of  the  Prince  of  Wales,  “Ich 
dien,”  which  means  “I  serve.”  There  is  an 
old  Latin  quotation  that  goes:  “Forsan  et 
haec  olim  meminisse  iuvabit,”  which  means: 
and  some  day,  perhaps,  these  things,  too, 
will  be  pleasant  to  remember. 

This  is  how  we  began,  and  when,  and 
these  are  the  men  who  did  it.  But  the  true 
historian  wants  to  know  more  than  that. 
He  asks : why  ? So  I got  out  all  the  original 
records:  the  books,  the  documents,  the  min- 
utes, and,  especially  the  circular,  and  the 
circular  is  there,  in  its  original  form,  for 
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everyone  to  see.  And  I read  everything, 
all  the  words,  to  find  out  why  we  got  to- 
gether, and  why  we  are  here  today.  Sure- 
ly, I thought,  I will  find  the  phrase,  “short- 
er hours”;  why  else  organize?  Instead,  I 
found  the  word  “art.”  I read  on,  and  came 
across  “character.”  As  I searched  for 
“shorter  hours,”  I continued  only  to  fail; 
I found  the  phrase  “elevation  of  standards 


of  medical  education”  instead.  And  I read 
on,  and  there  were  the  words  “humane” 
and  “honor.”  And  the  more  I read,  the 
prouder  I got.  I never  found  the  words  I 
was  looking  for,  but  I saw  “public  health.” 
And  finally,  at  the  very  end,  I read  the 
one  word,  “philanthropy.” 

And  that’s  why  we  began. 
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Indications  for  Cardiac  Pacing  in 
Acute  Myocardial  Infarction 


CONGESTIVE  heart  failure, 
shock  and  cardiac  arrhyth- 
mias with  rapid  or  slow  ven- 
tricular rates  are  three  complications  of 
acute  myocardial  infarction  resulting  in  in- 
creased mortality.  The  purpose  of  this  re- 
port is  to  outline  the  role  of  cardiac  pacing 
in  the  treatment  of  some  of  these  abnormal 
rhythms. 

Sinus  bradycardia  occurs  in  11-14  percent 
of  patients  with  acute  myocardial  infarc- 
tion. First  and  second  degree  atrioventricu- 
lar block  have  been  observed  in  12-23  per- 
cent, and  third  degree  or  complete  atrio- 
ventricular block  in  2-8  percent  of  patients 
with  acute  infarction.  Complete  heart 
block  was  associated  with  a mortality  rate 
of  58-100  percent  prior  to  the  era  of  perven- 
ous  cardiac  pacing.  The  lesser  degrees  of 
atrioventricular  block  are  p-otential  warn- 
ings of  complete  heart  block  and  carry  a 
high  risk  of  ventricular  standstill,  ventricu- 
lar tachycardia  and  ventricular  fibrilla- 
tion. Sinus  bradycardia  is  probably  also 
associated  with  ventricular  asystole  and  the 
varied  grades  of  atrioventricular  block. 

Since  the  initial  report  on  the  use  of  the 
pervenous  temporary  catheter  electrode  for 
the  treatment  of  slow  ventricular  rates 
caused  by  complete  heart  block  complicating 
acute  myocardial  infarction,  a number  of 
observers  have  employed  catheter  pacing 
under  similar  circumstances,  in  preference 
to  drug  therapy  with  isuprel  or  atropine. 
It  must  be  stressed  that  spontaneous  rever- 
sion to  normal  sinus  rhythm  occurs  in  the 
majority  of  patients  with  complete  heart 
block  complicating  acute  myocardial  infarc- 
tion. For  this  reason  the  recent  develop- 
ment of  the  standby  or  demand  pacing  mode 
is  of  great  practical  importance.  In  this 
mode  of  pacing,  an  effective  pacing  stimulus 
results  only  when  a QRS  complex  is  absent 
for  a preset,  predetermined  interval.  For 
example,  with  the  demand  interval  set  at 
60  beats/min.,  a pacer  stimulus  results  if 
a QRS  complex  is  absent  for  more  than  1 
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second;  with  the  demand  interval  set  at  30, 
a stimulus  results  if  the  QRS  complex  is 
absent  for  more  than  two  seconds;  with  the 
demand  interval  set  at  120  per  minute,  a 
stimulus  results  if  the  QRS  complex  is  ab- 
sent for  more  than  0.5  sec.  Competitive 
stimulation  between  the  pacer  stimuli 
and  the  patient’s  own  QRS  complex  is 
thus  avoided,  reducing  or  abolishing  the 
possibility  of  repetitive  ventricular  rhythms 
(ventricular  tachycardia  or  fibrillation)  if 
a pacer  stimulus  happens  to  fall  on  the  apex 
of  a T wave  during  the  so-called  vulnerable 
period.  The  latter  may  readily  occur  if 
fixed  rate  pacers  are  employed  with 
transient  complete  heart  block.  The  demand 
pacer  impulse  is  generally  set  at  2-3  times 
the  threshold  level  to  minimize  further  the 
possibility  of  repetitive  ventricular  firing. 
Demand  pacers  are  now  readily  available 
from  a number  of  companies.  External 
pacing  plays  little  part  today  in  the  therapy 
of  complete  heart  block  with  or  without 
the  complication  of  acute  myocardial  infarc- 
tion. 

The  technique  of  temporary  catheter 
passage  deserves  comment.  A variety  of 
veins  may  be  employed  to  afford  catheter 
passage  — the  cephalic  or  basilic  veins,  the 
subclavian,  saphenous  or  external  jugular 
veins.  Since  the  latter  vessel  is  often 
utilized  for  permanent  catheter  passage,  we 
prefer  to  use  the  median  basilic  veins  for 
temporary  pervenous  pacing.  Catheter  dis- 
placement within  the  right  ventricular 
chamber  is  not  a significant  problem  when 
arm  veins  are  employed.  We  usually  do 
not  employ  the  blind  method  of  passage  of 
electrode  catheters.  An  image  amplifier 
fluoroscope  located  in  the  cardiac  catheter- 
ization laboratory  is  used  if  the  patient  can 

•Section  of  Cardiology,  Department  of  Internal  Medicine, 
Mount  Sinai  Hospital  of  Greater  Miami,  Miami  Beach,  and 
the  University  of  Miami  School  of  Medicine,  Coral  Gables, 
Florida  ; Nebraska  Heart  Association. 
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be  moved.  If  the  patient  cannot  be  moved, 
“blind”  passage  with  a bipolar  catheter  has 
been  attempted  in  the  past  using  the  tip 
of  the  catheter  as  an  exploring  intracavity 
lead  to  check  position;  the  latter  approach 
is  successful  in  75  percent  of  patients  in 
experienced  hands.  A portable  image  am- 
plifier is  now  available  for  bedside  use 
and  obviates  the  necessity  for  blind  passage 
in  patients  who  cannot  be  moved  to  the 
catheterization  laboratory.  We  have  util- 
ized only  bipolar  catheters  with  the  tip 
placed  either  in  the  right  ventricular  out- 
flow tract  or  the  right  ventricular  apex. 
The  thin  platinum-tipped  wires  recently 
recommended  by  some  cardiologists  are  not 
employed  because  of  difficulty  in  blind 
passage  and  the  danger  of  knot  formation. 
On  rare  occasions,  in  emergency  situations, 
a transthoracic  wire  may  be  utilized  to  per- 
mit rapid  ventricular  capture  by  direct  left 
ventricular  needle  puncture  and  passage  of 
the  pacing  wire  through  the  needle  into  the 
left  ventricle. 

The  above  discussion  refers  primarily  to 
cardiac  pacing  in  complete  heart  block.  A 
few  clinicians  advocate  initial  therapy  with 
atropine  or  isuprel  for  second  degree  atrio- 
ventricular blocks,  and  if  these  fail,  cardiac 
pacing  is  utilized.  We  utilize  initial  pacer 
therapy  as  do  most  cardiologists.  To  avoid 
competitive  rhythm,  demand  standby  pacing 
is  again  the  treatment  of  choice.  Fixed  rate 
pacers  are  especially  contraindicated  under 
these  circumstances  because  of  the  danger 
of  repetitive  ventricular  rhythms  with  ven- 
tricular fibrillation.  On  the  other  hand,  first 
degree  atrioventricular  block  per  se  (with- 
out any  other  arrhythmia)  is  not  treated  by 
cardiac  pacing,  but  is  continuously,  carefully 
monitored. 


Sinus  bradycardia  often  requires  pacer 
therapy.  If  the  rate  is  between  50-60, 
atropine  or  isuprel  therapy  is  carefully 
utilized  in  our  institution,  since  these  agents 
may  slow  the  ventricular  rate  while  increas- 
ing the  atrial  rate.  If  the  rate  falls  below 
50/minute,  a bipolar  catheter  is  passed  into 
the  right  atrium  by  techniques  similar  to 
those  described  above,  and  set  on  atrial  de- 
mand pacing  modes  at  a rate  of  60-70. 
Since  atrioventricular  conduction  per  se  is 
normal  under  these  circumstances,  the  ven- 
tricular rate  is  also  60-70.  If  any  degree  of 
atrioventricular  block  is  present  along  with 
sinus  bradycardia,  the  electrode  tip  catheter 
is  passed  into  the  right  ventricle  for  right 
ventricular  demand  pacing  at  a rate  of  70- 
75.  Nodal  rhythm  below  rates  of  60  is  also 
treated  by  right  ventricular  demand  pac- 
ing at  rates  of  70-75. 

The  most  recent  development  in  catheter 
electrode  pacing  in  acute  myocardial  in- 
farction patients  involves  the  concept  of 
overdriving.  Despite  the  availability  of 
digitalis,  quinidine,  procainamide,  xylocaine, 
propranolol,  etc.,  some  patients  with  epi- 
sodic atrial  and  ventricular  tachycardias 
continue  to  pose  a clinical  problem.  The 
cardiac  pacing  catheter  has  been  utilized 
both  on  a temporary  and  a permanent  basis 
to  overdrive  the  heart  (by  either  atrial  or 
ventricular  pacing)  at  rates  greater  than 
the  sinus  rate  to  prevent  such  ectopic 
rhythms.  It  must  be  emphasized  that  the 
use  of  the  pacing  catheter  under  these  cir- 
cumstances is  not  for  patients  with  atrio- 
ventricular block  but  for  patients  with  va- 
ried types  of  atrial  and  ventricular  ar- 
rhythmias. The  ultimate  usefulness  of  this 
latter  type  of  pacing  remains  to  be  estab- 
lished. 
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"Mechanical " Hemolytic  Anemia  Improved 

By  Corticosteroids 

Patient  With  Mitral  Insufficiency  at  the  Prosthetic  Valve 
in  a Case  of  Marfan's  Syndrome* 


Introduction 

This  report  demonstrates  the 
benefit  of  corticosteroid  main- 
tenance therapy  in  a patient 
with  post-artificial-valve  hemolytic  anemia. 
Mechanical  damage  to  erythrocytes  is  be- 
lieved to  occur  at  valve  leakage  sites.  How- 
ever, autoimmune  responses  have  also  been 
shown  to  act  in  this  hemolysis. ^ It  has 

added  interest  because  the  valvular  disease 
in  this  case  is  due  to  Marfan’s  syndrome. 
The  diagnostic  and  operative  findings  have 
previously  been  reported. 2 Marked  mitral 
insufficiency  had  been  discovered  at  the 
time  of  the  third  pregnancy.  A cardiac 
catheterization  several  months  postpartum 
confirmed  the  mitral  insufficiency.  The  pa- 
tient subsequently  underwent  a prosthetic 
(Starr-Edwards)  valve  insertion. 2 Shortly 
after  the  operation,  a moderately  severe 
hemolytic  anemia  was  discovered.  The  fre- 
quent rate  of  transfusions  required  for  the 
anemia  over  a period  of  several  months  was 
abruptly  and  continuously  averted  when 
prednisone  therapy  was  begun  and  main- 
tained. 

Progress  Case  Report 
The  salient  features  of  this  20-year-old 
Caucasian  woman’s  history  up  to,  and  in- 
cluding, the  immediate  postoperative  period 
have  previously  been  reported.^  In  late 
1964,  there  was  mild  mitral  regurgitation 
following  insertion  of  the  Starr-Edwards 
valve.  Postoperatively,  she  had  episodes  of 
palpitation,  right  brachial  neuropathy,  and 
angina.  The  patient’s  medicines  were  war- 
farin, procaine-amide  (for  premature  beats), 
ferrous  sulfate,  and  digoxin. 

Both  in  December,  1964,  and  January, 
1965,  she  complained  of  increasing  weak- 

*This  study  was  aided  by  grrants  from  the  John  A.  Hartford 
Foundation.  New  York,  and  from  the  Bismarck  Medical  Foun- 
dation and  the  Bismarck  Hospital. 
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ness,  had  pallor  and  tachycardia  (110  but 
regular),  weight  loss  from  129  lb  to  100  lb, 
and  the  same  Grade  IH/VI  holosystolic  mur- 
mur at  the  apex.  The  hemoglobin  levels  were 
10.1  gm  and  10.6  gm  respectively.  No  signs 
of  congestive  failure  or  of  a toxic  state  were 
noted.  The  electrocardiogram  showed: 
sinus  tachycardia  and  ST  and  T changes, 
with  T inverted  in  HI  and  AVF  accompany- 
ing left  ventricular  hypertrophy,  and  digi- 
talis effect. 

In  January,  improvement  was  noted  in 
well-being;  her  heart  rate  was  regular  at 
84,  her  weight  rose  to  107  lb,  and  the  hemo- 
globin increased  (without  transfusion)  to 
11.4  gm.  From  February  to  June,  1965,  the 
same  problems  were  encountered  and  treated 
with  limited  activity,  oral  iron  and  regula- 
tion of  the  warfarin  dosage  to  a prothrom- 
bin time  twice  the  control. 

In  July,  1965,  it  was  noted  that  she  had 
become  strikingly  pale,  had  been  having 
heavier  menstrual  flow  (using  up  to  12  Ko- 
tex  per  day),  and  that  the  hemoglobin  was 
9.3  gm.  She  was  admitted  to  the  hospital, 
where  some  purpuric  spots  were  noted.  The 
pulse  was  regular  at  88  per  minute.  The 
blood  pressure  was  110/68.  She  had  a slight 
fever  and  the  same  clicking  prosthetic  heart 
tones  with  a Grade  III/VI  holosystolic  mur- 
mur. Blood  cultures  were  negative  (as  were 
signs  for  endocarditis),  but  the  reticulocyte 
count  was  increased  to  2.9  percent  (Figure 
1).  Smears  of  the  peripheral  blood  showed 
mild  poikilocytosis  and  hypochromia ; marked 
anisocytosis,  macrocytosis,  and  microcytosis ; 
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but  no  evidence  of  leukocytic  immaturity, 
schistocytes,  or  phagocytic  action.  The 
platelets  appeared  adequate.  A guaiac  test 
on  stool  and  a Coombs  test  were  negative. 

Positive  laboratory  findings  in  July  were: 
WBC  3,350/cmm  with  a differential  count 
of  polyneutrophils  18  percent,  band  forms 
29  percent,  lymphocytes  50  percent,  mono- 
cytes 1 percent.  The  osmotic  fragility  of 
blood  cells  was  as  follows: 


Initial  Complete 

Control  0.44%  0.32% 

Patient  0.46%  0.34% 


Bilirubin  was:  direct  0.28  percent,  indi- 
rect 0.28  percent,  and  total  0.56  percent. 
The  ASTO  titer  was  25  t.u. ; CRP  1+.  The 
chest  X ray  revealed  the  prosthetic  mitral 
valve  and  remained  unchanged.  Iron  bal- 
ance and  erythrocyte  survival  measurements 
were  not  completed. 


In  August,  1965,  after  tachycardia  had 
prematurely  terminated  routine  left  heart 
catheterization,  blood  smears  resulted  in  a 
working  diagnosis  of  iron  deficient  anemia 
with  hemolytic  components.  “White  cell 
poor”  human  packed  red  blood  cell  transfu- 
sions were  suggested  with  the  use  of  an 
antihistamine  and  hydrocortisone  with  each 
transfusion.  These  were  given  repeatedly 
for  several  months  with  some  improvement 
in  hemoglobin  levels.  In  June,  1966,  she  had 
her  last  such  transfusion,  shortly  after  pred- 
nisone 5 mg  four  times  a day  was  given  on 
the  assumption  that  “autoimmune  mechan- 
isms” were  perpetuating  “mechanical”  he- 
molytic anemia,  and  with  response  to  cor- 
ticosteroid therapy  in  some  published  cases.^ 
She  did  not  require  a transfusion  after  cor- 
ticosteroid was  started.  Her  weight  in- 
creased to  139  lb,  blood  pressure  to  120/75, 
heart  rate  to  110,  and  she  had  the  same 
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CORTICOSTEROID 

Figure  1 


Graph  of  Hemolytic  Anemia.  Hemoglobin  on  ordinate  in  grams.  Dates  on  Abcissa. 
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cardiac  sounds.  The  menstrual  loss  did  not 
change  noticeably.  The  hemoglobin  rose  to 
12.7  gm. 

Discussion 

This  patient’s  body  habitus,  musculoskel- 
etal, and  cardiovascular  findings  were  con- 
sistent with  a diagnosis  of  Marfan’s  syn- 
drome with  mitral  insufficiency.  Of  inter- 
est were  electrocardiographic  findings  of  ST 
segment  depression  and  T wave  inversion 
in  leads  II,  III,  and  AVF  — findings  consid- 
ered suggestive  of  mitral  insufficiency  due 
to  Marfan’s  syndrome.^  Clinical  proof  of 
mitral  insufficiency  due  to  Marfan’s  syn- 
drome is  rare  although  the  majority  with 
this  syndrome  have  cardiovascular  involve- 
ment.2  Usually  these  patients  have  aneurys- 
mal dilatation  of  the  ascending  aorta  with 
consequent  aortic  insufficiency.  They  have 
acquired  poor  connective  tissue  substance  but 
there  is  no  evidence  they  are  autoimmune 
prone. 

The  subject  of  “mechanical”  hemolytic 
anemia  due  to  valvular  leakage  has  been  re- 
viewed recently  by  Brodsky  et  al.^  Al- 
though this  syndrome  has  occurred  with 
septal  defects,^  it  more  commonly  has  been 
associated  with  prosthetic  aortic  valves.^ 
Conspicuous  features  in  our  case  and  in  the 
published  reports  have  been : 

1.  Insertion  of  a Starr-Edwards  artificial 
valve ; 

2.  Hemolytic  anemia  as  an  early  clinical 
complication ; 

3.  Hemolytic  anemia  persisting  and  of 
long-standing ; 

4.  Although  this  may  appear  very  se- 
vere, it  has  not  been  reported  to  cause 
death,  and  the  anemia  is  better  toler- 
ated than  the  surgically  corrected  ad- 
verse hemod5mamic  state; 

5.  Corticosteroid  therapy  or  iron  is  use- 
ful to  prevent  the  need  for  trans- 
fusions. 

A similar  hemolytic  anemia  has  been  re- 
ported in  valvular  heart  disease  without 
prosthesis.®  The  pathogenesis  and  labora- 
tory findings  in  this  disease  have  been  dis- 
cussed elsewhere.®' ® Hemolytic  anemia  is 


less  often  a complication  from  mitral  than 
aortic  prosthetic  valves.®  It  is  logical  that 
when  the  sites  of  jet  leakage  are  closed  or  the 
rough  surfaces  re-endothelialized  that  corti- 
costeroids may  be  stopped  so  that  long  term 
use  is  avoided.  The  rationale  for  this  is  that 
surface  damage  to  erythrocytes  would  thus 
be  avoided,  the  challenge  to  the  autoimmune 
mechanism  theoretically  interrupted,  and  the 
erythrocyte  antiglobulin  production  stopped. 
The  diagnosis  and  mechanisms  of  autoim- 
mune hemolytic  anemia  have  recently  been 
covered  by  Schwartz  and  Costea.^® 

Summary 

The  unusual  feature  of  this  case  is  occur- 
rence of  hemolytic  anemia  thought  to  be  due 
to  jet  regurgitation  at  a mitral  ball  valve 
prosthesis  in  a patient  with  Marfan’s  syn- 
drome. The  use  of  corticosteroids  for  this 
hemolytic  anemia  was  warranted  in  view  of 
the  dramatic  coincidental  improvement  of 
the  anemia.  This  anemia  was  not  controlled 
by  oral  iron  therapy  alone  as  reported  in 
some  cases."^’® 

References 

1.  Pirofsky,  B.;  Sutherland,  D.  W.;  Starr,  A., 

and  Griswold,  H.:  Hemolytic  anemia  complicating 

aortic-valve  surgery:  an  autoimmune  syndrome. 
New  Eng  J Med  272:235,  1965. 

2.  Dietzman,  R.  H.;  Peter,  E.  T.;  Wang,  Y.,  and 

Lillihei,  R.  C.:  Mitral  insufficiency  in  Marfan’s 

syndrome:  a case  report  of  surgical  correction. 
Dis  Chest  51:650,  1967. 

3.  McGarvey,  J.  F.;  Spitzer,  S.;  Segal,  B.  L.,  and 

Brodsky,  I.:  Hemolytic  anemia  with  aortic  ball- 

valve  prosthesis:  report  of  a case.  Dis  Chest  50: 
97,  1966. 

4.  Sanyl,  S.  K.;  Polesky,  H.  F.;  Hume,  M.,  and 

Browne,  M.  J.:  Spontaneous  partial  remission  of 

post-operative  hemolytic  anemia  in  a case  with 
ostium  primum  defect.  Circulation  30:803,  1964. 

5.  Ziperovich,  S.,  and  Paley,  H.  W. : Severe  me- 

chanical hemolytic  anemia  due  to  valvular  heart 
disease  without  prosthesis.  Ann  Intern  Med  65: 
342,  1966. 

6.  Brodeur,  M.;  Sutherland,  D.;  Koler,  R.;  Starr, 

A. ;  Kimsey,  J.,  and  Griswold,  H.:  Red  blood  cell 

survival  in  patients  with  aortic  valvular  disease 
and  ball-valve  prosthesis.  Circulation  32:570,  1965. 

7.  Walsh,  J.;  Brodeur,  M.;  Ritzmann,  L.;  Suther- 
land, D.,  and  Starr,  A.:  Urinai-y  iron  excretion  in 

patients  with  prosthetic  heart  valves.  JAMA  198: 
505,  1966. 

8.  Reynolds,  R.  D.;  Coltman,  C.  A.,  and  Beller, 

B.  M.:  Iron  treatment  in  sideropenic  intravascular 

hemolysis  due  to  insufficiency  of  Starr-Edwards 
valve  prosthesis.  Ann  Intern  Med  66:659,  1967. 

9.  Austin,  W.  G.;  Kastor,  J.  A.;  Akbarian,  M.; 

Buckley,  M.  J.,  and  Scannel,  J.  G.:  Paravalvular 

leaks  and  hemolytic  anemia  following  insertion  of 
Starr-Edwards  prosthetic  valves.  Circulation  36: 
58,  1967. 

10.  Schwartz,  R.  S.,  and  Costea,  N. : Autoim- 

mune hemolytic  anemia:  clinical  correlations  and 
biological  implications.  Seminars  in  Hematology 
3:1,  1966. 


March,  1969 


163 


SPECIAL  ARTICLES 


Big  Brother  Is  Watching  You 


A Los  Angeles  hospital  wishes  to  verify 
whether  a physician  who  has  applied  for 
a position  on  the  staff  has  passed  his  li- 
censure  examination.  In  Washington, 
D.C.,  a government  agency  is  conducting  a 
security  check  on  a physician.  In  Cincin- 
nati members  of  a group  practice  wish  to 
check  out  the  medical  background  of  a physi- 
cian they  are  considering  inviting  into  the 
group. 

Each,  of  course,  will  be  likely  to  check 
several  sources  before  completing  their  in- 
vestigation of  the  individuals  in  question, 
but  there’s  one  source  each  is  certain  to 
check  — the  American  Medical  Association’s 
Physicians’  Records  Section  service,  a vital 
service  performed  for  the  mutual  benefit  of 
the  profession  and  the  public. 

About  7,000  inquiries  a month  are  pro- 
cessed by  the  Physicians’  Records  Section, 
which  has  essential  medical  background  in- 
formation regarding  each  of  the  approxi- 
mately 318,000  physicians  in  the  United 
States,  as  well  as  those  graduates  of  U.S. 
medical  schools  temporarily  residing  in  a 
foreign  country.  Computerized  records  are 
kept  on  all  physicians,  not  just  those  who  are 
AMA  Members. 

The  file  on  any  individual  begins  when  he 
enters  medical  school  or  — in  the  case  of  a 
physician  who  received  his  training  in  an- 
other country  — when  he  emigrates  to  the 
U.S.  The  individual  files  are  updated  peri- 
odically, reflecting  any  professional  changes 
or  additions  which  have  occurred. 

The  information  regarding  a physician’s 
professional  activity  is  obtained  from  a va- 
riety of  sources,  including  medical  schools, 
state  medical  societies,  specialty  medical 
associations,  hospitals,  state  licensure  boards, 
as  well  as  the  individual  physician.  Addi- 
tional information  is  obtained  from  the 
physician  when  he  responds  to  the  “Records 
of  Physicians’  Professional  Activities’’  form. 
This  form  is  sent  to  the  physician  on  an 
annual  basis  or  when  he  moves  to  a new 
professional  address. 

Current  information  such  as  license  in  the 


state  of  professional  mailing  address,  AMA 
membership,  specialty  board  certification, 
and  specialty  society  information  is  present- 
ly maintained  by  Computer.  Starting  in 
January,  1969,  “Historical”  records  such  as 
graduate  medical  training,  as  well  as  spe- 
cialty, birthplace,  and  former  address  in- 
formation will  also  be  computerized,  thus 
making  all  information  more  accessible. 


Methysergide  in  Mania  — W.  G.  Dewhurst 
(Institute  of  Psychiatry,  London).  Na- 
ture (London)  219:506-507  (Aug  3) 
1968. 

A comprehensive  theory  of  cerebral  amine 
function  which  links  biochemical,  physio- 
logical, psychological,  and  clinical  phenomena 
is  proposed.  One  hypothesis  derived  from 
this  general  theory  is  that  methysergide 
should  benefit  patients  with  mania.  Five 
patients  had  marked  or  severe  signs  of  clas- 
sical mania  without  other  complicating  psy- 
chiatric or  physical  illness.  The  rapid  re- 
sponse to  methysergide  of  all  five  patients 
within  48  hours  vindicates  the  theoretical 
rationale  underlying  the  study.  Three  of  the 
five  patients  who  had  received  methysergide 
for  three  weeks  showed  a termination  of 
their  attack.  The  specificity  of  the  response 
further  suggests  a use  for  methysergide  as 
a diagnostic  test  in  cases  of  undiagnosed  ex- 
citement; results  should  be  evident  within 
48  hours. 


Surgical  Treatment  of  Serious  Epistaxis  — 
G.  P.  Bridger  (Guy’s  Hosp,  London).  Med 
J Aust  2:308-310  (Aug  17)  1968. 

The  surgical  treatment  of  severe  epistaxis 
in  two  patients  is  presented  to  illustrate  suc- 
cessful transantral  ligation  of  the  internal 
maxillary  artery.  The  reason  for  this  choice 
of  operation  is  the  danger  of  exsanguination 
when  more  conservative  measures  of  treat- 
ment fail. 
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WashingtoNews 


1.  Cigaret  ads 

A Federal  Communications  Commission 
proposal  to  ban  cigarette  advertising  on 
radio  and  television  put  the  issue  squarely 
before  Congress  again. 

In  1965,  Congress  outlawed  any  federal 
or  state  controls  on  cigarette  ads  as  a pro- 
vision of  the  legislation  that  made  manda- 
tory that  cigarette  packages  carry  the  warn- 
ing: “Caution:  Cigarette  Smoking  May  Be 
Hazardous  to  Your  Health.”  Proponents  of 
the  electronic  advertising  ban  contend  that 
the  package  warning  doesn’t  make  enough 
impact. 

Even  before  the  FCC  announcement,  some 
members  of  congress  were  saying  that  the 
provision  outlawing  federal  and  state  con- 
trols over  cigarette  advertising  should  be 
allowed  to  expire  on  June  3.  However,  con- 
gressional reaction  to  the  FCC  ruling  was 
mixed. 

The  American  Medical  Association  House 
of  Delegates,  at  its  meeting  in  Miami  Beach 
last  December,  declined  to  approve  a resolu- 
tion condemning  cigarette  advertising  on 
TV.  Instead,  it  adopted  a resolution  urg- 
ing that  AM  A members  “play  a major  role 
against  cigarette  smoking  by  personal  ex- 
ample and  by  advice  regarding  the  health 
hazards  of  smoking.”  The  adopted  resolu- 
tion also  made  it  Association  policy  that  the 
AMA  “discourage  smoking  by  means  of 
public  pronouncements  and  educational  pro- 
grams” and  “take  a strong  stand  against 
smoking  by  every  means  at  its  command.” 

Anticipating  censorship  charges  — which 
came  promptly  from  the  tobacco  and  broad- 
casting industries,  and  some  members  of 
Congress,  the  FCC  said  in  announcing  its 
proposal : 

“We  believe  that  in  the  case  of  such  a 
threat  to  public  health,  the  authority  to  act 
is  really  a duty  to  act.  We  stress  again 
that  our  action  is  limited  to  the  unique  situ- 
ation and  product;  that  we  are  unaware  of 
any  other  product  commercials  calling  for 
such  action,  and  expressly  disclaim  any  in- 


tention to  so  proceed  against  other  product 
commercials.” 


2.  The  flu 

A nationwide  increase  in  deaths  from 
pneumonia  was  attributable  to  the  Hong 
Kong  flu  epidemic,  the  federal  government 
reported. 

“Pneumonia  - influenza  deaths  increased 
over  what  was  expected  normally  over  the 
time  the  flu  epidemic  was  active,”  Public 
Health  Service  Surgeon  General  Dr.  William 
H.  Stewart  said,  adding  the  deaths  included 
all  kinds  of  pneumonia  and  that  the  increase 
was  “almost  universal  across  the  country.” 

The  National  Communicable  Disease  Cen- 
ter in  Atlanta  said  pneumonia-influenza 
deaths  are  one  measurement  of  the  severity 
of  a flu  epidemic.  Reports  from  122  cities 
during  the  eight  weeks  ended  February  1 
show  5,270  more  pneumonia  - influenza 
deaths  than  the  number  normally  predict- 
able during  that  period.  The  epidemic  then 
was  “on  a downtrend,”  according  to  the 
CDC. 


3.  Health  care  costs 

Robert  H.  Finch,  the  new  secretary  of 
Health,  Education  and  Welfare,  is  giving 
health  care  costs  a high  priority  in  tackling 
the  department’s  problems. 

Even  before  he  was  sworn  in  as  secre- 
tary, Finch  made  an  unannounced  call  on 
chairman  Wilbur  D.  Mills  (D.,  Ark.)  of  the 
House  Ways  and  Means  Committee,  which 
has  jurisdiction  over  HEW’s  medicare  and 
medicaid  programs.  Finch  afterwards  said 
his  staff  would  confer  with  Mills’  staff  to 
consider  legislation  or  regulations  that  could 
combat  higher  health  care  costs. 

“His  staff  and  my  people  are  going  into 
this  to  see  what  we  can  do  about  the  sky- 
rocketing costs  — especially  hospitalization 
where  70  per  cent  of  the  costs  are  labor,” 
Finch  said. 
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The  former  California  lieutenant  gover- 
nor said  he  was  thinking  about  the  pilot  pro- 
gram in  his  native  state  — which  he  called 
a paramedical  program  — whereby  long 
stays  in  the  hospitals  are  shortened  by  put- 
ting people  in  intensive  care  centers.  If 
hospital  stays  could  be  shortened,  he  said, 
“massive  savings  would  result.” 

Mills  was  reported  as  favoring  broad- 
ened medicare  benefits  or  hospital  care  to 
cover  disabled  workers,  why,  by  nature  of 
their  disabilities,  receive  Social  Security 
payments  — but  because  they  are  under  65 
— are  ineligible  for  medicare.  He  also  was 
reported  to  be  concerned  over  increases  in 
hospital  charges  and  doctors’  fees. 

Several  members  of  Congress  have  ex- 
pressed concern  over  increases  in  the  federal 
costs  of  medicare  and  medicaid.  The  John- 
son Administration’s  budget  for  fiscal  1970, 
starting  next  July  1,  allots  $6.9  billion,  up 
$636  million,  for  medicare  and  $3  billion,  up 
$600  million,  for  medicaid. 

A bill,  introduced  by  Sen.  George  Aiken 
(R.,  Vt.),  with  Senate  Majority  leader  Mike 
Mansfield  (Mont.)  and  Sen.  Winston  Prouty 
(R.,  Vt.),  as  co-authors,  would  do  away  with 
the  present  “usual  and  customary  charge 
concept,”  place  all  physicians  on  assignment, 
and  reimburse  them  through  the  average 
payment  for  the  same  service  provided  by 
the  local  Blue  Shield.  Deductibles  and  co- 
insurance  would  be  eliminated,  among  many 
other  changes. 

The  Labor  Department  reported  that  med- 
ical costs,  including  both  hospitalization  and 
physicians’  fees,  rose  7.3  percent  for  the 
calendar  year  1968. 

Finch  said  the  Nixon  Administration’s 
HEW  budget  requests  would  be  about  the 
same  size  as  the  $17.5  billion  submitted  by 
the  Johnson  administration,  but  that  there 
would  be  changes  within  the  overall  total. 
Estimated  total  federal  spending  in  the 
health  field  will  rise  to  $18.3  billion. 

HEW  said  that  national  spending  for 
health  care,  both  government  and  private, 
continued  to  rise  in  fiscal  1968.  The  total 
for  1968  was  $53.1  billion,  $33.7  billion 
private  and  $19.4  billion  government.  This 
compared  with  $47.9  billion  ($32.2  billion 


private  and  $15.7  government)  for  fiscal 
1967.  In  fiscal  1960,  it  was  $26.4  billion — 
$20  billion  private  and  $6.4  billion  govern- 
ment. 

4.  Doctors  draft 

The  Defense  Department  will  call  up  437 
physicians,  23  osteopaths  and  25  optome- 
trists in  1969  in  the  lowest  doctors  draft 
in  seven  years.  The  total  of  485  medical 
men  compared  with  1,126  drafted  in  1968, 
2,329  in  1967,  2,596  in  1966  and  2,830  in 
1965. 

The  stabilization  of  the  buildup  of  forces 
associated  with  the  Vietnam  war  and  with 
a large  number  of  volunteers  made  it  pos- 
sible to  keep  the  doctors  draft  low,  the  Pen- 
tagon said.  All  of  the  physicians  will  go 
into  the  Army.  Some  of  the  osteopaths  and 
optometrists  will  go  into  other  services. 
None  will  go  into  uniform  until  July. 

5.  Ambulances 

The  National  Research  Council  charged 
that  most  ambulances  in  the  U.S.  are  not 
“providing  emergency  care  to  the  critically 
injured.”  It  cited  a lack  of  equipment,  sup- 
plies and  untrained  attendants. 

The  Council  said  that  “hearses  and  sta- 
tion wagons,  commonly  used  as  emergency 
vehicles,”  do  not  carry  the  necessary  equip- 
ment or  provide  the  space  for  such  equip- 
ment “for  the  carrying  out  of  modern  re- 
suscitative  procedures  either  at  the  scene 
of  an  accident  or  during  transportation.” 
It  said  “action  must  be  taken  to  develop  and 
enforce  nationwide  standards  for  ambulance 
service,”  because  accidental  injuries  are  the 
leading  cause  of  death  during  the  first  half 
of  a person’s  life  span. 

“Only  10  states  have  statutes  prescribing 
the  equipment  to  be  carried  by  an  am- 
bulance, and  the  federal  guidelines  for  mo- 
tor safety  do  not  cover  the  special  features 
necessary  to  safe  transport  of  the  critically 
ill  or  injured,”  the  council  reported. 

The  National  Research  Council  is  a sub- 
sidiary of  the  National  Academy  of  Sciences, 
an  organization  created  by  a congressional 
charter  in  1863. 
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What  to  Look  for  in  the  Stars 


Look  up!  Wci-ay  up  into  the  night  sky. 
See  that  long,  irregular  belt  of  white, 
stretching  roughly  north  and  south  across 
the  heavens,  we  call  the  Milky  Way?  Ever 
wonder  how  many  stars  it  contains?  Some 
astronomers  estimate  that  the  number 
might  reach  100  billion.  But  they  do  their 
counting  with  a 200-inch  telescope. 

Actually,  the  naked  eye  can  pick  out  up 
to  5,000  stars  on  any  clear  night.  And  for 
the  telescope  equipped  astronomy  buff,  the 
sky’s  the  limit.  Even  a home  ’scope  of  mod- 
est power  will  nearly  double  that  figure. 

But  how  do  we  find  our  way  around  up 
there?  Let’s  say  you  want  to  find,  Sirius, 
the  Dog  Star.  All  you  know  about  Sirius 
is  that  it’s  the  brightest  star  in  the  heav- 
ens and  that  it’s  best  seen  in  early  March. 
But  where  do  you  look? 

First  off,  it’s  easier  to  find  your  favorite 
star  if  you  know  that  the  night  sky  changes 
with  the  season. 

Winter  brings  the  brightest  constellation 
into  the  evening  sky  Orion,  with  it  brilliant 
Betelguese  and  Rigel  is  the  brightest  of  all. 
The  line  of  the  three  stars  of  Orion’s  belt 
directs  the  eye  to  our  friend  Sirius. 

Leo,  the  Lion,  with  its  sickle  figure  is  the 
dominant  constellation  in  the  southern  skies 
of  spring.  Below  it  sprawls  Hydra,  the 
Sea  Serpent,  inviting  the  stargazer  to  bring 
out  his  telescope. 

Gazing  at  the  constellations  in  the  summer 
skies,  you  can  view  Cygnus,  the  Swan,  bet- 
ter known  as  the  Northern  Cross. 

The  square  of  Pegasus  appears  in  the 
autumn.  Just  imagine  this  is  a bowl  of  a 
dipper  and  look  to  the  northeast  for  its 
handle.  The  handle  is  formed  by  the  bright 
stars  of  Andromeda  and  Perseus. 

Today,  there  is  a growing  fraternity  of 
amateur  astronomers  who  scan  the  skies 
through  their  own  backyard  telescopes  for 
fun,  relaxation  and  enlightenment.  Man- 
hattan’s Hayden  Planetarium  reports  that 
there  are  more  than  50  stargazer  clubs  in 
New  York  State  alone. 


Probably  the  most  remote  object  that  can 
be  seen  without  telescopic  aid  is  a small 
fuzzy  patch  of  light  in  the  constellation  An- 
dromeda. At  first  glance  this  would  be  tak- 
en for  one  of  the  fainter  stars,  but  with 
a telescope  a stargazer  is  able  to  see  a great, 
spiral  nebula.  This  billowing  cloud  of  radi- 
ant gas  and  glowing  stars  is  a universe  — 
separate  from  ours  — an  island  in  space 
populated  by  a billion  suns ! 

With  the  unaided  eye  you  can  see,  for  in- 
stance, Mizar  — the  star  at  the  bend  of  the 
Big  Dipper’s  handle.  But  look  again 
through  a telescope  and  you’ll  see  that  Mizar 
is  a double  star  — two  stars  seemingly  close 
together  — one  of  many  in  the  heavens. 

Or  take  a close  look  at  Venus  and  Mer- 
cury. Like  our  moon,  both  planets  go 
through  crescent  phases. 

For  a color  display  turn  your  ’scope  on 
the  white  polar  caps  of  pink  tinted  Mars 
or  the  reds,  browns  and  occasional  greens 
of  Jupiter’s  Surface. 

Incidentally,  the  professionals  warn  that 
it’s  a weakness  to  rely  on  magnification 
power  alone.  Experts  at  Sears,  one  of  the 
country’s  major  outlets  for  telescopes,  ad- 
vise any  buyer  from  beginner  to  advance 
astronomer  to  select  the  lowest  possible  ini- 
tial power.  There  is  a practical  limit  to 
increased  magnification.  Beyond  that  point, 
image  detail  and  quality  deteriorate. 

No  less  important  to  a sharp  image  is  the 
telescope’s  light-gathering  ability.  That  de- 
pends on  the  lens  diameter.  Sears  experts 
explain  that  the  larger  the  front  (or  “ob- 
jective”) lens,  the  more  light  it  will  pick 
up  from  celestial  bodies,  producing  brilliant 
and  superior-quality  images. 

The  recommended  minimum  diameter  for 
the  serious  hobbyist  is  2.4  inches  and  at 
least  3 inches  for  the  advanced  astronomer. 

Yet  the  stars  and  planets  are  not  the  only 
wonders  of  the  heavens. 

A phenomenon  of  the  night  sky  that  can 
be  enjoyed  by  any  stargazer  is  the  aurora 
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borealis  — the  Northern  Lights.  This  phe- 
nomenon is  a result  of  sunspot  activity  and 
causes  the  heavens  to  glow  like  a neon  sign. 

The  thin,  fiery  streak  of  a shooting  star  is 
also  a familiar  sight  in  the  heavens.  At  cer- 
tain times  of  the  year,  these  metallic  par- 
ticles streak  through  the  sky  in  a sparkling 
display  called  meteor  showers.  During  the 
height  of  one  of  these  showers,  more  than 
100  meteors  may  be  observed  in  the  space 
of  an  hour. 

One  of  the  surest  paths  to  astronomical 
“fame”  is  to  discover  a comet.  A big  comet 
sweeping  close  to  the  Earth  puts  on  an  im- 
pressive display.  The  head  or  “comma”  of 
the  comet  glows  brilliantly,  leaving  a filmy, 
gaseous,  tail  streaming  out  behind  it.  In  the 
eighteenth  century,  the  British  astronomer 
Edmund  Halley  hitched  his  wagon  to  the 
same  wandering  “star”  by  correctly  cal- 
culating that  it  swings  within  sight  of  the 
earth  once  every  76  years.  (Halley’s  comet 
is  due  for  its  next  appearance  in  1986). 

Of  course  a star- watcher  may  spend  a life- 
time without  finding  a new  comet,  but  the 
chance  of  discovering  one  in  the  vastness  of 
space  is  always  there. 


Methotrexate  for  Psoriasis  in  Weekly  Oral 
Doses  — H.  H.  Roenigk,  Jr.;  W.  Fowler- 
Bergfeld,  and  G.  H.  Curtis  (Cleveland 
Clinic  Foundation,  Cleveland).  Arch  Derm 
99:86-93  (Jan)  1969. 

Methotrexate  has  previously  proved  bene- 
ficial in  treating  severe  psoriasis  vulgaris, 
because  of  its  binding  of  folic  acid  reductase, 
reduction  of  available  DNA,  inhibition  of 
mitosis,  and  resultant  normal  keratinization 
of  psoriatic  lesions.  A clinical  evaluation  is 
presented  of  204  severely  psoriatic  patients 
treated  with  Methotrexate,  25  mg  orally  at 
weekly  intervals.  Preliminary  evaluation  of 
hepatic  and  renal  function  is  mandatory. 
The  mean  age  of  patients  was  44  years ; 
mean  duration  of  psoriasis  before  Metho- 
trexate therapy  was  10  years.  Percentage 
of  total  body  coverage  before  Methotrexate 
therapy  was  67.2%,  after  therapy,  5.2%. 


While  taking  Methotrexate,  61%  had  com- 
plete clearing  of  psoriasis.  The  mean  length 
of  follow-up  studies  is  16  months.  Abnormal 
results  of  laboratory  determinations  were 
as  follows:  anemia  2%,  leukopenia  2.4%, 
thrombocytopenia  2.4%,  abnormal  bromsul- 
phalein  17%,  increased  serum  glutamic  oxa- 
lacetic  transaminase,  7%,  and  increased 
blood  urea  value  2.4%.  Subjective  adverse  ef- 
fects of  weekly  oral  doses  of  Methotrexate 
were  nausea  (31%),  fatigue  (7%),  mouth 
ulcers  (6%),  headache  (5%),  hair  loss 
(6%),  vomiting  (6%),  and  photosensitivity. 


Report  of  24  Cases  of  Myocardial  Infarction 
Treatment  at  Home  — R.  A.  Sleet  (Group 
Practice  Center,  Victor  St,  Southampton, 
England).  Brit  Med  J 4:675-676  (Dec  14) 
1968. 

Fifty  patients  suffered  a myocardial  in- 
farction in  general  practice.  Death  was  in- 
stantaneous in  24  patients;  two  patients 
were  admitted  to  hospital  for  social  reasons ; 
24  were  treated  at  home,  two  patients  died 
and  the  remainder  recovered  to  return  to 
their  original  occupations  after  three 
months.  The  low  mortality  in  the  patients 
treated  at  home  was  attributed  to  the  low 
incidence  of  observed  arrhythmias  which  oc- 
curred in  three  patients. 


Carcinoma  of  Female  Urethra  — R.  Rogers 
and  B.  Burns  (U.S.  Army  Tripler  Gen 
Hosp,  Tripler  Army  Medical  Center,  APO 
San  Francisco  96438).  Obstet  Gynec  33: 
48-53  (Jan)  1969. 

Carcinoma  of  the  female  urethra  repre- 
sented 0.7%  of  all  cancers  of  the  female 
genital  tract  seen  at  M.  D.  Anderson  Hos- 
pital between  1950  and  1965.  The  primary 
treatment  of  35  patients  with  urethral  can- 
cer is  reviewed.  Squamous  cell  carcinoma 
occurred  in  86%  and  adenocarcinoma  in 
14%.  Patients  with  lesions  of  less  than  3 
cm  in  diameter  which  are  not  fixed  to  the 
pubis  offer  a good  prognosis.  The  overall 
five-year  survival  rate  in  this  series  was 
29%.  Most  patients  were  treated  with 
radioactive  needles.  The  role  of  radical 
surgery  and  chemotherapy  is  discussed. 
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Respiratory  Diseases 


TREATMENT  OF  DISSEMINATED 
MYCOTIC  INFECTIONS 

Amphotericin  B was  administered  in  low 
daily  doses  over  a ten-week  period  in  the 
treatment  of  patients  with  histoplasmosis, 
blastomycosis,  and  cryptococcosis.  Results 
are  encouraging,  and  suggest  new  guidelines 
for  amphotericin  therapy. 

In  an  effort  to  avoid  the  toxic  side  effects  of 
therapy  with  amphotericin  B,  a new  approach  to 
its  administration  has  been  tried  in  the  treatment 
of  such  mycotic  infections  as  histoplasmosis,  cryp- 
tococcosis, and  blastomycosis.  It  is  based  on  giv- 
ing the  drug  in  smaller  daily  doses  and  over  longer 
periods  of  time  than  is  usually  employed. 

With  the  objective  of  attaining  daily  peak  serum 
levels  of  amphotericin  B at  least  twice  those  neces- 
sary for  in  vitro  inhibition  of  the  infecting  fungus, 
serial  amphotericin  B serum  level  determinations 
were  used  as  guidelines  to  the  daily  drug  dosage  of 
each  patient.  Frequent  monitoring  of  the  serum 
levels  provided  an  objective  means  for  regulation 
of  daily  dosage  and  permitted  modification  of  dos- 
age if  associated  illnesses  complicated  the  situation 
or  renal  function  declined. 

Fifteen  patients  with  histoplasmosis,  blastomy- 
cosis, or  cryptococcosis  were  treated  by  this  meth- 
od. Amphotericin  B was  administered  daily  in 
gradually  increasing  doses  until  the  desired  peak 
had  been  reached.  The  dose  was  infused  slowly  over 
a four-to-six-hour  period.  Heparin  was  routinely 
added  to  each  infusion  to  prevent  phlebitis.  Blood 
for  serum  level  determinations  was  obtained  from 
45  minutes  to  an  hour  following  completion  of  the 
daily  infusion.  Peak  serum  levels  persisted  for  six 
to  eight  hours  and  remained  stable  when  a con- 
stant daily  dose  was  established.  Sensitivity  tests 
were  made  regularly. 

OTHER  DISORDERS 

Five  patients  had  histoplasmosis,  three  had  blas- 
tomycosis, and  seven  had  cryptococcosis.  All  had 
disseminated  disease  except  for  two  of  the  crypto- 
coccosis patients.  Eleven  had  diabetes  mellitus  but 
did  not  take  insulin.  One  patient  with  histoplas- 
mosis had  underlying  lympholeukosarcoma  and  an- 
other was  receiving  adrenal  corticosteroid  therapy 
for  rheumatoid  arthritis.  One  patient  was  receiving 
steroid  therapy  for  sarcoidosis.  Other  medical  prob- 
lems included  Addison’s  disease  in  two  patients;  a 
seizure  disorder  and  rheumatic  mitral  valvular  pros- 
thesis in  one;  mild  azotemia  in  four;  and  conges- 
tive heart  failure  was  a complicating  factor  in 
four. 

Acute  toxic  reactions  were  rare.  When  they 
did  occur,  it  was  at  a time  when  the  daily  am- 
photericin B doses  were  increased  or  the  daily 
infusion  was  delivered  rapidly. 

Eleven  of  the  patients  are  alive  and  have  been 
free  of  infection  for  periods  ranging  from  eight  to 
45  months  after  a single  10-week  course  of  ampho- 
tericin B therapy.  Two  patients  with  histoplasmosis 


have  died  of  myocardial  infarction,  one  during 
therapy  and  the  other  three  months  after  com- 
pletion of  treatment.  A third  patient  was  killed 
in  Vietnam  moi'e  than  two  years  after  successful 
treatment  of  extensive  pulmonary  cryptococcosis. 
The  fourth  patient  who  died  had  histoplasmosis  and 
was  the  only  one  retreated.  Postmortem  examina- 
tion revealed  widespread  lymphosarcoma  and  pul- 
monary nocardiosis  but  no  evidence  of  active  his- 
toplasmosis. 

RESULTS  SATISFACTORY 

Results  achieved  with  most  of  the  patients  indi- 
cate that  mycotic  infections  may  be  treated  suc- 
cessfully with  relatively  small  daily  doses  of  am- 
photericin B and  without  predetermined  goals  for 
total  drug  dosage.  Monitoring  of  the  serum  level 
of  amphotericin  B provided  a guideline  whereby 
daily  dosage  could  be  governed  by  the  sensitivity 
of  the  infecting  fungus  and  changes  in  renal  func- 
tion. 

Although  the  goal  of  achieving  a daily  peak 
serum  concentration  of  amphotericin  B at  least 
twice  that  required  for  inhibition  of  the  fungus 
in  vitro  was  arbitiary,  it  was  thought  that  such 
levels  might  suppress  the  infecting  fungus  and 
allow  host  defense  mechanisms  to  control  the  infec- 
tion. Experience  in  treating  subacute  bacterial 
endocarditis  and  tuberculosis  had  indicated  that  the 
duration  of  therapy  was  of  greater  importance  than 
attainment  of  maximum  drug  serum  levels  or  spe- 
cific total  drug  doses. 

The  desirability  of  determining  amphotericin  B 
sensitivity  of  the  pathogenic  yeast  phase  was  rec- 
ognized in  the  biphasic  histoplasma  and  blastomyces 
organisms.  However,  because  of  various  problems, 
the  less  fastidious  mycelial  phase  was  used  in  sensi- 
tivity tests. 

Serum  levels  in  this  study  were  higher  than 
those  usually  reported  for  amphotericin  B.  With 
drug  doses  approaching  1 mg.  per  kg.  of  body 
weight  a day,  serum  levels  reached  6.3  /ig.  per 
ml.  in  one  patient.  In  the  one  patient  who  re- 
ceived 1.5  mg.  per  kg.  per  day,  a level  of  12.5  /^g. 
per  ml.  was  recorded. 

The  question  has  been  raised  of  the  possibility 
of  the  development  of  ding  resistance  with  pro- 
longed use  of  amphotericin  B in  relatively  small 
doses.  However,  on  the  basis  of  other  studies  on 
fungal  resistance  to  amphotericin  B,  it  appears 
unlikely  that  fungi  resistant  to  the  drug  will  be  a 
hazard  in  the  regirr'en  discussed. 

The  relative  freedom  observed  in  this  study  from 
such  acute  toxic  side  effects  of  amphotericin  B 
as  nausea,  vomiting,  and  fever  has  not  been 
reported  in  other  studies.  The  most  important 
factor  in  this  decrease  in  side  effects  is  believed  to 
have  been  the  small  daily  doses  of  amphotericin 
B used. 

TOXICITY 

However,  the  regimen  did  not  prevent  other  toxic 
manifestations.  Phlebitis  was  common  and  neces- 
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sitated  the  prophylactic  use  of  heparin  in  each 
infusion.  Hypokalemia  developed  in  a third  of 

the  patients,  and  renal  function  became  impaired 
in  each  one  during  the  course  of  treatment.  The 
subsequent  return  of  renal  function  after  com- 
pletion of  therapy  suggests  that  the  degree  of 
permanent  renal  damage  resulting  from  ampho- 
tericin B administi’ation  is  a function  of  the  total 
dose  administered.  Thus,  the  present  treatment 
regimen  may  produce  less  permanent  impairment 
of  renal  function  than  other  i-egimens  have. 

Anemia  was  another  occurrence  and  red  cell 
aplasia  developed  in  two  patients  during  therapy, 
but  red  cell  production  returned  to  normal  after 
amphotericin  B therapy. 

On  the  whole,  the  therapeutic  results  with  this 
regimen  have  been  encouraging.  The  laboratory 
studies  involved  are  simple  and  easily  taught  to 
technicians  with  minimal  mycological  training.  The 
approach  provides  a rational  basis  for  dosage  and 
duration  of  amphotericin  B therapy  and  allows 
treatment  of  patients  with  impaired  renal  func- 
tion and  other  severe  underlying  medical  disorders. 

■ — David  J.  Drutz,  M.D. ; Anderson  Spickard.  M.D.  ; David  E. 

Rogers,  M.D.,  and  M.  Glenn  Koenig,  M.D.  The  American 

Journal  of  Medicine,  September  1968. 


Resection  of  Cervical  Lymph  Nodes  in  Cancer 
of  the  Lip:  Results  in  123  Patients  — L. 
J.  Mahoney  (Ste  120,  200  St.  Clair  Ave 
W,  Toronto).  Canad  J Surg  12:40-43 
(Jan)  1969. 

Of  2,696  patients  with  carcinoma  of  the 
lip  seen  between  1927  and  1961,  377  (14%) 
were  considered  to  have  cervical  lymph  node 
metastases  at  some  time  during  their  treat- 
ment; 181  (48%)  were  considered  operable. 
The  extent  of  lymph  node  excisions  varied. 
In  155  (86%)  of  these  patients  malignant 
changes  were  found  in  the  resected  nodes. 
The  crude  overall  five-year  survival  rates 
(50%)  demonstrate  that  block  dissection 
effectively  controls  cervical  metastases  from 
carcinoma  of  the  lip.  The  prognosis  is  ex- 
cellent in  small  cancers  of  the  lip,  and  in 
patients  who  do  not  develop  cervical  lymph 
node  metastases  until  after  the  primary  has 
been  controlled.  Net  survival  rates  suggest 
that  the  patients  who  had  bilateral  upper 
neck  dissection  had  the  best  results.  Con- 
sidered as  a group,  the  patients  with  the 
more  radical,  standard,  neck  dissection  had 
a poorer  five-year  survival  rate  (49%)  than 
all  patients  with  upper  neck  dissections 
(63%).  These  figures,  however,  are  not 


statistically  significant.  For  the  individual 
patient,  the  best  operative  procedure  is  that 
which  is  chosen  after  full  consideration  of 
his  age,  physical  condition,  site  of  primary, 
location  of  the  palpably  involved  nodes,  and 
the  time  of  development  of  the  nodes  in  rela- 
tion to  control  of  his  primary  lesion. 


What  Makes  the  Placebo  Work?  — P.  Low- 
inger  and  S.  Dobie  (951  E Lafayette  Ave, 
Detroit).  Arch  Gen  Psychiat  20:84-88 
(Jan)  1969. 

Placebo  response  rates  in  four  separate 
double-blind  outpatient  studies  of  24%, 
35%,  74%,  and  75%  are  related  to  two  psy- 
chosocial variables,  the  amount  of  research 
activity  in  which  the  patient  participates 
and  the  viewpoint  of  the  doctor  about  the  po- 
tency of  the  active  drugs  in  the  double- 
blind study.  The  24%  rate  of  placebo  re- 
activity occurred  when  the  placebo  was 
compared  to  a mild,  little  known  tranquilizer 
and  the  patients  did  not  undergo  research 
testing.  The  placebo  rate  was  35%  when  the 
active  drugs  studied  were  used  in  small 
doses  without  research  testing  of  patients. 
High  placebo  reactivity,  74%,  occurred  using 
little  known  mild  drugs  but  with  compre- 
hensive research  testing  of  patients.  The 
highest  rate  of  placebo  reactivity,  76%,  was 
realized  with  adequate  doses  of  well  known 
drugs  and  testing  of  the  patients  by  a re- 
search assistant.  The  factors  determining 
the  placebo  reactivity  rates  also  appear  to 
operate  on  the  results  of  the  active  drugs 
in  these  studies. 


Detection  of  Intrauterine  Death  — R.  E. 
Brown  (Univ  of  Manitoba,  Winnipeg,  Man- 
itoba). Amer  J Obstet  Gynec  102:965- 
968  (Dec  1)  1968. 

The  Doppler  ultrasonic  technique  acts  as 
a motion  sensor  and  can  be  used  for  the 
detection  of  intrauterine  life  as  early  as  ten 
weeks.  The  test  is  easy  to  perform,  ac- 
curate, rapid,  and  offers  no  discomfort  or 
risk  to  the  patient.  Of  153  patients  ex- 
amined, there  was  evidence  of  fetal  life  in 
116  and  none  in  37.  One  of  the  latter  was 
an  incorrect  diagnosis. 
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The  Pediatric  Associate 


Two  of  the  nation’s  larger  philanthropic 
foundations,  Carnegie  Corporation  of  New 
York  and  the  Commonwealth  Fund,  recently 
announced  support  of  an  experimental  pro- 
gram to  prepare  a wholly  new  type  of  pro- 
fessional practitioner  in  medicine;  a Pedi- 
atric Associate  who,  working  under  the  su- 
pervision of  a physician,  will  be  qualified  to 
examine  and  immunize  well  children  and 
treat  the  more  common  childhood  diseases. 

The  purpose  of  the  project  is  to  demon- 
strate one  new  method  of  providing  more 
and  better  care  to  our  nation’s  burgeoning 
child  population  in  spite  of  the  national 
shortage  of  pediatricians  and  others  who 
care  for  childreji.  The  project  will  be  con- 
ducted by  the  University  of  Colorado  School 
of  Medicine,  under  the  direction  of  Dr.  Hen- 
ry K.  Silver,  Professor  of  Pediatrics  and 
chief  architect  of  the  new  curriculum. 
Graduates  of  the  program  will  receive  a 
Bachelor  of  Arts  degree  from  the  Univer- 
sity of  Colorado. 

The  two  foundations  are  supporting  the 
effort  in  approximately  equal  amounts,  with 
three-year  gi*ants  to  the  School  of  Medicine 
totaling  $450,000.  The  School  has  also  re- 
ceived a $73,179  grant  from  the  Bureau  of 
Health  Manpower  for  the  first  of  three 
year’s  support. 

The  curriculum  for  the  Pediatric  Asso- 
ciate was  originally  planned  under  a previ- 
ous grant  by  Carnegie  Corporation  and  is 
an  out-growth  of  an  experiment  supported 
by  Commonwealth  Fund  to  train  a new 
type  of  nurse  — the  pediatric  nurse  prac- 
titioner. 

In  a joint  statement  announcing  the 
grants,  Alan  Pifer,  President  of  Carnegie 
Corporation,  and  Quigg  Newton,  President 
of  the  Commonwealth  Fund,  said : 

“Authoritative  studies  of  the  outlook  for 
medical  care  in  the  United  States,  such  as 
the  Report  of  the  National  Advisory  Com- 
mission on  Health  Manpower,  have  con- 
cluded that  the  countiy  will  face  a severe 
shortage  of  physicians  for  some  years  to 
come.  Our  two  foundations  agree  that  se- 


rious efforts  must  be  undertaken  to  assist 
doctors  make  the  best  use  of  their  time, 
knowledge,  and  skill. 

“For  this  reason,  we  are  persuaded  that 
the  experimental  curriculum  that  has  been 
designed  by  the  University  of  Colorado 
School  of  Medicine  is  of  considerable  na- 
tional importance.  It  is  focused  on  pedi- 
atric care  — an  area  of  medicine  in  which 
the  burdens  of  practice  are  especially  heavy 
— and  it  is  intended  to  demonstrate  that, 
with  appropriate  education  and  certification, 
a new  category  of  health  professional  can  be 
qualified  for  employment  by  doctors  to  as- 
sist them  with  specific  aspects  of  their  re- 
sponsibilities that  are  now  carried  out  by  the 
doctors  themselves  and  that  consume  much 
of  their  time  and  energy. 

“The  Carnegie  Corporation  and  the  Com- 
monwealth Fund  are  deeply  impressed  by 
the  interest  and  support  this  planned  experi- 
ment has  received  from  all  levels  of  the 
Colorado  medical  community,  and  we  are 
pleased  to  share  this  endorsement  of  an  edu- 
cational innovation  that  could  have  far- 
reaching  benefits  to  physicians  and  to  the 
infants  and  children  within  their  care.’’ 

The  Role  of  the  Pediatric  Associate 

The  responsibilities  envisioned  for  gradu- 
ates of  the  curriculum  — who  will  be 
termed  Pediatric  Associates  — are  based 
not  on  the  nursing  role  but  on  the  physician’s 
role.  Hence,  the  Associate  will  have  a sub- 
stantial degree  of  medical  responsibility  for 
the  physician’s  patients. 

The  Associate  will  make  diagnoses  and 
decide  on  and  carry  out  appropriate  meas- 
ures for  treatment.  This  will  include  the 
writing  of  prescriptions  — exclusive  of  nar- 
cotic compounds  — from  an  approved  list 
of  drugs.  Thus,  the  Associate  will  be 
equipped  to  take  part  in  all  dimensions  of 
the  physician’s  practice.  The  same  wide 
level  of  responsibility  will  apply  to  Associ- 
ates employed  under  doctors  in  the  public- 
health  services. 

The  limits  of  the  Associate’s  medical-prac- 


March,  1969 


171 


tice  activities,  however,  will  be  clearly  de- 
fined both  legally  and  professionally. 

With  the  backing  of  the  Colorado  State 
Medical  Society,  the  State  Chapter  of  the 
American  Academy  of  Pediatrics,  and  other 
responsible  medical  bodies,  legislation  has 
been  proposed  setting  forth  the  terms  gov- 
erning the  required  education  and  per- 
missible scope  of  activities  of  this  new 
health  professional.  The  legislation  will  re- 
quire that  graduates  of  the  Associates  cur- 
riculum be  examined  and  certified  by  the 
Colorado  State  Board  of  Medical  Examiners. 

In  their  professional  role,  certified  Asso- 
ciates will  function  within  two  chief  safe- 
guards. First,  each  Associate  will  serve  un- 
der the  personal  direction  and  supervision  of 
a particular  physician,  who  will  review  the 
Associate’s  work  and  be  available  for  con- 
sultation at  all  times. 

Second,  the  Associate  will  spend  his  time 
on  well-child  care  — scheduled  physical  ex- 
aminations and  immunizations,  for  instance, 
and  routine  hospital  care  for  the  newborn 
infant  — and  on  minor  ailments  and  injuries 
that  are  a normal  part  of  childhood.  These 
include  certain  respiratory  ailments,  various 
communicable  and  infectious  diseases,  acci- 
dental i n j u r i e s,  gastrointestinal  disturb- 
ances, allergy  problems,  and  mild  skin  dis- 
orders. The  more  acute  illnesses  will  be 
handled  directly  by  the  physicians,  and  the 
Associate  will  be  trained  to  recognize  ab- 
normal symptoms  so  that  such  cases  can  be 
detected  early  and  placed  in  the  physician’s 
care. 

Even  within  these  limits,  the  Associate 
should  be  able  to  give  medical  care  to  about 
80  per  cent  of  the  patients  within  the  typical 
pediatrician’s  practice.  This  would  provide 
the  physician  with  more  time  to  devote  to 
seriously  ill  children,  and  to  keep  abreast 
of  advances  in  his  field. 

Design  of  the  Experimental 
Curriculum 

The  experimental  curriculum  has  been  de- 
signed to  lead  to  professional  qualification 
five  years  after  high  school,  including  a year 
of  internship.  It  is  a joint  program  between 
the  University’s  main  campus  in  Boulder 


and  the  School  of  Medicine  in  Denver.  The 
University  and  the  School  have  assigned 
leadership  in  the  effort  to  the  Department  of 
Pediatrics,  and  an  advisory  committee  with 
representation  from  Colorado  medical  soci- 
eties and  state  and  local  government  health 
agencies  has  been  appointed  to  guide  the  De- 
partment in  development  of  the  curriculum. 

Students  interested  in  the  program  will 
spend  their  first  two  years  of  the  five-year 
course  at  Boulder  — or  other  undergradu- 
ate schools  of  their  choice  — taking  liberal 
arts  offerings  and  essential  premedical 
studies,  such  as  organic  chemistry,  biology, 
and  mathematics.  Dr.  Silver,  director  of 
the  program,  and  other  faculty  will  keep  in 
touch  with  them  during  this  period,  work- 
ing with  the  student-counseling  staff  of  the 
University  of  Colorado  and  conducting  sem- 
inars on  broad  aspects  of  medical  practice. 

Students  accepted  for  training  as  Pedi- 
atric Associates  will  transfer  to  the  Univer- 
sity of  Colorado  Medical  Center  for  three 
years  of  intensive  professional  education, 
which  will  comprise  two  years  of  academic 
and  clinical  education  leading  to  the  bach- 
elor’s degi’ee,  plus  an  internship  year. 

The  first  year  of  the  professional-educa- 
tion phase  will  be  devoted  to  a concentrated, 
48-week  sequence  of  studies  in  the  basic 
sciences.  The  emphasis  here  will  be  on  the 
relevance  of  these  fields  to  understanding 
both  the  normal  and  the  disease  states  of 
physiological  systems.  For  example,  anato- 
my and  physiology  will  be  combined  in  the 
study  of  the  cardiovascular  system,  and 
then  be  followed  by  combined  studies  of 
heart  and  vascular  pathology  and  related 
clinical  diagnoses. 

The  second  year,  also  48  weeks,  will  be 
devoted  to  fundamental  clinical  training  and 
will  consist  of  a clerkship  experience  similar 
to  that  provided  for  medical  students.  Along 
with  medical  students,  the  students  in  the 
Pediatric  Associate  course  will  gain  experi- 
ence in  history  taking,  performing  complete 
physical  examinations,  and  in  ordering,  car- 
rying out,  and  evaluating  pertinent  labora- 
tory studies.  They  will  also  participate 
with  medical  students  in  Department  confer- 
ences, seminars,  and  rounds.  The  main  dif- 
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ference  between  the  Pediatric  Associate 
clerkship  and  the  medical-student  clerkship 
is  that  the  Associate’s  training  will  concen- 
trate largely  on  the  elements  of  health  care 
as  limited  to  children  and  will  give  particu- 
lar attention  to  ambulatory  pediatrics. 

These  emphases  will  also  characterize  the 
Associate’s  internship  training,  the  final 
year  of  professional  education.  For  this  pur- 
pose of  a broad  array  of  teaching  settings 
are  available  — including  not  only  the  out- 
patient departments  and  special  clinics  of 
the  University’s  Medical  Center  and  of  the 
Denver  Department  of  Health  and  Hospitals, 
but  also  sizable  O.E.O.  Neighborhood  Health 
Centers  and  their  satellite  health  stations. 

In  addition,  during  their  internship,  the 
students  in  the  Associate  course  will  train  in 
the  offices  of  pediatricians  in  private  prac- 
tice, who  will  serve  as  their  preceptors. 

Another  chief  feature  of  the  Associate’s 
professional  education  will  be  attention 
throughout  the  course  of  child  development 
and  growth,  and  family  and  community  life 
as  they  affect  behavioral  patterns  in  health 
and  illness. 

Plans  for  Implementation 

The  University  and  the  School  of  Medicine 
will  begin  the  program  on  a limited  basis 
in  the  fall  of  1969  by  admitting  a pilot  class 
of  eight  to  ten  students  to  the  three-year 
professional  - education  phase.  This  would 
mean  that  the  first  group  of  Pediatric  As- 
sociates could  be  qualified  for  practice  by 
the  summer  of  1972. 

Subsequent  pilot  classes  will  not  be  in- 
creased much  beyond  the  size  of  this  start- 
ing group,  until  the  faculty  has  acquired 
sufficient  experience  with  the  new  teaching 
program  to  permit  larger  enrollments. 

The  grants  from  Carnegie  Corporation 
and  the  Commonwealth  Fund  will  be  used 
primarily  toward  the  costs  of  the  profes- 
sional and  administrative  staff  responsible 
for  conducting  the  experiment,  and  toward 
the  costs  of  the  teaching  staff.  The  latter 
will  be  drawn  from  basic-science  and  clinical 
departments  from  throughout  the  School  of 
Medicine,  and  will  devote  about  a third  of 
their  total  time  to  the  experiment. 


Injuries  Due  to  Automobile  Seat  Belts  — 
F.  R.  Di  Fiore  and  0.  M.  Gin  (New- 
port Beach,  Calif).  Amer  Surg  34:828- 
830  (Nov)  1968. 

Eleven  cases  of  injury  attributable  to  ab- 
dominal seat  belts  are  presented,  and  several 
latent  intra-abdominal  catastrophies  were 
seen  in  addition  to  the  immediately  obvious 
injuries.  Physicians  with  such  patients 
should  remain  vigilant  for  several  days. 
There  are  three  physical  principles  relating 
to  the  mechanism  by  which  such  injury  is 
produced.  The  Law  of  Conservation  of  Ener- 
gy: Injury  results  when  the  energy  of  a 
high-velocity  system  is  delivered  instan- 
taneously to  the  body  from  the  seat  belt, 
violating  the  ability  of  the  tissue  to  with- 
stand physical  stress.  Pascal’s  Principle: 
Equal  transmission  of  force  in  all  directions 
in  a closed  system  may  result  in  damage 
to  any  intra-abdominal  organ.  Newton’s 
Third  Law  of  Motion:  Injury  is  likely  to 
occur  whenever  a structure  is  trapped  be- 
tween the  forces  of  action  and  reaction. 


Mechanisms  of  Death  in  Shallow  - Water 
Scuba  Diving — E.  M.  Cooperman,  J.  Hogg, 
and  W.  M.  Thurlbeck  (Pathology  Institute, 
McGill  Univ,  Montreal).  Canad  Med  Assoc 
J 99:1128-1133  (Dec  14)  1968. 

A previously  healthy  young  male  cadet  en- 
gaged in  shallow-water  scuba  “ditching”  ex- 
ercises lost  consciousness  and  died  approxi- 
mately 24  hours  later.  Having  taken  a full 
inspiration  at  the  pool  floor,  the  diver  neg- 
lected to  exhale  the  expanding  intrapulmon- 
ary  air  while  rising  to  the  water  surface. 
In  rising  from  any  depth  of  water,  enclosed 
air  will  expand  as  pressure  is  reduced  in 
accordance  with  Boyle’s  law.  Under  condi- 
tions such  as  those  produced  by  scuba  div- 
ing, often  in  the  absence  of  visible  lung  rup- 
ture, very  small  amounts  of  air  may  be 
forced  into  the  left  heart  circulation  and 
result  in  air  embolism  with  serious  clinical 
consequences.  It  is  important,  with  the  in- 
creasing interest  in  scuba  diving  as  a sport, 
that  physicians  acquaint  themselves  with 
the  physiological  changes  in  diving,  the  po- 
tential hazards,  and  the  rationale  of  ther- 
apy. 
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Medicinews 


Conference  on  noise 

Unwanted  sound  — in  other  words,  noise 
— and  its  threat  to  health  will  be  examined 
in  detail  April  28  and  29  at  an  American 
Medical  Association  conference  in  Chicago. 

Increasing  concern  in  this  country  and 
abroad  about  “noise  pollution”  prompted 
AMA’s  Council  on  Environmental  and  Pub- 
lic Health  to  make  this  problem  the  subject 
of  the  Sixth  Congress  on  Environmental 
Health. 

The  two-day  congress  will  be  in  the  Drake 
Hotel. 

Subjects  include  noise  - induced  hearing 
loss,  effects  of  noise  on  sleep,  noise  sources, 
psychophysical  and  sociometric  aspects  of 
noise,  role  of  the  physician  in  workmen’s 
compensation  cases  involving  noise,  control 
and  prevention  of  noise,  and  facts  and  myths 
about  effects  of  noise  on  human  physiologi- 
cal systems  other  than  the  auditory  system. 

Prof.  Walter  A.  Rosenblith,  faculty  presi- 
dent at  Massachusetts  Institute  of  Tech- 
nology, will  be  keynote  speaker,  offering 
a historical  perspective  of  some  problem 
areas  of  noise  and  its  effects. 

Other  speakers  are  from  government, 
universities,  industry,  research  facilities, 
the  legal  profession,  and  organizations  inter- 
ested in  hearing  conservation.  Gerald  D. 
Dorman,  M.D.,  New  York  City,  president- 
elect of  the  American  Medical  Association, 
will  open  the  congress. 

Inquiries  about  the  Sixth  Congi-ess  on 
Environmental  Health  Problems  may  be  di- 
rected to  AMA’s  Department  of  Environ- 
mental Health,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 


Orthopods  elect 

The  new  president  of  the  American 
Academy  of  Orthopaedic  Surgeons  is  S.  Ben- 
jamin Fowler,  M.D.,  of  Nashville,  Tennessee; 
he  succeeds  Charles  H.  Herndon,  M.D.,  of 
Cleveland. 


Easter  Seal  was  busy 

The  number  of  crippled  Americans  receiv- 
ing Easter  Seal  services  rose  to  253,313  last 
year  from  237,787  in  the  previous  year,  up 
6.5  percent,  according  to  the  1968  annual  re- 
port of  the  National  Easter  Seal  Society  for 
Crippled  Children  and  Adults. 

During  the  same  period,  the  number  of 
comprehensive  rehabilitation  centers  in- 
creased to  77  from  the  previous  year’s  53, 
up  45  percent,  the  report  said.  Treatment 
and/or  diagnostic  centers  also  increased  from 
132  to  148. 

Other  service  increases  listed  in  the  re- 
port, titled  “Focus  on  People,”  included  voca- 
tional training,  evaluation  and  counseling. 
The  workshops  in  which  this  takes  place  in- 
creased from  34  to  42.  One  aspect  of  this 
was  the  placement  of  747  rehabilitated  adults 
in  satisfactory  jobs,  while  another  6,442  are 
receiving  training  in  various  Easter  Seal 
workshops. 

Major  emphasis  on  the  basic  Easter  Seal 
program  of  Information,  Referral  and  Fol- 
low-up (I.R.  and  F.)  included  a week-long 
training  institute  for  Easter  Seal  personnel, 
a detailed  instruction  manual  and  extensive 
field  consultation. 

In  reference  to  workshops,  I.R.  and  F. 
and  other  increases  in  service,  Leon  Chate- 
lain,  Jr.,  president  of  the  National  Society, 
said  in  his  introduction  to  the  report: 

“Our  scope  has  broadened,  too,  to  include 
a greater  variety  of  handicaps,  some  previ- 
ously unrecognized  and  others  once  deemed 
hopeless.  Hence,  the  number  of  patients 
and  their  families  who  receive  Easter  Seal 
professional  help  grows  each  year;  facilities 
and  programs  are  expanded  to  add  services 
of  non-medical  nature;  and  the  cost  of  all 
this  is  vastly  increased. 

“We  of  Easter  Seals  have  by  no  means 
realized  our  full  potential  to  help  the  handi- 
capped, however.  We  look  unceasingly  for 
new  ways  of  delivering  service.  Indeed,  our 
reach  will  always  exceed  our  grasp,  so  long 
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as  our  focus  is  sharply  and  surely  on  people 
— those  vast  numbers  of  people  who  need 
us  — crippled  children  and  adults.  With  the 
dynamic  leadership  of  thousands  of  volun- 
teers throughout  the  country  the  vitality  of 
Easter  Seals  will  assure  steady  progress.” 

Mr.  Chatelain,  Washington,  D.C.  archi- 
tect, is  serving  his  second  term  as  president. 
Sumner  G.  Whittier  is  executive  director  of 
the  Chicago-based  organization,  oldest  and 
largest  of  its  kind  in  the  United  States. 

The  Easter  Seal  Society  nationwide  oper- 
ates, 2,844  facilities  and  programs  through 
its  affiliates  in  every  state,  Washington, 
D.C.,  and  Puerto  Rico.  These  are  staffed  by 
more  than  2,000  full-time  and  an  equal  num- 
ber of  part-time  paid  staff  making  up  the 
largest  rehabilitation  work  force  outside  of 
the  Federal  Government. 

Although  income  reports  for  1968  are  not 
yet  complete,  the  1967  income  of  $32,877,750 
indicates  that  Easter  Seal  total  income  has 
grown  by  82  percent  in  the  last  seven  years, 
thus  making  possible  expanded  services  na- 
tionwide. 


By  the  hour 

A San  Francisco  hospital  is  now  charging 
obstetrical  patients  $2,121/2  per  hour  for  a 
semiprivate  room.  The  charge  used  to  be 
$51  a day,  which  comes  to  the  same  thing, 
except  that  now  they  pay  for  only  the  used 
part  of  the  day. 


Mid-West  accredited 

Dr.  Henry  Kammandel,  President  of  Oma- 
ha Mid-West  Clinical  Society  has  been  noti- 
fied that  the  Society  is  among  the  first  or- 
ganizations of  its  type  in  the  United  States 
to  be  accredited  formally  in  the  field  of 
continuing  medical  education. 

Dr.  C.  H.  William  Ruhe,  Secretary  to  the 
Council  on  Medical  Education  of  AMA,  fur- 
ther advises  thac  the  continuing  medical  edu- 
cation program  of  the  Society  has  been 
granted  full  approval. 

The  Omaha  Mid-West  Clinical  Society  was 
founded  in  March  of  1932,  with  membership 


of  100  Omaha  physicians.  Currently  the  So- 
ciety has  active  membership  of  over  200 
Omaha  physicians,  the  majority  being  mem- 
bers of  the  teaching  faculties  of  Creighton 
or  Nebraska  Colleges  of  Medicine. 

Since  1950  the  Omaha  Mid-West  Clinical 
Society  has  had  the  distinction  of  being 
“first”  as  officially  accredited  by  the  Ameri- 
can Academy  of  General  Practice,  allowing 
hour-for-hour  study  credits  to  their  mem- 
bers attending  Mid-West’s  annual  medical 
sessions. 


1958  smokers  and  now 

In  1958,  55%  of  males  smoked;  now  its 
40%. 

This  means  that  ten  years  ago,  the  smoker 
was  in  the  majority,  now  he’s  in  the  min- 
ority. 


H. R.D.I.:M 

On  January  27,  the  Union  County  Hos- 
pital District  in  Anna,  Illinois,  became  the 

I, 000th  hospital  in  the  United  States  to  sign 
an  agreement  with  the  Division  of  Emer- 
gency Health  Services,  Public  Health  Seiw- 
ice,  for  a Hospital  Reserve  Disaster  Inven- 
tory (HRDI)  unit.  Dr.  Henry  C.  Huntley, 
Director  of  DEHS,  said,  “The  availability  of 
the  additional  medical  supplies  will  help  in- 
sure the  community  against  the  effects  of 
any  disaster,  natural  or  national.” 

A HRDI  unit  is  an  emergency  medical 
stockpile  that  provides  a 30-day  reserve  sup- 
ply of  essential  medical  items.  Hospitals 
that  accept  responsibility  for  the  stocks  use 
them  in  their  day-to-day  operations  and  re- 
place them  under  their  established  procure- 
ment schedules. 

Union  County  Hospital  District  signed  an 
agreement  for  a 50-bed  HRDI  unit.  The 
unit  will  be  available  in  the  Anna  commun- 
ity should  a spring  tornado,  flood,  or  other 
disaster  necessitate  increased  emergency 
health  resources. 

The  effectiveness  of  the  HRDI  units  has 
been  proved  many  times.  The  disaster  situ- 
ation caused  by  tornadoes  in  Mississippi  on 
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January  23  is  a recent  example  of  its  value. 
A HRDI  unit  stored  at  Hardy  Wilson  Me- 
morial Hospital  in  Hazelhurst  was  opened  to 
provide  emergency  treatment  for  approxi- 
mately 150  victims. 

HRDIs  are  available  nationwide  to 
qualified  hospitals  that  apply  for  them.  A 
hospital,  to  qualify,  must  have  50  beds  or 
more,  must  meet  the  DEHS  standards  for 
storage  and  staffing,  and  must  agree  to  de- 
velop a satisfactory  plan  of  operations  and 
rotation  of  supplies. 

Additional  information  about  the  HRDI 
program  may  be  obtained  from  State  Health 
Department  or  from  the  Division  of  Emer- 
gency Health  Services,  Public  Health  Serv- 
ice, Washington,  D.C. 


Dr.  Sabin  honored 

Albert  Sabin,  M.D.,  of  oral  polio  vaccine 
fame,  has  received  the  Order  of  the  Sacred 
Tresure  from  Japan. 


Red  Cross  blood  collection 

During  the  fiscal  year  of  1967-1968,  the 
American  Red  Cross  collected  3,008,400  units 
of  blood,  an  increase  of  29,300  over  last 
year’s  collection. 

Whole  blood  was  distributed  for  patients 
in  4,300  hospitals  in  48  states,  the  District 
of  Columbia,  Puerto  Rico,  and  the  Virgin 
Islands;  2,500  of  these  hospitals  received 
their  total  supply  of  blood  from  the  Ameri- 
can Red  Cross. 

In  addition  to  whole  blood,  the  following 
blood  products  were  distributed; 

Serum  Albumin  — 89,400  units 
Gamma  Globulin  — 653,200  units 
Fibrinogen  — 4,400  units 

Vaccinia  Immune  Globulin  — 1,900 
units 

Packed  Red  Cells  — 147,700  units 
Fresh  Frozen  Plasma  — 59,500  units 
Platelet  Rich  Plasma  — 1,400  units 
Platelet  Concentrate  — 20,500  units 
Cryoprecipitate  — 21,100  units 


Antihemophilic  Factor  Concentrate  — 
2,600  vials 

The  gross  cost  of  all  blood  services  by  the 
national  organization  and  chapters  through- 
out the  states  was  $34,509,100. 


Time’s  up. 

We  know  of  a place  in  these  United 
States  where  they  want  to  limit  hospital 
visits  to  ten  minutes. 

We  agree.  We  think  visits  do  more  harm 
than  good.  We  even  think  ten  minutes 
might  be  too  long;  by  ten  minutes. 


Hospital  liability  rates  up 

Rates  for  hospital  basic  liability  insurance 
and  for  coverage  in  excess  of  the  basic 
amounts  have  risen  up  to  50  percent  in  19 
states. 

Nebraska  is  one  of  them. 


Pediatricians  will  meet 

Youth  in  revolt,  critical  congenital  heart 
disease  in  newborn  infants,  the  short  child, 
changing  patterns  of  pediatric  care,  and 
pediatric  emergencies,  will  be  among  the 
many  informative  and  provocative  subjects 
to  be  discussed  during  the  American  Acad- 
emy of  Pediatrics’  annual  spring  session, 
April  21-23,  1969,  in  Boston,  Massachusetts. 

More  than  3,000  persons,  including  pedi- 
atricians, their  families  and  guests,  are  ex- 
pected to  attend  the  meeting  in  the  Sheraton- 
Boston  Hotel. 

The  meeting  will  feature  closed-circuit 
color  television  clinical  presentations,  a di- 
versified scientific  program,  and  more  than 
90  scientific  and  technical  exhibits. 

One  panel  discussion,  entitled,  “pediatric 
pot-pourri,”  will  include  presentations  on 
tetanus  immunizations,  mumps  immuniza- 
tion, and  comparison  of  immunity  status  of 
children  in  the  inner  city  and  in  the  suburbs. 

Other  special  activities  will  include  a panel 
discussion  sponsored  by  the  Academy  Head 
Start  Medical  Consultation  Service  entitled. 
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“Problems  of  a Head  Start  Consultant,”  and 
a special  luncheon  meeting  of  the  Academy’s 
Council  on  Pediatric  Practice,  on  Monday, 
April  21. 

The  centennial  celebration  of  the  Chil- 
dren’s Hospital  Medical  Center,  Boston,  will 
precede  the  AAP  meeting.  The  centennial, 
to  be  held  April  18-19,  will  feature  visits  to 
the  professional  departments  at  the  Medical 
Center,  Friday  morning,  April  18. 

The  centennial  program  will  also  include 
formal  presentations  in  the  Sheraton-Boston 
Hotel,  Friday  afternoon,  April  18,  and  all 
day  Saturday,  April  19.  Featured  speakers 
will  include  Wilbur  J.  Cohen,  former  U.S. 
secretary  of  health,  education  and  welfare, 
and  Sir  W.  Arthur  Lewis,  Ph.D.,  professor 
of  economics  and  international  affairs, 
Woodrow  Wilson  School  of  Public  and  Inter- 
national Affairs,  Princeton  University, 
Princeton,  N.J. 

The  Academy,  headquartered  in  Evanston, 
111.,  is  the  Pan-American  association  of  physi- 
cians certified  in  the  care  of  infants,  chil- 
dren, and  adolescents.  It  has  more  than 
10,600  members  in  the  U.S.,  Canada,  and 
Latin  America. 


New  compensation  chief 

The  new  president  of  the  American 
Academy  of  Compensation  Medicine  is  Irvin 
Klein,  M.D. 


Easter  Seal  child 

Donna  Kay  Howell,  seven  years  old,  of 
Tallahassee,  Florida,  has  been  named  1969 
National  Easter  Seal  Child,  Sumner  G. 
Whittier,  executive  director.  National  East- 
er Seal  Society  for  Crippled  Children  and 
Adults,  announced  recently. 

The  pretty  little  brunette,  victim  of  a rare 
childhood  stroke,  will  join  Campaign  Chair- 
man Carol  Burnett  in  Washington,  D.C., 
to  help  launch  the  Easter  Seal  appeal,  and 
begin  a nationwide  trip.  The  Campaign 
opens  March  1 and  continues  to  April  6, 
1969. 

Hit  by  the  stroke  when  she  was  four,  Don- 
na Kay  suffered  complete  paralysis  of  the 


right  side  of  her  body.  She  was  unable  to 
stand  or  walk,  and  she  had  a problem  with 
her  speech. 

After  a three-week  period  of  hospitaliza- 
tion, Donna  Kay  was  referred  to  the  Easter 
Seal  Rehabilitation  Center  in  Tallahassee. 
There,  physical,  occupational,  and  speech 
therapists  began  working  to  help  her  over- 
come the  crippling  effects  of  the  stroke. 

Donna  Kay  made  a full  recovery  from  her 
speech  defect  after  a month  of  treatment. 
She  still  receives  physical  and  occupational 
therapy  at  the  center  once  a week,  to  cor- 
rect a slight  limip  and  to  restore  full  use  of 
her  right  hand.  Treatment  includes  muscle 
re-education,  gait-training,  and  electrical 
stimulation  to  the  wrist. 

Donna  Kay’s  father.  Jack,  is  a drafts- 
man and  her  mother.  Opal,  is  a beautician. 
The  couple  have  one  other  daughter,  Janice 
Lynn,  three  years  old. 

Despite  her  handicap,  Donna  Kay  is  ac- 
tive, sometimes  a tomboy,  sometimes  a de- 
mure young  lady.  She  runs  and  plays  with 
neighborhood  children,  and  when  it  comes 
to  climbing  trees,  one  of  her  favorite  activi- 
ties, she  can  out-shinny  almost  every  boy 
in  the  neighborhood. 

Donna  Kay,  a second  grader  in  public 
school,  is  bright,  alert,  and  attentive  in  class. 
Easter  Seal  affiliates  in  every  state,  Puerto 
Rico,  and  Washington,  D.C.,  and  provided 
direct  treatment  and  other  services  to  more 
than  253,000  crippled  children  and  adults 
last  year.  Contributions  made  during  the 
annual  appeal  are  the  major  source  of  finan- 
cing for  2,844  Easter  Seal  facilities  and  pro- 
grams. 


Disaster  on  disaster 

There  were  19,000  disaster  situations  re- 
quiring assistance  during  the  past  fiscal 
year,  according  to  the  American  Red  Cross; 
the  ARC  spent  15  million  dollars. 


Nebraska  internists  meet 

Internists  in  Nebraska  will  attend  a re- 
gional meeting  of  the  American  College  of 
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Physicians  (ACP)  in  Omaha,  Nebraska, 
March  15,  1969. 

The  session  is  one  of  35  scientific-educa- 
tional meetings  the  ACP  sponsors  during  the 
academic  year.  Held  throughout  the  Unit- 
ed States  and  Canada,  the  meetings  help  the 
college’s  15,000  members  keep  abreast  of 
developments  in  the  basic  sciences  and  clin- 
ical medicine. 

Special  guest  will  be  Samuel  P.  Asper, 
M.D.,  Baltimore,  Md.,  ACP  President-Elect. 
Dr.  Asper  is  Professor  of  Medicine  and  As- 
sociate Dean  for  Postdoctoral  Study  at  Johns 
Hopkins  University  School  of  Medicine. 

The  meeting  is  under  the  general  direction 
of  Henry  J.  Lehnhoff,  Jr.,  M.D.,  Omaha, 
Nebraska,  ACP  Governor  for  Nebraska  and 
Professor  of  Internal  Medicine  at  the  Uni- 
versity of  Nebraska  College  of  Medicine. 


The  “least”  likely? 

An  award  will  be  presented  at  Harvard 
to  the  medical  student  who  is  the  most  fun- 
loving  and  the  least  likely  to  succeed. 
MTiere  was  the  award  when  we  were  in 
school  ? 


Parke  Davis  acquisition 

Parke,  Davis  & Company  have  announced 
the  acquisition  of  Medical-Technology,  Inc., 
of  Waltham,  Mass.,  a medical  instrumenta- 
tion firm. 

William  G.  Meier,  Parke-Davis  adminis- 
trative vice  president,  said  Medical-Tech- 
nology would  be  combined  with  PanAura 
Corporation,  acquired  last  year,  and  operat- 
ed as  the  Medical  Instruments  Division  of 
Parke,  Davis  & Company. 

Medical-Technology  produces  electrocar- 
diographs and  also  markets  certain  accessory 
supplies,  such  as  chart  paper  and  electrodes. 

“It  is  intended  that  the  medical  instru- 
ment line  be  expanded  in  the  future  to  cover 
a broad  range  of  medical  electronic  devices, 
patient  monitoring  systems,  oscilloscopes, 
telemetry  and  signal  conditioning  for  com- 
puter interface,’’  he  said. 


This  is  the  third  Parke-Davis  acquisition 
in  recent  months.  In  addition  to  the  acqui- 
sition of  PanAura  Corporation,  a medical 
electronic  firm  of  Pennsauken,  N.J.,  from 
the  Kewanee  Oil  Company,  Parke-Davis  ac- 
quired the  assets  last  month  of  Walker  In- 
dustries, of  San  Francisco,  a company  which 
markets  a line  of  plastic  disposables  to  hos- 
pitals. 

Wyeth  appointment 

Charles  H.  Brantley  has  been  named 
Wyeth  Laboratories’  divisional  sales  man- 
ager in  Cleveland,  Ohio,  it  has  been  an- 
nounced by  L.  J.  Hymel,  vice  president,  sales 
and  promotion. 


Checklist  for  children 

In  an  effort  to  identify  and  control  the 
hazards  that  annually  cripple  an  estimated 
40,000  to  50,000  boys  and  girls  and  kill  more 
children  than  the  six  most  deadly  child- 
hood diseases,  the  National  Easter  Seal  So- 
ciety is  asking  parents  to  evaluate  the  way 
they  instill  basic  obedience  to  safety  rules 
by  answering  the  following  questions: 

1.  Do  I set  up  reasonable  rules  for  my 
children  to  obey? 

2.  Do  I speak  in  a firm,  calm  voice  when 
I want  my  child  to  obey? 

3.  Do  I tell  the  truth?  (If  I say  it  is 
“hot”  or  that  it  will  “burn,”  will  it 
do  just  that?) 

4.  Do  I ration  my  “No’s”  and  allow  rea- 
sonable behavior  as  often  as  I can? 

5.  Am  I consistent  in  my  commands? 
(Do  I forbid  this  week  what  I forbade 
last  week?) 

6.  Do  we,  as  husband  and  wife,  have 
the  same  set  of  rules? 

7.  Am  I consistent  in  punishment  for  re- 
peating identical  violations? 

8.  Do  I set  realistic  goals? 

9.  Do  I refrain  from  overprotecting  my 
child  ? 

10.  Do  I set  an  example  myself? 
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These  and  scores  of  other  questions  relat- 
ing specifically  to  child  safety  situations  in 
the  home,  at  play  and  in  the  family  car  are 
contained  in  the  new  Safety  Check  List  for 
Parents,  published  by  the  National  Society. 

The  check  list  is  the  fifth  in  a series  that 
includes  leaflets  dealing  with  safety  in  the 
home,  safety  of  the  elderly,  the  teenager  and 
the  school-age  child. 

Single  copies  of  the  parents  checklist  are 
free  from  the  National  Easter  Seal  Society 
for  Crippled  Children  and  Adults,  2023  West 
Ogden  Avenue,  Chicago,  Illinois  60612,  or 
your  local  Easter  Seal  Society. 


Wyeth  promotes 

John  F.  Carson  has  been  appointed  divi- 
sional sales  manager  in  Chicago,  Illinois,  for 
Wyeth  Laboratories,  it  has  been  announced 
by  L.  J.  Hymel,  vice  president,  sales  and 
promotion. 


Grant  to  cancer  society 

The  American  Cancer  Society’s  Research 
Program  received  another  “shot  in  the  arm” 
through  a new  $17,794  grant  from  its  Na- 
tional Research  Committee  according  to  Dr. 
Max  Raines,  President  of  the  Nebraska  Di- 
vision. 

Dr.  Raines  said,  “The  grant  is  to  Dr.  Wil- 
liam Lij  insky.  Department  of  Bio-Chemistry 
at  the  Eppley  Institute  for  research  in  can- 
cer for  his  studies  of  interaction  of  N-nitroso 
compounds  with  nucleic  acids. 


To  a collection  agency? 

What  is  the  extent  of  the  physician’s 
ethical  responsibilities  in  referring  a delin- 
quent account  to  a collection  agency? 

According  to  an  opinion  adopted  by  the 
American  Medical  Association’s  Judicial 
Council  in  November,  1968,  the  physician — 
before  referring  any  account  to  a collection 
agency  — should  give  due  consideration  to 
the  patient’s  ability  to  pay. 

The  physician  should  not  utilize  the  serv- 
ices of  a collection  agency  whose  tactics 


and  methods  of  collection  might  bring  the 
medical  profession  into  disrepute.  Under 
no  circumstances  may  he  “sell”  his  delin- 
quent accounts  to  a collection  agency.  In 
addition,  the  physician  may  not  enter  into 
any  arrangement  where  he  would  lose  com- 
plete control  of  the  delinquent  account  or 
the  method  of  its  collection. 


Half-million  to  RMP 

A grant  of  $511,206  for  fiscal  1969  has 
been  awarded  to  the  Nebraska-South  Dakota 
Regional  Medical  Program  by  the  U.S.  De- 
partment of  Health,  Education  and  Welfare. 

More  than  $100,000  of  the  approved  funds 
has  been  earmarked  for  the  Intensive  Coro- 
nary Care  Training  and  Audiovisual  Con- 
tinuing Education  Projects. 


Rural  health 

Philadelphia  has  been  chosen  as  the  host 
city  for  the  22nd  National  Conference  on 
Rural  Health  to  be  held  March  21-22,  1969 
at  the  Philadelphia  Marriott  Motor  Hotel. 

The  meeting,  sponsored  by  the  American 
Medical  Association’s  Council  on  Rural 
Health,  will  feature  two  symposiums  — 
“Health  Manpower  for  the  Changing  Rural 
Community”  and  “Changing  Methods  in  De- 
livery of  Rural  Plealth  Care”  — as  well  as 
six  discussion  groups  and  the  presentation 
of  two  AM  A Youth  Awards  to  the  National 
4-H  Health  Winner  and  the  FFA  Chapter 
Farm  Safety  Winner.  This  year’s  theme 
is  “Meeting  Rural  Health  Needs  in  Our 
Changing  Time,”  and  the  program  is  accept- 
able for  ten  accredited  hours  by  the  Ameri- 
can Academy  of  General  Practice. 

Five  specific  purposes  of  the  Conference 
have  been  defined  as  follows: 

1.  To  provide  an  interchange  of  health 
information  among  Conference  par- 
ticipants. 

2.  To  develop  effective  planning  meth- 
ods for  community  health  services. 

3.  To  discuss  effective  ways  for  deliv- 
ery of  health  services  in  rural  areas. 
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4.  To  review  methods  for  efficient  utili- 
zation of  health  resources. 

5.  To  study  community  organization  for 
meeting  health  needs. 

Anyone  interested  in  attending  this  in- 
formative conference  may  secure  registra- 
tion and  program  details  from  the  AMA 
Council  on  Rural  Health,  535  North  Dear- 
born Street,  Chicago,  Illinois  60610. 

AMA  Biomedical  Research  Institute 

Distinguished  scientific  investigators  from 
the  United  States,  Europe,  and  parts  of 
Asia  will  participate  March  24  through  28 
in  the  first  annual  symposium  of  the  Ameri- 
can Medical  Association’s  Institute  for  Bio- 
medical Research. 

George  W.  Beadle,  Ph.D.,  Institute  direc- 
tor, said  the  subject  will  be  neurobiologj^ 
of  cerebellar  evolution  and  development. 
Sessions  will  be  held  in  the  Continental  Plaza 
Hotel,  Chicago. 

The  Institute,  dedicated  October  11,  1965, 
represents  AMA’s  initial  effort  at  sponsor- 
ing pure  research  — without  mandatory 
teaching  or  administrative  responsibilities, 
and  free  of  time  limitations  or  pre-deter- 
mined  objectives  — to  spur  advances  in 
medical  science.  It  is  financed  by  the  As- 
sociation through  gifts  made  to  the  AMA 
Education  and  Research  Foundation. 

The  symposium’s  central  theme  is  study 
of  evolution  of  the  cerebellum  over  some 
500  million  years,  including  efforts  to  point 
the  direction  of  future  research  in  this  field. 
Rodolfo  R.  Llinas,  M.D.,  Ph.D.,  has  coordi- 
nated planning  and  organization  of  the  pro- 
gram. 

Inquiries  may  be  directed  to  Dr.  Llinas, 
Institute  for  Biomedical  Research,  American 
Medical  Association,  535  North  Dearborn 
Street,  Chicago,  Illinois  60610. 

Accreditation 

A California  physician,  Reed  M.  Nesbit, 
M.D.,  of  Davis,  has  been  named  chairman  of 
the  Board  of  Commissioners  of  the  Joint 
Commission  on  Accreditation  of  Hospitals, 


according  to  John  D.  Porterfield,  M.D.,  di- 
rector of  JCAH. 

The  Joint  Commission  is  the  agency  prin- 
cipally charged  with  the  review  and  evalua- 
tion of  the  quality  of  hospital  service  in  the 
U.S.  Its  member  organizations  are  the 
American  Hospital  Association,  the  Ameri- 
can Medical  Association,  the  American  Col- 
lege of  Physicians,  and  the  American  College 
of  Surgeons.  Dr.  Nesbit  represents  the 
American  College  of  Surgeons. 

Vice-chairman  of  the  Board  of  Commis- 
sioners is  H.  Close  Hesseltine,  M.D.,  Chicago, 
who  represents  the  American  Medical  Asso- 
ciation. Wright  Adams,  M.D.,  Chicago,  rep- 
resenting the  American  College  of  Physi- 
cians, will  seiwe  as  treasurer,  while  Dr.  Por- 
terfield will  serve  as  Board  secretary. 

New  members  of  the  22-member  Board 
are  Jack  Masur,  M.D.,  Bethesda,  Md. ; Don- 
ald J.  Caseley,  M.D.,  Chicago;  and  David  B. 
Wilson,  M.D.,  Jackson,  Miss.,  all  represent- 
ing the  American  Hospital  Association;  and 
John  W.  Daake,  M.D.,  St.  Louis,  represent- 
ing the  American  Nursing  Home  Associa- 
tion. 

Other  members  of  the  Board  of  Commis- 
sioners, and  the  organizations  they  repre- 
sent, are : 

Amei-ican  College  of  Physicians:  Mar- 
shall N.  Fulton,  M.D.,  Providence,  R.I.,  re- 
appointed to  three-year  term;  and  John  A. 
Layne,  M.D.,  Great  Falls,  Mont. 

American  College  of  Surgeons:  Carl  P. 

Schlicke,  M.D.,  Spokane,  Wash.,  and  John 
I.  Brewer,  M.D.,  Chicago. 

American  Hospital  Association:  Philip 

D.  Bonnet,  M.D.,  Baltimore,  reappointed  to 
a three-year  term;  George  Graham,  M.D., 
Schenectady,  N.Y.;  George  E.  Cartmill,  De- 
troit, and  Rev.  John  J.  Humensky,  Ph.D., 
Lakewood,  Ohio.  Father  Humensky  will 
serve  as  the  first  at-large  member  of  the 
Board’s  Executive  Committee. 

American  Medical  Association:  Richard 

E.  Palmer,  M.D.,  Alexandria,  Va.,  and  Wil- 
liam B.  Hidebrand,  M.D.,  Menasha,  Wis., 
both  reappointed  to  three-year  terms;  L.  0. 
Simestad,  M.D.,  Osceola,  Wis.;  Burt  L. 
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Davis,  M.D.,  Palo  Alto,  Calif.;  Lester  H. 
Rudy,  M.D.,  Chicago,  and  Amos  N.  Johnson, 
M.D.,  Garland,  N.C. 

American  Association  of  Homes  for  the 
Aging:  Herbert  Shore,  Dallas,  reappointed 

to  a three-year  term. 

The  American  Nursing  Home  Association 
and  the  American  Association  of  Homes  for 
the  Aging  have  been  participating  members 
of  the  Joint  Commission  since  it  began  ac- 
crediting extended  care  facilities  in  1966. 


Nasal  Airway  Resistance  and  Effects  of 
Bronchodilator  Drugs  in  Expiratory  Air- 
flow Disorders  — B.  M.  Cohen  (New  Jer- 
sey College  of  Medicine,  Jersey  City).  Res- 
piration 26:35-46  (Jan)  1969. 

Nasal  resistance  was  calculated  by  the 
whole-body,  volume  displacement  plethysmo- 
graph,  and  by  electronic  posterior  rhinom- 
etry  for  25  patients  with  chronic  bronchitis 
or  pulmonary  emphysema  and  25  matched 
normal  subjects.  Ten  patients  entered  a 
double-blind  crossover  protocol  in  which  iso- 
proterenol aerosol,  phenylephrine  nasal 
drops,  and  the  respective  placebos  were  given 
in  four  therapeutic  combinations.  Mean 
values  for  lower  airways,  nasal  airways,  and 
total  resistances  were  significantly  higher  for 
the  patient  group,  although  respiratory  par- 
titioning was  unchanged.  Therapy  directed 
to  the  nasal  passages  alone  had  helpful  ef- 
fects in  lowering  the  abnormal  lower  and 
nasal  airway  resistances.  Nasal  respiratory 
dynamics  cannot  be  disregarded  in  the  con- 
sideration of  breathing  handicaps  or  in  the 
therapy  of  airways  disorders,  since  nasal 
respiratory  difficulty  may  aggravate  the 
condition  of  the  respiratory  tract  as  well  as 
patient’s  general  condition  to  a consider- 
able degree. 

Myocardial  Infarction  Following  Surgical 
Operations  — P.  R.  Hunter  et  al  (Sydney 
Hosp,  Sydney,  Australia).  Brit  Med  J 
4:725-728  (Dec  21)  1968. 

Attempts  to  determine  the  incidence  of 
postoperative  myocardial  damage  in  patients 


undergoing  surgical  operations  under  gen- 
eral anesthesia  have  given  widely  differing 
information  according  to  the  method  of 
assessment  used  and  the  selection  of  patients 
studied.  Of  141  randomly  selected  surgical 
patients,  35  years  old  or  more,  studied  pre- 
operatively,  followed  through  their  opera- 
tive procedures  and  re-assessed  several  days 
postoperative! y for  evidence  of  myocardial 
insult,  38%  were  found  to  have  preopera- 
tive clinical  evidence  of  heart  disease,  hyper- 
tension, or  diabetes;  45%  had  abnormal  pre- 
operative ECG  patterns.  Three  of  the  141 
patients  suffered  myocardial  infarctions 
during  or  within  36  hours  of  operation ; 
they  had  detectable  abnormality  preopera- 
tively,  but  all  three  postoperative  infarctions 
were  of  the  occult  type  in  patients  with 
minimal  postoperative  symptoms  and  would 
not  have  been  detected  in  the  normal  course 
of  events.  The  technique  used  for  deter- 
mining postoperative  myocardial  damage  in- 
cluded ECGs  and  serum  enzyme  patterns. 
Neither  ECGs  nor  enzyme  patterns  alone 
were  found  to  be  entirely  satisfactory  in 
establishing  a diagnosis.  A relationship 
existed  between  LDH  elevation  and  the 
field  of  operative  procedure. 


Laminar  Flow  for  Neurosurgical  Operating 
Room  — M.  Baldwin  and  D.  Fox  (NIH, 
Bethesda,  Md).  J Neurosurg  29:600-665 
(Dec)  1968. 

Application  of  the  laminar  crossflow  prin- 
ciple to  the  operating  room  produces  sig- 
nificant reduction  in  the  level  of  airborne 
contamination.  In  the  neurosurgical  depart- 
ment at  the  National  Institutes  of  Health, 
routine  air  sampling  during  neurosurgical 
procedures  has  shown  an  average  of  60  or- 
ganisms per  100  cc  ft  of  air.  The  laminar 
crossflow  ventilation  system  has  shown 
levels  of  airborne  contamination  of  less  than 
five  organisms/100  cc  ft  of  air,  without 
altering  any  of  the  typical  routines  and  pro- 
cedures of  the  neurosurgical  team.  The  use 
of  extensive  gowning  and  draping  does  not 
appear  to  reduce  the  levels  of  airborn  con- 
tamination in  the  sterile  field  of  laminar 
crossflow  operating  room.  Reduction  of 
gowning  and  draping  may  be  possible  with- 
out any  reduction  in  aseptic  standards. 
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While  Making  Rounds 


1.  The  Doctor’s  Dictionary. 

a.  PERLA 

b.  SET 

c.  LAP 

d.  GET 

e.  DE 

(Answers  on  page  190). 

2.  Quote  Unquote. 

“Good  medicine  always  tastes  bitter.” 

— Confucius 


“Few  physicians  live  well.” 

— Camden 


“It  is  part  of  a cure  to  wish  to  be 
cured.” 


— Seneca 


“Woman’s  intuition  is  the  result  of 
millions  of  years  of  not  thinking.” 

— Rupert  Hughes 

“He  that  hath  but  one  eye,  must  be 
afraid  to  lose  it.” 

— Herbert 


3.  Words  We  Can  Do  Without. 
Umbilicated 
Erratum 
Reprise 
Minimal 
Ad  hoc 


4.  Our  Own  Monthly  Statistical  Report. 

New  York  hospitals  now  charge  more 
than  $100  a day  for  room  and  board. 

5.  Anniversary  Time. 

March  24,  1882. 

Discovery  of  tubercle  bacillus  an- 
nounced by  Koch. 

6.  Disease  Of  The  Month. 

“Sick  sinus  syndrome.” 


7.  How  Interesting. 

It  has  been  suggested  that  da  Vinci’s 
“Mona  Lisa”  has  alopecia,  and  that 
Rodin’s  “Thinker”  has  bunions. 

8.  Poetry. 

TERMINAL  CASE 

The  room  redolent  of  memory  of  roses. 

She,  fragrant  vestigial  of  former 
flower. 

Sitting,  dusk-blurred,  in  covertly 
calm  poses. 

We  spoke  slowly,  knowing  the 
lateness  of  the  hour. 

— Robert  Quinn,  M.D. 


9.  Who? 

Who  first  said  “dementia  praecox?” 
Kraepelin 

10.  Why  Do  We? 

Why  do  we  say  essential  hypertension? 
EH  is  oui  nomination  for  removel 
from  the  dictionary.  There  used  to 
be  an  essential  anemia,  too. 

11.  Curiosity  Corner. 

The  death  rate  of  anesthesia  is  100%  ; 
everybody  who  has  ever  had  an  anes- 
thetic is  dead  or  is  going  to  die. 

— R.O.G. 


12. 


Lines  To  Practice  By. 

The  physician’s  best  remedy  is  Tincture 
of  Time. 

— Schick 


13.  Why  Does  Medicine  Cost  So  Much? 

The  Congress  has  voted  to  change  the 
President’s  salary  from  $100,000  to 
$200,000.  Congressional  salaries 
went  from  $30,000  to  $42,500;  cabi- 
net members  were  raised  from  $35,- 
000  to  $60,000. 

— F.C. 
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FEATURES 


Doctors  Make  News 


Doctor  Frank  Cole,  Lincoln,  was  elected 
President-elect  of  the  Nebraska  Chapter  of 
the  American  Medical  Writers  Association 
at  its  Annual  Banquet  Meeting-  in  Omaha, 
February  5,  1969. 

Doctor  Stanley  F.  Nabity,  Grand  Island, 
has  been  re-elected  to  active  membership  in 
the  American  Academy  of  General  Practice. 

Doctor  Donald  J.  Bucholz,  Omaha,  has 
been  named  President  of  the  Omaha  City- 
County  Health  Board. 

Doctor  James  C.  Maly,  Fullerton,  was  a 
guest  speaker  at  a recent  meeting  of  the 
Harvard  Lions  Club. 

Doctor  J.  B.  Redfield,  North  Platte,  re- 
cently received  a certificate  of  appreciation 
from  the  United  States  Selective  Service  for 
20  years  service. 

Doctor  and  Mrs.  William  C.  Kenner,  Ne- 
braska City,  sailed  aboard  the  Matson  Lines 
SS  Montery  for  the  South  Pacific  on  a 42- 
day  cruise. 

Doctor  Joseph  C.  Scott,  Jr.,  of  the  Depart- 
ment of  Obstetrics  and  Gynecology  at  the 
University  of  Nebraska  College  of  Medicine, 
will  be  installed  as  a Fellow  of  The  American 
College  of  Obstetricians  and  Gynecologists 
at  its  Annual  Meeting,  April  28-May  1,  1969, 
in  Bal  Harbour,  Florida. 


Cigarette  Smoking : Its  Relationship  to  Coro- 
nary Heart  Disease  and  Related  Risk  Fac- 
tors in  Western  Collaboration  Group 
Study  — C.  D.  Jenkins,  R.  H.  Rosenman, 
and  S.  J.  Zyzanski  (School  of  Public 
Health,  Chapel  Hill,  NC).  Circulation  38: 
1140-1155  (Dec)  1968. 

In  a 41/^  year  prospective  epidemiological 
study  of  over  3,000  employed  men  39  to  59 
years  of  age,  incidence  of  coronary  heart  dis- 
ease (CHD)  was  significantly  associated 
both  with  current  and  former  cigarette  us- 


age. More  specifically,  this  association 
was  strong  for  men  suffering  symptomatic 
and  fatal  myocardial  infarction  but  was  in- 
significant for  men  sustaining  silent  myo- 
cardial infarction  or  angina  pectoris  only. 
The  association  was  much  stronger  in  young- 
er- than  older-age  groups.  Altered  risk  of 
CHD  was  not  found  in  pipe  or  cigar  smokers. 
Cigarette  habits  at  intake  were  associated 
with  elevated  serum  lipids  and  differences 
in  other  risk  variables,  but  when  these  were 
controlled  statistically  the  smoking/CHD 
associations  remained.  Cigarette/CHD  re- 
lationship was  studied  further  in  men  with 
and  without  the  coronary  - prone  behavior 
pattern  (type  A).  In  the  ages  39  to  49 
years  the  increased  risk  of  CHD  associated 
with  moderate  and  heavy  cigarette  smoking 
occurred  in  type  A behavior  pattern. 


Effect  of  Oral  Contraceptives  on  Glucose 
Metabolism  — M.  B.  Taylor  and  M.  B.  Kass 
(Michael  Reese  Hosp,  Chicago).  Amer 
J.  Obstet  Gynec  102:1035-1038  (Dec  1) 
1968. 

The  authors  followed  21  selected  patients 
with  glucose  tolerance  tests  before  and  dur- 
ing treatment  with  oral  norethynodrel-mes- 
tranol.  Fasting,  one-  and  two-hour  levels 
were  obtained  on  days  15  and  30  of  a pre- 
treatment month  and  during  the  first,  sixth, 
and  twelfth  months  of  therapy.  Except  for 
four  patients  who  showed  initial  abnormali- 
ties, there  were  only  two  patients  with 
transient  abnormalities  in  the  glucose  toler- 
ance test.  The  transient  abnormalities  did 
not  recur  in  subsequent  months.  With  the 
dosage  of  norethynodrel-mestranol  em- 
ployed, there  were  no  significant  differences 
or  trends  between  pretreatment  and  treat- 
ment values  as  indicated  by  comparison  of 
rates  of  absorption  and  of  metabolism  of  glu- 
cose. No  significant  difference  in  glucose 
metabolism  was  found  between  representa- 
tive proliferative  and  secretory  phases  of 
the  cycle. 
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Ifs  New 


Counting  isotope-labeled  samples 

Nuclear-Chicago,  a subsidiary  of  G.  D. 
Searle  & Co.,  has  introduced  the  Mark  II 
series  of  Liquid  Scintillation  Systems 
which,  for  the  first  time,  can  be  programmed 
for  as  many  as  a dozen  simultaneous  experi- 
ments in  the  counting  of  isotope-labeled  tis- 
sue samples. 

Because  of  this  flexibility,  Mark  II  can 
meet  a greater  range  of  laboratory  needs, 
and  thus  help  speed  up  research  in  life 
sciences  including  investigations  of  cancer 
and  other  diseases. 

Mark  II  has  the  capacity  to  analyze  300 
single-labeled,  dual-labeled  or  inter-mixed 
samples  of  soft  beat-emitting  radioisotopes 
such  as  carbon-14  and  tritium.  To  match 
the  requirements  of  individual  experiments, 
the  system  can  be  programmed  for  up  to 
12  sets  of  precision  counting  conditions. 

Equipment  included  in  the  basic  unit  is 
an  automatic  sample  changer  with  controlled 
temperature  cooling  and  automatic  defrost- 
ing, sample  changer  controller,  two  inde- 
pendent pushbutton  analyzer  channels,  two- 
scaler  timer  with  visual  readout,  external 
standardization,  and  an  automatic  lister  for 
data  printout. 

Because  the  Mark  II  is  a modular  system, 
the  unit  can  be  specified  or  upgraded  to  in- 
clude additional  optional  equipment.  This 
includes : 

— three  analyzer  channels  with  push- 
button and  selector  switches  for  manual 
isotope  range  and  discriminator  level 
control 

— automatic  self-calibration  module  to  in- 
sure long-term  stability  of  system  set- 
tings 

— three  scaler  timer  for  complete  monitor- 
ing and  count  control  facilities 

— independent  pushbutton  standardization 
module 

A wide  range  of  readout  accessories  — 
automatic  electric  typewriter,  teletype,  sole- 


noid deck  for  IBM  card  key  punch,  and  com- 
puter calculators  — is  offered.  Also  avail- 
able is  a flow-cell  adapter  for  dynamic  liquid 
radiochromatography. 

Further  information  may  be  obtained 
from  Box  ALS-200,  Nuclear-Chicago  Cor- 
poration, 2000  Nuclear  Drive,  Des  Plaines, 
Illinois  60018. 


Gastroenterostomy  and  Vagotomy  in  Treat- 
ment of  Duodenal  Ulcer  Disease  — W.  R. 

Grafe,  W.  J.  Loehr,  and  B.  Thorbjamar- 
son  (525  E 68th  St,  New  York).  Ann 
Surg  168:966-970  (Dec)  1968. 

Results  of  gastroenterostomy  and  vagoto- 
my performed  for  peptic  ulcer  disease  in  110 
patients  are  reviewed.  Patients  were  fol- 
lowed from  2 to  18  years  with  an  average 
follow-up  of  56  months.  Mortality  was 
0.91%  and  morbidity  was  14.5%.  An  ex- 
cellent result  was  obtained  in  68%,  a good 
result  in  24%,  and  an  unsatisfactory  result 
in  8%.  Recurrent  ulceration  developed  in 
7.3%.  Mild  dumping  syndrome  occurred  in 
7%.  Gastroenterostomy  and  vagotomy  may 
be  accomplished  with  satisfactory  results  in 
certain  cases  of  duodenal  ulcer  disease  with 
specific  contraindications  to  gastric  resec- 
tion. 


X-ray  Therapy  for  Acute  Pancreatitis  — V. 

Wachtfeidl  and  M.  Vitez  (Karlovy  Vary, 
Czechoslovakia).  Amer  J Surg  116:853- 
867  (Dec)  1968. 

Ninety-six  patients  with  acute  pancreatitis 
were  treated  by  x-ray  therapy.  A review  of 
the  literature  and  the  etiology,  pathology, 
and  diagnosis  of  the  disease  are  presented. 
X-ray  therapy  was  found  to  reduce  mortal- 
ity, mitigate  and  shorten  the  course  of  the 
disease,  and  simplify  the  treatment.  Inj  uries 
which  could  be  attributed  to  irradiation  were 
not  found. 
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Down  Memory  Lane 


1.  It  is  a very  serious  matter  when  we 
have  to  suddenly  scurry  around  to  watch  our 
interests  at  Lincoln  every  time  the  legis- 
lators meet. 

2.  The  very  watchword  in  modern  oper- 
ating rooms  was  “begin  clean,  keep  clean, 
do  anything,  and  spell  success.” 

3.  At  the  present  time  there  is  appear- 
ing in  literature  numerous  articles  concern- 
ing fractures. 

4.  All  sore  throats  are  not  sore  tonsils 
and  these  throats  are  invariably  made  worse 
by  tonsillectomy. 

5.  In  Chicago  where  the  schools  were  not 
closed  the  incidence  of  influenza  was  no 
greater  than  it  was  in  other  large  cities 
where  the  schools  were  closed. 

6.  Whenever  one  meets  a protracted  and 
progressive  vertigo,  one  should  always  con- 
sider the  possibility  of  brain  tumor. 

7.  During  the  war  many  county  societies 
abandoned  regular  meetings. 

8.  In  these  times  of  high  prices  there  is 
a matter  of  interest  to  many  medical  men 
that  seems  to  have  escaped  public  discussion 
to  date.  This  matter  is  the  price  paid  for 
making  old  line  insurance  examinations. 

9.  If  Army  service  has  afforded  some  spe- 
cial training  and  has  fitted  the  medical  man 
to  do  better  work  or  work  of  a special 
character,  the  home  community  can  be  made 
to  benefit  by  this  added  skill  and  will  un- 
doubtedly reciprocate. 

10.  War  wounds  were  all  infected. 

11.  Bone  surgery  is  one  branch  of  sur- 
gery in  which  the  surgeon  must  be  patient. 

12.  Why  should  one  be  subjected  to  sub- 
sequent unnecessary  complication  which 
follow  a surgical  procedure  for  the  sake  of 
advertising  the  surgeon  on  the  manner  of 
quickness  in  which  his  cases  are  allowed  to 
leave  the  bed? 

Nebraska  State  Medical  Journal 
March,  1919 


Treatment  of  Thyrotoxicosis  With  Ionizing 
Radiation  — J.  R.  Philp  et  al  (J.  Crooks, 
Dept  of  Therapeutics  and  Pharmacology, 
Univ  Medical  Bldg,  Aberdeen,  Scotland). 
Lancet  2:1307-1309  (Dec  21)  1968. 

Because  of  the  disadvantages  of  conven- 
tional treatment  of  thyrotoxicosis  with  ^^^I, 
two  alteiTiative  methods  of  radiation  ther- 
apy were  assessed.  One  group  of  patients 
received  a dose  of  calculated  to  deliver 
2,400  rads  to  the  thyroid,  and  a second  group 
was  treated  by  external  radiation  from  a 
*^®Co  source,  with  doses  of  115  to  900  rads. 
In  the  28  patients  treated  by  external  radi- 
ation followed  by  antithyroid  drug  treat- 
ment, 25  relapsed  soon  after  antithyroid 
drugs  were  withdrawn.  There  is  no  place  for 
external  irradiation  in  the  treatment  of 
thyrotoxicosis.  Of  the  30  patients  treated 
with  only  11  were  euth3a’oid  two  to 
three  years  later.  Persistent  hyperthyroid- 
ism, relapse,  and  hypothyroidism  occurred 
in  the  remainder.  Therefore,  it  is  impossible 
to  achieve  a predictable  “radiation  partial 
thyroidectomy”  with  radioactive  iodine,  and 
doses  sufficient  to  reduce  thyroid  function  to 
normal  will  result  in  a significant  risk  of 
eventual  thyroid  failure.  The  best  compro- 
mise seems  to  be  that  which  attempts  to 
postpone  the  development  of  thyroid  failure 
beyond  the  patient’s  life  expectancy. 

Seat-Belt  Injuries  — J.  B.  Hamilton  (Lurgan 
and  Portadown  Hosp,  Lurgan,  County 
Armagh,  Northern  Ireland).  Brit  Med  J 
4:485-486  (Nov  23)  1968. 

Four  cases  are  reported  of  drivers  and 
front-seat  passengers  of  two  cars  in  head- 
on  collision.  All  wore  lap  and  diagonal  safe- 
ty belts.  Three  had  abdominal  injuries,  in- 
cluding visceral  rupture,  and  two  had  flexion- 
compression  injuries  of  the  cervical  spine. 
Diagnosis  of  visceral  rupture  was  delayed 
up  to  four  days.  The  difficulty  of  diagnosis 
and  frequent  necessity  for  laparotomy  are 
stressed. 
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Our  Medical  Schools 


The  future  of  medicine 

A blue  ribbon  panel  of  distinguished 
American  scientists  and  physicians  will  par- 
ticipate in  a day-long  program  on  the  Fu- 
ture of  Medicine  at  the  University  of  Ne- 
braska Medical  Center  campus  in  Omaha, 
April  18,  1969. 

The  event  is  a part  of  the  over-all  Univer- 
sity’s centennial  observance,  which  is  be- 
ing conducted  in  a variety  of  ways. 

One  of  the  highlights  of  the  April  18 
celebration  on  the  Omaha  campus  will  be  the 
dedication  of  the  Medical  Center’s  new  hos- 
pital and  the  new  basic  sciences  building. 

The  speakers  at  the  dedication  of  the  two 
buildings  will  be  Secretary  of  Agriculture 
Clifford  Hardin,  former  University  of  Ne- 
braska chancellor,  and  Governor  Norbert 
Tiemann. 

The  Future  of  Medicine  speakers,  who  will 
present  their  talks  in  the  new  Basic  Sci- 
ences building  ampitheater,  include : 

Dr.  John  Millis,  chancellor  of  Case-West- 
ern Reserve  University.  Dr.  Millis  will  dis- 
cuss “The  Consumer.’’ 

Dr.  Dwight  Wilbur,  president  of  the 
American  Medical  Association.  Dr.  Wilbur 
will  talk  on  “The  Profession.” 

Dr.  Carruth  Wagner,  assistant  surgeon 
general  for  the  Department  of  Health,  Edu- 
cation and  Welfare.  Dr.  Wagner  will  dis- 
cuss “Health  Services.” 

Dr.  John  Russell,  president  of  the  Markle 
Foundation.  Dr.  Russell  will  discuss  “The 
Private  Sector.” 

Dr.  Stanley  Olson,  director  of  the  division 
of  Regional  Medical  Progi’ams  for  the  De- 
partment of  Health,  Education  and  Welfare. 
Dr.  Olson  will  discuss  “The  Federal  Govern- 
ment.” 

Dr.  George  Beadle,  Nobel  Laureate,  direc- 
tor of  the  Institute  for  Biomedical  Research 
of  the  American  Medical  Association  and 
President  Emeritus  and  professor  of  biology 


at  the  University  of  Chicago.  Dr.  Beadle 
will  talk  on  “Research.” 

A Centennial  Banquet  sponsored  by  the 
Medical  Center  and  the  Omaha  Chamber  of 
Commerce  will  climax  the  day’s  activities. 
This  event  will  be  held  at  Ak-Sar-Ben  Hall 
and  an  attendance  of  nearly  a thousand  per- 
sons is  expected. 

The  speaker  foi-  the  evening  banquet  will 
be  a distinguished  American  possibly  of 
cabinet  level  (or  higher?). 


Creighton  U.  has  new  facilities 

Creighton  University  School  of  Medicine 
hopes  to  move  its  medical  clinic  to  newer 
and  expanded  facilities  in  March,  1969,  ac- 
cording to  Dr.  Joseph  Holthaus,  Associate 
Dean  of  the  Creighton  School  of  Medicine 
and  Director  of  the  Clinic. 

The  new  facilities,  now  being  remodeled, 
are  in  the  five-story  residence  hall  which 
formerly  seiwed  St.  Catherine’s  School  of 
Nursing.  The  10-year-old  building  is  locat- 
ed at  Ninth  Street  and  Forest  Avenue,  Oma- 
ha. 

The  move  will  mark  the  end  of  Creigh- 
ton’s Medical  School  operation  at  14th  and 
Davenport  Streets,  where  it  had  been  lo- 
cated since  1892.  Classroom,  research,  and 
administrative  operations  were  moved  from 
the  downtown  location  to  Creighton’s  main 
campus  as  Unit  I and  Unit  II  of  the  Dr. 
C.  C.  and  Mabel  L.  Criss  Medical  Center 
w ere  constructed.  School  of  Pharmacy 
classes  will  continue  at  14th  and  Davenport 
until  the  end  of  the  current  school  year,  when 
they  will  be  moved  to  a temporary  location 
on  the  main  campus. 

The  medical  and  pharmacy  school  build- 
ings at  14th  and  Davenport  are  to  be  vacated 
by  July  1 and  will  be  razed  for  Interstate 
construction. 

The  expanded  space  in  the  new  facilities 
will  enable  the  Creighton  University  School 
of  Medicine  to  offer  greater  services  to  the 
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Omaha  community,  Dr.  Holthaus  pointed 
out.  He  said  that  it  is  difficult  to  estimate 
how  much  more  space  the  new  facilities 
will  offer  since  the  present  facilities  are 
laid  out  in  a very  irregular  pattern. 

The  clinic  director  stressed  that  it  is  ex- 
pected that  all  major  clinics  will  be  held 
every  day  rather  than  only  on  certain  days 
of  the  week  as  they  are  now  scheduled.  He 
said  that  it  is  hoped  that  night  hours  which 
are  now  limited  to  the  pediatrics  clinic  will 
be  expanded  to  include  other  areas.  “Many 
of  our  patients  are  paid  by  the  hour,”  Dr. 
Holthaus  pointed  out.  “If  they  must  take 
time  from  work  to  come  to  the  clinic  for 
medical  care  or  to  bring  a member  of  their 
family  to  the  clinic,  the  loss  of  pay  can 
cause  quite  a financial  problem.  In  many 
cases  the  mother  is  the  sole  support  of  her 
family  and  simply  cannot  afford  to  be  ab- 
sent from  work.” 

Dr.  Holthaus  said  the  clinic  operation  at 
the  new  site  should  provide  further  con- 
venience for  patients  since  the  expanded  fa- 
cilities will  make  it  possible  for  physicians 
to  see  more  patients  and  thus  cut  down  on 
the  time  the  patient  has  to  wait  to  be  seen 
by  a physician.  The  waiting  time  before  a 
patient  gets  another  appointment  should  also 
be  less,  according  to  Dr.  Holthaus. 

The  clinic  director  said  that  most  of  the 
remodeling  for  the  new  clinic  quarters  in- 
volves partitioning  on  the  first  two  floors, 
and  work  to  accommodate  some  highly  tech- 
nical instruments.  One  instance  cited  was 
the  installation  of  an  x-ray  unit  which  will 
require  leading  of  the  walls.  The  clinic 
will  be  completely  self-sufficient.  Dr.  Holt- 
haus pointed  out,  with  its  own  x-ray  and 
laboratory  facilities  as  well  as  the  clinic 
pharmacy.  A lunch  area  for  employes  will 
also  be  located  in  the  building. 

Continuing  education 

One  of  the  courses  on  the  April  schedule 
of  the  continuing  education  department  of 
the  University  of  Nebraska  Medical  Center 
has  been  postponed. 

The  course  on  psychiatry  will  be  resched- 
uled. The  new  date  will  be  announced  when 


brochures  are  mailed  to  all  physicians  in 
Nebraska.  The  date  for  which  the  course 
was  originally  scheduled,  April  28  and  29, 
conflicted  with  the  annual  meeting  of  the 
Nebraska  State  Medical  Association. 

Recent  advances  in  the  management  of 
chronic  respiratory  diseases  will  be  held 
Wednesday  through  Friday,  April  9,  10  and 
11.  Guest  faculty  will  include  a team  from 
the  Mayo  Clinic  in  Rochester,  Minnesota; 
Dr.  Gerald  Gleich,  allergist,  and  Dr.  David 
E.  Dines,  of  the  chest  section.  Other  guests 
will  include  Dr.  Kaye  H.  Kilhurn,  associate 
professor  of  medicine  at  the  Duke  Univer- 
sity Medical  Center,  Durham,  North  Caro- 
lina, and  Dr.  George  N.  Bedell,  University 
of  Iowa  College  of  Medicine,  Iowa  City, 
Iowa. 

Registration  fee  of  $50  will  cover  three 
luncheons.  The  course  carries  18  hours 
of  credit  in  the  American  Academy  of  Gen- 
eral Practice.  The  sessions  will  be  conduct- 
ed in  the  auditorium  of  the  Nebraska  Psy- 
chiatric Institute  in  Omaha. 


CU  students  to  Israel 

Two  third-year  students  from  the  Creigh- 
ton University  School  of  Medicine  have 
been  selected  to  take  part  in  research  train- 
ing projects  in  Israel. 

Patrick  C.  Lowry  and  Timothy  M.  Schu- 
macher are  participating  in  projects  under 
the  direction  of  the  Hebrew  University  — 
Hadassah  Medical  School,  Jerusalem,  Israel. 
They  were  chosen  by  the  Association  of 
American  Medical  Colleges  as  recipients  of 
International  Fellowships  to  take  part  in 
the  projects.  Seventy-two  fellowships  were 
awarded  to  medical  students  throughout  the 
nation. 

Aims  of  the  projects  are  to  provide  Unit- 
ed States  medical  students  with  research 
training  in  medicine  and  medical  care  tech- 
niques unique  to  Israel.  Emphasis  will  be 
on  field  and  laboratory  work,  combined  with 
a suitable  degree  of  clinical  experience.  In 
addition  to  carrying  out  a specific  research 
project,  each  student  will  work  as  a medical 
clerk  on  the  hospital  wards  and  each  will 
have  the  opportunity  to  spend  one  week  at  a 
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kibbutz.  As  an  alternate  to  a week  at  a 
kibbutz,  or  as  an  added  experience,  students 
may  spend  a week  at  the  medical  center  of 
an  Arab  village. 

Lowry  and  Schumacher  left  Omaha  Jan. 
25  and  will  carry  out  their  study  and  re- 
search until  April  18.  This  will  serve  as  an 
elective  phase  of  their  medical  school  train- 
ing. Both  students  will  continue  their  clin- 
ical studies  at  the  Creighton  University 
School  of  Medicine  beginning  in  June. 

Cancer  detection  course 

A continuing  education  course  at  the  Uni- 
versity of  Nebraska  Medical  Center  which 
had  to  be  postponed  because  of  bad  weather 
in  January  has  been  rescheduled  for  Wed- 
nesday, April  2,  1969. 

Two  noted  cancer  clinicians  will  discuss  a 
new  screening  method  for  earlier  detection 
of  cancer  at  the  course  on  gastrointestinal 
blood  loss  and  cancer  detection. 

Dr.  Victor  Gilbertsen,  assistant  professor 
of  surgery  at  the  University  of  Minnesota 
Medical  Center,  heads  the  University’s  Can- 
cer Detection  Clinic,  which  has  examined 
over  12,000  apparently  healthy  individuals 
in  the  past  15  years. 

Dr.  Robert  S.  Nelson  of  the  M.  D.  Ander- 
son Hospital  at  Houston,  Texas,  has  pio- 
neered in  the  use  of  endoscopic  and  isotopic 
methods  of  detecting  gastrointestinal  cancer 
using  microprobes  to  pinpoint  tumor  loca- 
tions. 

Course  coordinators  are  Drs.  Frederick  F. 
Faustian  and  Henry  M.  Lemon,  professors 
of  internal  medicine  at  the  University  of 
Nebraska  Medical  Center. 

The  sessions  will  be  held  on  the  Omaha 
campus. 

Registration  fee  of  $20  includes  one  lunch- 
eon. The  course  carries  six  hours  of  AAGP 
credit. 


U of  N appoints 

The  University  of  Nebraska  Medical 
Center  announced  the  following  appoint- 
ments : 


Dr.  Sidney  S.  Mirvish,  associate  profes- 
sor of  biochemistry.  Dr.  Mirvish  has  been 
research  associate  at  the  Weizmann  Institute 
of  Science  in  Israel  since  1961.  He  was  a 
fellow  at  Hadassah  University  Medical 
School  in  Jerusalem  and  at  the  University 
of  Wisconsin.  He  received  his  bachelor’s 
and  master’s  degrees  from  the  University 
of  Capetown  and  his  Ph.D.  from  the  Uni- 
versity of  Cambridge. 

Dr.  Ulrich  Mohr,  senior  visiting  profes- 
sor in  pathology.  Dr.  Mohr  has  been  profes- 
sor and  assistant  director  of  the  Gennan 
Cancer  Research  Center  at  the  University 
of  Heidelberg  since  1964.  He  was  a special 
assistant  in  pathology  at  the  University  of 
Munich  in  1959  and  a special  assistant  in 
gynecology  in  1963.  Dr.  Mohr  received  his 
M.D.  from  the  University  of  Munich  Medi- 
cal College. 

Both  Drs.  Mirvish  and  Mohr  will  be  on 
the  staff  of  the  Center’s  Eppley  Institute  for 
Research  in  Cancer  and  Allied  Diseases. 

Miss  Leila  Green,  assistant  professor  of 
child  health  and  physical  therapist.  Miss 
Green  has  been  child  physical  therapist  at 
Central  Wisconsin  Colony  and  Training 
School  at  Madison  since  1966.  She  was  in- 
structor in  physical  therapy  at  the  Univer- 
sity of  Wisconsin  in  1965.  She  received  her 
bachelor’s  degree  from  George  Washington 
University  and  her  master’s  degree  from 
Marquette  University. 

Dr.  Richard  W.  Hammer,  assistant  pro- 
fessor of  pediatrics.  Dr.  Hammer  was  in 
private  practice  in  Des  Moines,  Iowa,  from 
1959  to  1965.  He  was  a Fellow  in  adoles- 
cent medicine  at  Children’s  Hospital,  Bos- 
ton, in  1966  and  a resident  in  pediatrics  at 
Raymond  Blank  Memorial  Hospital,  Des 
Moines,  Iowa.  He  earned  his  degrees  at  the 
University  of  Iowa. 

Dr.  Fred  Grossman,  instructor  in  urology. 
Dr.  Grossman  has  been  a resident  in  urology 
at  Philadelphia  General  Hospital  since  1965. 
He  was  a surgical  resident  at  Montefiore 
Hospital.  In  the  Bronx,  New  York.  He 
received  his  degrees  from  Temple  Univer- 
sity. 


188 


Nebraska  S.  M.  J. 


Our  Presidents 


JOHN  G.  BRAZER,  M.D. 
President  1968-1969 
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12. 


The  Funny  Bone 


1.  That’s  What  They  Said. 

“He  can’t  see  his  face  in  front  of  his 
hands.” 

2.  The  Oldest  Medical  Joke. 

“What’s  the  mortality  rate  here?” 

“Same  as  everywhere  else,  one  per 
person.” 

3.  How  Much  Do  You  Weigh? 

“Yesterday  it  was  153.” 

4.  Department  of  Definitions. 

Itch:  a nonpainful  pain. 

5.  Thoughts  While  Editing. 

“Do  you  have  trouble  making  up  your 
mind? 

“Well,  yes  and  no.” 


Q & A. 

Q:  “When  did  you  have  your  gallblad- 
der removed?” 

A:  “When  1 was  in  Arizona.” 

— F.C. 

ANSWERS  TO  “THE  DOCTOR’S 
DICTIONARY” 

a.  Pupils  equal,  react  to  light  and  accom- 
modation. 

b.  Skinfold  thickness. 

c.  Leukocyte  alkaline  phosphatase. 

d.  Gastric  emptying  time. 

e.  Dream  elements. 


6.  Do  You  Believe  It? 

We’ve  heard  our  heart-beat  at  night, 
with  head  on  pillow,  waiting  for 
sleep.  Now  an  investigator  heard 
his  heart-beat,  and  says  he  stopped 
it  (the  annoyance,  not  the  heart) 
by  having  his  hair  cut. 

7.  On  The  Chart. 

“The  Pen  Rose.” 

8.  Slow  Death  Of  The  English  Language. 

“It’s  heart-rendering.” 

9.  Pet  Peeve. 

“$3  million.” 

We  prefer  “three  million  dollars.” 
Anyway,  now  it’s  billion,  nobody 
talks  about  a million  dollars  any- 
more. 

10.  Remember? 

Penny  candy. 

11.  The  Surgeon’s  Cry. 

When  in  turmoil 

And  in  doubt. 

Run  in  circles. 

Scream  and  shout. 


Responsibility  of  Physicians  in  Off-the-Job 
Accident  Prevention  — N.  C.  Kiefer  (1285 
Avenue  of  the  Americas,  New  York). 
Arch  Environ  Health  18:63-66  (Jan)  1969. 

More  than  half  of  all  accidents  to  workers, 
and  74%  of  the  fatal  ones  occur  off  the 
job.  The  responsibilities  of  the  industrial 
physician  to  both  his  company  and  its  em- 
ployees and  also  to  the  community,  there- 
fore, must  certainly  include  aggressive  and 
imaginative  measures  to  prevent  accidents 
that  occur  outside  working  hours. 


Pulmonary  Embolism,  a Preventable  Compli- 
cation — M.  Atik  et  al  (Univ  of  Louisville 
School  of  Medicine,  Louisville).  Amer 
Surg  34:888-894  (Dec)  1968. 

In  a group  of  over  600  patients,  potential 
candidates  for  developing  pulmonary  em- 
bolism postsurgically,  given  dextran  pro- 
phylactically,  only  one  developed  the  disease. 
In  another  similar  group,  but  without  dex- 
tran administration,  56  developed  pulmon- 
ary embolism.  Dextran’s  ability  to  decrease 
platelet  stickiness  was  probably  a decisive 
factor  in  preventing  embolism. 
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Do  You  Remember? 


Stress  Incontinence  in  Genital  Prolapse  — J. 

J.  Mattelaer  (Jan  Breydellaan,  36,  St. 
Andries-Brugge,  Belgium),  R.  Maenhoudt, 
and  J.  Helewaut.  Urol  Int  23:561-569 
(Nov-Dec)  1968. 

Stress  incontinence  and  uterine  prolapse 
often  go  hand-in-hand.  Among  861  women 
with  prolapse,  there  were  339  with  stress 
incontinence  (39.3%).  Combined  therapy 
was  preferred.  Restoration  of  the  cervico- 
urethral  angle  is  essential  to  treatment.  By 
combining  the  vaginal  technique  with  supra- 
pubic cervicocystopexy,  better  results  (93%) 
were  achieved  than  with  isolated  procedures 
(88%  with  vaginal  technique  alone;  66% 
with  cervicocystopexy  alone),  as  evidenced 
in  this  large  group  of  patients. 


Child -Resistant  Containers  Can  Prevent  Poi- 
soning — R.  G.  Scherz,  G.  H.  Latham, 
and  C.  E.  Stracener  (Pediatric  Service, 
Madigan  General  Hosp,  Tacoma,  Washing- 
ton). Pediatrics  43:84-87  (Jan)  1969. 

During  the  period  May  1,  1967,  to  April 
30,  1968,  prescription  tablet  and  capsule 
medications  from  the  pharmacies  of  Madigan 


General  Hosp  and  McChord  Air  Force  Base 
were  dispensed  in  270,000  child  - resistant 
containers.  Poisonings  from  all  prescrip- 
tion medications  decreased  from  15.8  to  8.2 
poisonings  per  10,000  pediatric  outpatient 
visits.  The  most  significant  change  was  a 
90%  decrease  in  poisonings  due  to  prescrip- 
tion tablets  and  capsules  dispensed  in  plastic 
vials  originating  from  Madigan  and  McChord 
Air  Force  Base  pharmacies  during  the  test 
period.  Widespread  use  of  the  test  con- 
tainer may  significantly  reduce  accidental 
childhood  poisonings. 


Comparative  Cardiovascular  Effects  of  Gen- 
eral Anesthesia  for  Outpatient  Oral  Sur- 
gery — G.  D.  Allen  et  al  (Dept  of  Anes- 
thesiology, Univ  of  Washington,  Seattle). 
J Oral  Surg  26 :784-789  (Dec)  1968. 

Depression  of  cardiovascular  and  respira- 
tory values  continued  into  the  postoperative 
period  in  patients  who  received  anesthetic 
supplemented  by  thiopental.  The  prolonged 
depression  noted  with  thiopental  contraindi- 
cates its  use  as  the  sole  adjuvant  in  anes- 
thesia for  dental  outpatients. 
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GENERAL 


Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS— 
March  2 — Broken  Bow,  Elks  Lodge 
March  16  — North  Platte,  Elks  Lodge 
April  6 — Alliance,  Central  High  School 
Building 

April  20  — Ainsworth,  Elementary  Grade 
School 


AMERICAN  CANCER  SOCIETY  — World 
conference  on  cancer  of  the  uterus;  Jung 
Hotel,  New  Orleans,  Louisiana,  March 
2-5,  1969.  The  address  of  the  Nebraska 
Division  of  the  ACS  is  4201  Dodge  Street, 
Omaha,  Nebraska  68131. 

CURRENT  PROBLEMS  IN  ELECTRO- 
ENCEPHALOGRAPHY — March  13-15, 
1969;  Houston,  Texas;  sponsored  by  The 
American  Electroencephalographic  Soci- 
ety and  Baylor  University  College  of  Med- 
icine. Write  to:  Peter  Kellaway,  Baylor, 
University  College  of  Medicine,  Texas 
Medical  Center,  Houston,  Texas  77025. 


NATIONAL  MEDICOLEGAL  SYMPOSI- 
UM — Caesar’s  Palace,  Las  Vegas,  Ne- 
vada; jointly  sponsored  by  the  AMA  and 
the  American  Bar  Association,  March  13- 
15,  1969. 


22nd  NATIONAL  CONFERENCE  ON 
RURAL  HEALTH  — at  the  Philadelphia 
Marriot  Motor  Hotel,  Philadelphia,  Penn- 
sylvania; March  21  -22,  1969.  Write  to: 
Council  on  Rural  Health,  AMA,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610; 
attention:  Bond  L.  Bible,  Ph.D. 


MIDWEST  CANCER  CONFERENCE  — 
21st  Annual;  March  21  and  22,  1969; 
Broadview  Hotel;  Wichita,  Kansas.  The 
address  of  the  American  Cancer  Society, 
Kansas  Division,  is  824  Tyler  Street,  To- 
peka, Kansas  66612;  the  conference  chair- 
man is  Ernest  P.  Carreau,  M.D. 


LARYNGOLOGY  AND  BRONCHOESOPHA- 
GOLOGY  — Postgraduate  course;  con- 
ducted by  the  Department  of  Otolaryn- 
gology of  the  Illinois  Eye  and  Ear  Infirm- 
ary and  the  College  of  Medicine  of  the 
University  of  Illinois  at  the  Medical  Cen- 
ter; April  14  through  April  25,  1969. 
Write  to:  the  Department  of  Otolaryn- 
gology, College  of  Medicine,  University  of 
Illinois  at  the  Medical  Center,  P.  0.  Box 
6998,  Chicago,  Illinois  60680. 

NEBRASKA  ASSOCIATION  OF  MEDI- 
CAL ASSISTANTS  — Third  Annual  Con- 
vention, April  18,  19  and  20,  1969,  Elks 
Club  and  Holiday  Inn,  Norfolk,  Nebraska. 
Theme:  Professionalism  Through  Educa- 
tion. All  personnel  who  work  under  the 
direction  of  a physician  in  a medical  of- 
fice or  medical  laboratory  are  eligible  to 
attend.  Write  to  Dorothy  Wetzler,  Pub- 
licity Chairman,  812  South  5th  Street, 
Norfolk,  Nebraska  68701. 

NEBRASKA  STATE  MEDICAL  ASSO- 
CIATION — 101st  Annual  Session,  April 
28  - May  1,  inclusive,  Fontenelle  Hotel, 
Omaha,  Nebraska. 

FUN  NIGHT  — Tuesday,  April  29,  1969; 
Mediterranean  Cruise  aboard  the  S.S. 
Happy  Hollow;  presenting  Dick  Walters 
attractions;  continental  cuisine,  $15.00 
per  person. 

AMERICAN  CANCER  SOCIETY  — Na- 
tional conference  on  breast  cancer  for 
physicians  and  allied  scientists ; Shoreham 
Hotel,  Washington,  D.C.,  May  8,  9,  and 
10,  1969.  Write  to:  The  ACS,  Nebraska 
Division,  4201  Dodge  Street,  Omaha,  Ne- 
braska 68131. 

NATIONAL  SOCIETY  FOR  THE  PRE- 
VENTION OF  BLINDNESS  — Annual 
Conference,  May  14,  15,  and  16,  1969; 
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Pfister  Hotel,  Milwaukee,  Wisconsin.  The 
address  of  the  NSPB  is:  79  Madison  Ave- 
enue.  New  York,  N.Y.  10016. 

POSTGRADUATE  SEMINAR  — The  Med- 
ical Staff  of  Childrens  Memorial  Hospital, 
Omaha,  Nebraska,  announces  its  Ninth 
Annual  Postgraduate  Seminar  to  be  held 
May  16th  and  17th,  1969.  The  topic  is 
“Behavorial  Pediatrics.”  The  speakers 
will  be  James  G.  Hughes,  M.D.,  Professor 
and  Chairman  of  Pediatrics,  University 
of  Tennessee  School  of  Medicine,  Memphis, 
Tennessee,  and  Jerome  L.  Schulman,  M.D., 
Director  of  Child  Guidance  and  Child  De- 
velopment Clinics,  Children’s  Memorial 
Hospital,  Chicago,  Illinois.  Reservations 
may  be  made  with  and  further  informa- 
tion obtained  from:  Theodore  R.  Pfundt, 
M.D.,  Medical  Director,  Childrens  Memorial 
Hospital,  Omaha,  Nebraska  68105. 


AMERICAN  MEDICAL  ASSOCIATION’S 
118TH  ANNUAL  CONVENTION  — New 
York,  New  York,  July  13-17,  1969. 


AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE,  Nebraska  Chapter,  Annual 
Scientific  Meeting  — At  the  New  Tower 
Motel,  78th  and  Dodge  Street,  Omaha,  Ne- 
braska, September  18  and  19,  1969.  The 
Secretary  of  the  Nebraska  Chapter  of  the 
AAGP  is  John  A.  Brown,  M.D.,  1620  M 
Street,  Lincoln,  Nebraska  68508. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 
— 37th  Annual  Postgraduate  Assembly, 
November  3,  4 and  5,  1969.  Write  to: 
Director  of  Clinics,  1040  Medical  Arts 
Building,  Omaha  68102. 


;4uxcU€in^ 

Safety  and  disaster  preparedness 

How  many  Nebraskans  will  die  on  the 
Highway  in  1969?  What  can  we  do  to  help 
reduce  the  figures  of  this  major  problem 
in  1969? 


At  the  time  of  this  writing  (mid-Decem- 
ber), 13  people  have  been  killed  in  Nebraska 
this  year  while  operating  motorcycles  or 
scooters. 

In  the  1969  Legislature,  a bill  complying 
with  the  National  Highway  Safety  Stand- 
ard will  be  introduced.  This  includes  the 
following : 

— Operator  of  a motorcycle  passes  an  ex- 
amination and  holds  a license  specifical- 
ly issued  for  that  purpose. 

— Operator  wears  a safety  helmet  and 
eye  protection. 

— Passenger  wears  safety  helmet,  and  has 
a seat  and  footrest. 

— Motorcycle  is  equipped  with  a rear- 
view mirror. 

— Meets  the  state’s  inspection  require- 
ments. 

Misuse  of  alcohol  leads  to  at  least  50% 
of  the  439  traffic  deaths  on  our  Nebraska 
highways  to  date.  Chemical  test  specialists 
have  come  to  the  conclusion  that  no  one  is 
fit  to  drive  when  he  has  as  much  as  0.10% 
blood  alcohol  concentration  in  his  system. 
This  level  is  reached,  on  the  average,  by  a 
150  pound  person  drinking  an  amount  equal  to 
five  11/2  ounces  of  liquor  in  a one  hour  peri- 
od after  an  average  meal.  The  concentra- 
tion is  greater  and  is  reached  faster  in  the 
absence  of  food. 

In  the  1969  Legislature  a bill  will  be  in- 
troduced to  reduce  the  blood  alcohol  figure 
from  0.15%  to  0.10%. 

WRITE  YOUR  LEGISLATORS  AND 
GET  OTHERS  TO  WRITE  IN  SUPPORT 
OF  THESE  TWO  BILLS. 

Educate  Our  Teenagers  — You  didn’t  let 
him  cross  the  street  until  he  knew  how  — 
please  don’t  let  him  drive  until  he  knows 
how.  At  first  it  was  a case  of  watch-out- 
for-cars.  Now  it’s  a case  of  watch-the- 
r 0 a d,  watch-th e-other-driver,  watch-the- 
signs,  and  watch-your-own-driving  . . . every 
single  second.  Aside  from  parents,  high 
school  driver  training  is  the  best  watch 
maker  there  is.  Teenagers  who  take  these 
classes  average  half  as  many  accidents  and 
tickets  as  those  who  don’t. 
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Defensive  Driving  Course  — This  is 
taught  by  members  of  the  Highway  Safety 
Patrol.  You  could  organize  one  in  your 
locality. 

It  has  been  suggested  that  we  organize 
coffee  stops  for  travelers.  Check  with  your 
Chamber  of  Commerce  and  get  the  youth 
groups  to  work  with  you.  They  could  escort 
the  people  back  to  their  cars  and  remind 
them  to  fasten  their  seat  belts. 

Our  organization  is  a member  of  the  Ne- 
braska Women  for  Highway  Safety  and  has 
much  support  from  Governor  Norbert  Tie- 
mann.  The  following  are  major  causes  of 
accidents  in  Nebraska.  If  you  have  any  of 
these  in  your  area  — why  not  do  something 
about  it? 

— Obsolete  road  design 
— Poor  road  maintenance 
— Inadequate  signs  and  markings 
— Defaced  road  signs 
— Blind  intersections 
■ — ^Hidden  farm  access  roads 
— Slow  moving  vehicles 
— Speed  too  fast  for  conditions 

Action  in  local  community  groups  could 
greatly  relieve  these  problems.  Highway  ac- 
cidents cost  each  Nebraska  citizen  about 
$140  per  year,  yet  people  are  reluctant  to 
pay  even  $1  to  set  up  highway  safety  pro- 
grams. 

Besides  Highway  Safety,  there  are  other 
areas  for  safety. 

— School  Pedestrian  Safety 

Safe  routes  to  and  from  school,  caution 
signs  and  safe  pedestrian  crossings. 

— Poison  Control 

Protect  your  child  from  accidental  poi- 
sonings. Packet  from  Spokane  Poison 
Information  Center,  RI  7-4811;  Deacon- 
ess Hospital,  Spokane,  Washington 
99200. 

— GEMS  (Good  Emergency  Mother  Sub- 
stitute) 

Packet  contains  instructions  for  train- 
ing the  baby  sitter  in  proper  procedure 
and  also  gives  safety  suggestions  for  the 
parent.  (Good  Girl  Scout  program). 


— Bicycle  Safety  Program 

“We  don’t  drive  unsafe  cars,  let’s  don’t 
make  our  youngsters  ride  unsafe  bikes.’’ 

— Block  Mother  Plan 

A safe  place  for  children  to  stop  if  he 
or  she  is  in  trouble  going  to  or  from 
school. 

— Medical  Self-Help  Training  Course 
A 16-hour  free  course  designed  to  pre- 
pare people  to  meet  their  own  health 
needs  if  disaster  strikes  and  no  doctor 
is  available.  This  program  can  also  be 
incorporated  with  the  health  classes 
from  the  Senior  class  down  to  the  sev- 
enth grade.  Contact  the  Health  Depart- 
ment, State  Capitol  Building,  Lincoln, 
Nebraska. 

— Health  Education  Materials 

This  is  a catalog  in  booklet  form  put 
out  by  the  AMA.  You  will  find  listed 
individual  descriptions  of  the  pam- 
phlets, poster  sets,  books,  and  other 
health  education  materials  that  are 
available.  The  booklet  can  be  obtained 
from  AMA,  535  Dearborn  Street,  Chi- 
cago, Illinois  60610. 

Let’s  all  become  Interested  — Informed 
— Involved  and  make  the  area  in  which  we 
live,  a happier  and  safer  one  in  which  to 
live. 

Mrs.  Warren  Miller 
State  Chairman 
Safety  and  Disaster 
Preparedness 


Books 


Communicable  and  Infectious  Diseases  (6th  edi- 
tion) by  Franklin  H.  Top,  Sr.,  M.D.,  and  thirty- 
five  collaborators.  Published  in  September,  1968 
by  the  C.  V.  Mosby  Publishing  Company  of  St. 
Louis,  Missouri.  755  pages  (T'/a"  by  IOV2”)  with 
135  illustrations  and  15  color  plates.  Price  $28.50. 

The  editor  and  senior  author  of  this  standard 
reference  book  is  Professor  and  Head  of  the  De- 
partment of  Preventive  Medicine  and  Environmental 
Health  at  the  College  of  Medicine  of  the  University 
of  Iowa.  This  book  is  intended  as  a text  and 
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handy  reference  book  for  all  persons  whose  profes- 
sional duties  necessitate  contact  with  certain  com- 
municable diseases  and  infestations.  All  chapters 
in  this  current  edition  have  been  altered  in  keeping 
with  changes  that  have  taken  place  in  the  past  few 
years.  A chapter  on  toxoplasmosis  has  been  added, 
and  the  chapters  on  amebiasis  and  meningitis  have 
been  w’ritten  by  new'  authors. 

A notable  and  needed  addition  has  been  the  revi- 
sion of  nursing  procedures  for  many  of  the  clinical 
chapters. 

Few  texts  dealing  primarily  with  infectious  dis- 
eases are  available,  and  this  is  one  of  the  best. 


Synopsis  of  Surgery  by  Richard  D.  Liechty,  M.D., 
and  Robert  T.  Soper,  M.D.  Published  in  July, 
1968  by  the  C.  V.  Mosby  Publishing  Company  of 
St.  Louis,  Missouri.  1091  pages  (5"  by  8")  with 
346  illustrations.  Price  $12.50. 

Doctors  Liechty  and  Soper  both  hold  the  title 
of  Associate  Professor  of  Surgery  at  the  University 
of  Iowa  College  of  Medicine.  Assisted  by  nineteen 
contributors,  colleagues  at  the  University  of  Iowa, 
they  have  prepared  a book  intended  to  teach  the 
essentials  of  surgery  to  the  student  of  surgery 
whether  he  is  in  medical  school  or  many  years 
out  of  school. 

In  addition  to  the  chapters  dealing  with  specific 
organs  or  systems  are  included  the  following: 

a.  Wounds,  wound  healing,  and  drains 

b.  Fluids  and  electrolytes  — parenteral  fluid 
orders 

c.  Blood  coagulation  and  transfusion 

d.  Shock 

e.  Surgical  infections 

f.  Nutritional  care  of  patients 

g.  Preoperative  care 

h.  Anesthesia 

i.  Postoperative  care 

j.  Malignant  neoplasms 

k.  Plastic  surgery  and  transplantation  of  tissues 

l.  Care  of  the  acutely  injured  patient 

m.  Fractures 

n.  Orthopedics 
0.  Neurosurgery 
p.  Urology 


Handbook  of  Pediatric  Medical  Emergencies  (4th 
edition)  by  Charles  Varga,  M.D.  Published  in 
September,  1968,  by  the  C.  V.  Mosby  Publishing 
Company  of  St.  Louis,  Missouri.  694  pages  (7" 
by  10")  with  120  illustrations.  Price  $19.75. 

The  editor  of  this  standard  reference  book  is  an 
Associate  Clinical  Professor  of  Pediatrics  at  the 
University  of  Oregon  Medical  School.  Aided  by 
thirteen  other  authorities  he  has  prepared  an  up- 
to-date  edition  of  a book  that  has  for  many  years 
been  useful  and  popular. 

The  current  edition  contains  a lot  of  new  ma- 
terial concerning  pediatric  inhalation  therapy.  The 
chapter  on  poisoning  has  been  revised  and  rewrit- 
ten. Practicing  physicians,  medical  students,  in- 
terns and  residents  will  all  find  this  book  most  prac- 
tical. 


Atlas  of  Ear  Surgery  by  William  H.  Saunders,  M.D. 

and  Michael  M.  Paparella,  M.D.  Published  in 

September,  1968  by  the  C.  V.  Mosby  Publishing 

Co.  of  St.  Louis,  Mo.  363  pages  (9"  by  11 '/z") 

with  163  plates  of  illustrations.  Price  $27.50. 

Doctor  Saunders  is  Professor  and  Chairman  of 
the  Department  of  Otolaryngology  at  The  Ohio 
State  University  College  of  Medicine  in  Columbus, 
Ohio.  Doctor  Paparella  is  Professor  and  Chair- 
man of  the  Department  of  Otolaiyngology  at  the 
University  of  Minnesota  School  of  Medicine  in 
Minneapolis,  Minnesota.  They  have  prepared  a 
book  primarily  intended  to  serve  as  an  illustrated 
guide  for  residents  and  graduates  in  otolaryngology 
who  may  wish  a reference  on  techniques  in  otologic 
surgery.  It  will  also  serve  as  a convenient  refer- 
ence for  other  physicians  and  colleagues  interested 
in  the  current  status  of  otologic  surgery.  Chapter 
headings  include  the  following: 

1.  Chronologic  outline  of  the  development  of 
otology 

2.  Dissection  of  the  temporal  bone 

3.  Principles  of  preoperative,  operative,  and 
postoperative  care 

4.  Surgery  for  cosmetic  and  reconstructive  pur- 
poses 

5.  Surgery  for  neoplasms  and  cysts  of  the  ear 

6.  Surgery  for  infections  of  the  ear 

7.  Surgery  for  Meniere’s  disease 

8.  Surgery  for  facial  nerve  paralysis 

9.  Surgery  for  conductive  deafness 


Practical  Psychiatry  for  the  Internist  by  Douglas 
Goldman,  M.D.  and  George  A.  Ulett,  M.D.  Pub- 
lished in  September,  1968,  by  the  C.  V.  Mosby 
Publishing  Company  of  St.  Louis,  Missouri.  168 
pages  (7"  by  10").  Price  $9.85. 

Doctor  Goldman  is  an  Assistant  Clinical  Profes- 
sor in  the  Department  of  Psychiatry  at  the  Univer- 
sity of  Clinical  College  of  Medicine  in  Cincinnati, 
Ohio.  Doctor  Ulett  is  Professor  and  Chairman  of 
the  Department  of  Psychiatry  at  the  University  of 
Missouri  School  of  Medicine,  Missouri  Institute  of 
Psychiatiy,  St.  Louis,  Missouri. 

They  have  written  a book  w'hose  purpose  is  to 
improve  the  internist’s  and  general  practitioner’s 
sense  of  security  in  dealing  with  emotional  and 
psychologic  manifestations,  overt  and  covert.  Their 
presentation  of  the  subject  matter  pui-posely  avoids 
all  psychiatric  jargon.  Believing  that  psychiatric 
skills  are  necessarily  exercised  in  all  effective 
medical  practice,  they  have  tried  to  make  the  knowl- 
edge and  principles  of  psychiati’ic  action  attractive 
and  familiar  to  the  reader.  Not  all  possible  ill- 
nesses and  situations  could  possibly  be  included,  but 
the  authors  have  established  the  broad  principles  of 
approach. 


The  Complete  Psychiatrist : The  Achievements  of 
Paul  H.  Hoch,  M.D.,  edited  by  Nolan  D.  C.  Lewis, 
M.D.  and  Margaret  O.  Strahl,  M.D.  742  pages. 
LC  No.  68-19532.  $10.00.  Publication  date; 

Oct.  30,  1968. 

A “complete”  psychiatrist  w'ould  be  one  who  was 
active  and  effective  in  the  many  areas  of  his  pro- 
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fessional  concern  — research,  treatment,  teaching, 
and  administration  of  mental  health  programs. 
Such  a man  was  Dr.  Paul  H.  Hoch,  and  the  record  of 
his  accomplishments  published  on  October  30  by 
State  University  of  New  York  Press  is  appropriate- 
ly entitled  The  Complete  Psychiatrist:  The  Achieve- 
ments of  Paul  H.  Hoch,  M.D.  ($10.00). 

At  the  time  of  his  death  in  1964,  Dr.  Hoch  was 
Commissioner  of  the  New  York  State  Department 
of  Mental  Hygiene.  He  was  originally  appointed 
to  the  post  by  Govemor  Averell  Harriman  in  1955, 
and  so  effective  was  his  performance  that  when  the 
Republicans  came  to  power  in  Albany  in  1959  he 
was  reappointed  to  the  post  by  the  new  Gover- 
nor Nelson  A.  Rockefeller.  With  such  bipartisan 
support.  Dr.  Hoch  built  the  program  that  has  made 
New  York  pre-eminent  in  the  field  of  public  mental 
health  services. 

Born  in  Hungary,  Dr.  Hoch  received  his  medical 
training  in  Germany  and  emigrated  to  the  United 
States  in  the  early  1930’s.  There  followed  clinical 
work  at  the  Manhattan  State  Hospital,  the  Psychi- 
atric Clinic  of  the  Hospital  of  Joint  Diseases  and, 
during  the  war,  as  Chief  Medical  Officer  for  war 
neuroses  at  Gladstone,  New  Jersey,  and  with  the 
U.  S.  Public  Health  Seiwice.  He  then  branched 
out  into  research  work  and  teaching  at  the  New 
York  State  Psychiatric  Institute  where  he  rose 
to  the  post  of  Principal  Psychiatrist  in  the  De- 
partment of  Experimental  Psychiatry,  and  at  the 
Columbia  Medical  School  where  he  rose  to  full  Pro- 
fessor. 

His  major  areas  of  research,  on  which  he  pub- 
lished numerous  papers,  were  in  schizophrenia  and 
war  neuroses  and  their  treatment.  He  did  important 
work  in  electric  shock  therapy,  insulin  shock,  and 
psychosurgery,  as  well  as  diagnostic  techniques. 
He  was  among  the  first  to  investigate  the  use  of 
mescaline,  LSD,  and  chlorpromazine  in  psychiatric 
treatment.  As  Commissioner,  he  spoke  and  pub- 
lished widely  on  such  matters  as  establishment 
and  administration  of  clinical  and  research  cen- 
ters, rehabilitation  problems,  the  treatment  of  the 
criminally  insane,  public  mental  health  policies,  and 
the  problems  of  narcotics  addiction. 

“The  Complete  Psychiatrist”  brings  together- 
many  of  Paul  Hoch’s  papers  and  addresses  on  these 
varied  topics,  hitherto  scattered  throughout  the  pro- 
fessional journals.  In  addition  the  volume  con- 
tains a complete  bibliography  of  his  wi-itings,  com- 
ments on  his  work  and  influence  by  colleagues,  and 
a group  of  memoirs  and  appreciations  by  many 
who  knew  him,  including  Governor  Harriman  and 
Governor  Rockefeller.  The  book  is  edited  by  two 
former  colleagues.  Dr.  Nolan  D.  C.  Lewis  of  the 
New  York  State  Psychiatric  Institute  and  Dr.  Mar- 
garet 0.  Strahl  of  the  New  York  School  of  Psychi- 
atry and  the  New  York  Medical  College-Metropoli- 
tan Hospital  Center. 

— Frederick  Nebe,  M.D. 


Priapism  as  Initial  Manifestation  of  Renal 
Carcinoma  — E.  B.  Weisman,  J.  E.  Har- 
dison, and  J.  B.  Burns  (Emory  Univ  School 
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of  Medicine,  Atlanta).  Arch  Intern  Med 
123:58-59  (Jan)  1969. 

In  a patient  with  renal  carcinoma  the  ini- 
tial manifestation  of  the  disease  was  pria- 
pism secondary  to  penile  metastasis.  Pria- 
pism, when  unexplained,  should  alert  the 
physician  to  the  possibility  of  an  underlying 
malignancy. 

Treatment  of  Recurrent  Malignant  Pleural 
Effusion  by  Iodized  Talc  Pleurodesis  — 

G.  R.  Jones,  Thoracic  Center,  Sully  Hosp, 
Penarth,  Glamorganshire,  Wales).  Thorax 
24:69-73  (Jan)  1969. 

The  management  of  recurrent  malignant 
pleural  effusion  is  difficult.  Twenty-one 
patients  treated  with  iodized  talc  insufflat- 
ed over  the  pleural  surface  through  a can- 
nula, under  general  anesthesia  are  reported. 
The  histology  of  the  pleura  obtained  at  ne- 
cropsy suggests  that  the  action  of  iodized 
talc  is  purely  mechanical  in  preventing  the 
reaccumulation  of  pleural  fluid  and  intra- 
pleural spread  of  the  tumor.  Iodized  talc 
pleurodesis  by  the  method  described  elim- 
inated the  need  for  further  chest  aspiration 
in  all  but  one  instance. 

Preadmission  Blood  Deposit  Program  Eases 
Blood  Shortage  — H.  Schoenfeld  (Bar- 
nert  Memorial  Hosp,  Paterson,  NJ).  Hos- 
pitals 42:48-50  (Dec  16)  1968. 

The  author  describes  a system  of  obtain- 
ing voluntary  blood  donations  that  has 
eliminated  the  need  for  purchases  of  blood 
from  commercial  sources. 

Magnesium  Deficiency  Syndrome  in  Burns — 
A.  Broughton,  I.  R.  M.  Anderson,  and  C. 

H.  Bowden  (Princess  Mary’s  RAF  Hosp, 
Halton,  Buckinghamshire,  England).  Lan- 
set  2:1156-1158  (Nov  30)  1968. 

Twenty  patients  with  burns  were  investi- 
gated for  the  magnesium  deficiency  syn- 
drome. Eight  showed  a significant  fall  of 
serum  magnesium,  and  five  of  these  had 
symptoms  of  magnesium  deficiency.  Some 
of  the  psychiatric  symptoms  exhibited  by 
many  burned  patients  may  be  due  to  or  ag- 
gravated by  magnesium  deficiency. 
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The  Law 


The  doctor’s  bill 

S.  16,  the  Adult  Health  Protection  Act,  or 
“Preventicare,”  was  introduced  by  Senator 
Williams,  to  finance  regional  health  protec- 
tion centers. 

S.  269,  introduced  by  Senator  Javits,  and 
H.R.  3783,  introduced  by  Congressman 
Celler,  authorizes  a three-year  program  of 
federal  loans  for  hospital  modernization. 

Medicolegal  symposium 

Las  Vegas,  Nevada  has  been  selected  as 
the  site  for  the  1969  National  Medicolegal 
Symposium  to  be  held  March  13-15,  1969 
at  Caesar’s  Palace. 

The  goal  of  this  national  forum  for  physi- 
cians and  attorneys  — jointly  sponsored  by 
the  American  Medical  Association  and  the 
American  Bar  Association  — is  “to  promote 
mutual  knowledge,  appreciation,  and  under- 
standing between  the  two  professions  of 
Law  and  Medicine.”  Also,  it  will  afford  an 
opportunity  “foi  lawyers  and  doctors  to  dis- 
cuss matters  of  common  interest  and  to 
seek  solutions  for  interprofessional  differ- 
ences.” Outstanding  spokesmen  of  both 
professions  will  discuss  contemporary  topics, 
such  as;  “Life,  Death  and  Human  Trans- 
plantation;” and  “How  To  Avoid  Malprac- 
tice Liability,”  among  many  others.  Both 
Dwight  L.  Wilbur,  M.D.,  President  of  the 
AMA,  and  the  Honorable  William  T.  Gos- 
sett, President  of  the  ABA,  will  be  honored 
guests  at  the  meeting. 

The  $40.00  advance  registration  fee  will 
include  a luncheon  on  Friday,  March  14,  as 
well  as  printed  proceedings  following  the 
Symposium.  For  further  information  re- 
garding program  details,  hotel  accommoda- 
tions, etc.,  contact  the  AMA’s  Department 
of  Legal  Research,  535  North  Dearborn 
Street,  Chicago,  Illinois  60610. 


Use  of  Diazepam  in  Pediatric  Premedication 
— A.  Romagnoli  (Ottawa  General  Hosp, 


Ottawa),  S.  Cuison,  and  M.  Cohen.  Canad 
Anaesth  Soc  J 15:603-609  (Nov)  1968. 

Diazepam  and  meperidine  were  compared 
in  a double-blind  study  for  preoperative  med- 
ication in  250  children  undergoing  tonsillec- 
tomies and  adenoidectomies.  Preoperatively, 
diazepam  could  produce  sedation,  coopera- 
tion, and  sleep,  but  none  of  these  effects 
was  evident  postcperatively.  No  side  effects 
of  this  drug  were  encountered.  A meperi- 
dine-atropine-pentobarbital combination  was 
also  found  effective. 

Smoking  Versus  Myocardial  Infarction:  200 
Consecutive  Well-Documented  Cases  — E. 
C.  Jacobs  (Health  Service,  Univ  of  Mary- 
land, College  Park).  Milit  Med  133:908- 
910  (Nov)  1968. 

The  author  studied  202  consecutive,  well- 
documented  cases  of  coronary  artery  disease. 
The  ratio  of  occurrence  of  this  disease  in 
smokers  to  nonsmokers  was  100:1.  It  was 
part  of  a general  arteriosclerosis  in  smok- 
ers, affecting  many  arteries  from  the  cere- 
bral to  the  plantars,  and  many  tissues  and 
organs.  Its  progress  slowed  or  stopped 
when  smoking  was  discontinued. 

Hemodialysis  in  Infants  1 Year  of  Age  for 
Acute  Poisoning  — R.  N.  Fine  et  al  (4650 
Sunset  Blvd,  Los  Angeles).  Amer  J Dis 
Child  116:657-661  (Dec)  1968. 

Two  cases  of  acute  poisoning  (methyl 
salicylate  and  pentobarbital  sodium)  in  in- 
fants 7 and  10  months  of  age,  respectively, 
were  treated  by  hemodialysis.  One  layer  of 
a small  Kill  dialyzer  was  used,  and  the  super- 
ficial femoral  artery  and  saphenous  vein 
were  cannulated.  No  complications  occurred 
during  dialysis  and  both  patients  recovered 
uneventfully.  The  cannulae  were  removed 
immediately  after  dialysis  and  the  arterial 
defect  was  repaired.  No  evidence  of  ar- 
terial insufficiency  was  observed  in  either 
extremity. 
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Student’s  health 

The  fourth  edition  of  Health  Appraisal  of 
School  Children  has  been  developed  and  pub- 
lished by  the  Joint  Committee  on  Health 
Problems  in  Education  of  the  National  Edu- 
cation Association  and  the  American  Medi- 
cal Association. 

The  33-page  booklet,  last  revised  in  1961, 
emphasizes  the  need  for  cooperation  among 
parents,  the  private  physician  and  the 
schools  in  setting  standards  for  determining 
the  health  status  of  school  children.  The 
role  of  the  total  school  health  team  — par- 
ents, teachers,  school  administrators,  physi- 
cians, dentists,  nurses  and  others  — is  dis- 
cussed. Screening  procedures  such  as  hear- 
ing and  vision  testing  are  among  topics  cov- 
ered. The  purpose  of  the  6"  x 9"  paper- 
back is  to  aid  schools  in  determining  poli- 
cies with  regard  to  the  health  appraisal  of 
school  children,  including  physical  examin- 
ations. 

A complimentary  copy  of  Health  Apprais- 
al of  School  Children  will  be  sent  to  state 
medical  societies,  as  well  as  state  depart- 
ments of  health.  Other  requests  for  the 
handbook  should  be  directed  to  the  AMA’s 
Order  Handling  Department,  535  North 
Dearborn,  Chicago,  Illinois  60610.  Orders 
should  be  accompanied  by  payment  and  in- 
clude the  code  number,  “OP-187,”  to  expe- 
dite handling.  Prices  are  as  follows;  $1.00 
per  copy  in  the  U.S.,  U.S.  Possessions,  Can- 
ada and  Mexico;  $.50  to  medical  students, 
hospital  interns  and  residents  in  these 
areas;  and  $1.50  in  all  other  countries. 


Shock:  Upjohn  film 

A revolutionary  concept  and  technique — 
treatment  of  shock  by  vasodilatation  — is 
depicted  in  a new  film,  “Lillehei  on  Stag- 
nant Shock,”  the  seventh  in  The  Upjohn 
Company’s  award  - winning  Vanguard  of 
Medicine  Series.  The  film  is  available  free 
to  professional  groups  from  Upjohn’s  Pro- 
fessional Film  Library. 


Contrary  to  earlier  opinion,  the  film 
shows  that  severe  shock  almost  always  in- 
volves a marked  reduction  in  peripheral  cir- 
culation. The  new  term,  “stagnant”  shock, 
was  chosen  to  describe  the  condition,  which 
is  shown  to  respond  to  various  procedures 
and  drugs  intended  to  achieve  vasodilata- 
tion. 

In  the  first  part  of  the  21 -minute  color 
film,  Ted  P.  Bond,  Research  Assistant  Pro- 
fessor, Department  of  Physiology,  and  Dr. 
John  R.  Derrick,  Professor  and  Chief,  Thor- 
acic and  Cardiovascular  Surgery,  Univer- 
sity of  Texas,  show  the  effects  of  endotoxin 
shock  on  the  cellular  level  in  the  mesentary 
microcirculation  of  dogs.  Using  in  vivo 
cinemicrography,  they  illustrate  the  com- 
parative results  of  treatment  with  plasma 
alone,  plasma  plus  vasopressor,  and  plasma 
plus  vasodilator. 

The  16mm  film  is  available  without  charge 
for  showing  to  members  of  the  medical  and 
allied  professions  through  the  office  of  R. 
P.  Trubey,  manager  of  Special  Projects  for 
The  Upjohn  Company. 

Movies 

Revised  editions  of  “Sources  of  Motion 
Pictures  on  Health”  and  “Sources  of  Medical 
Motion  Pictures”  are  now  available  from  the 
AMA’s  Medical  Motion  Pictures  and  Tele- 
vision Section. 

These  booklets  — published  biennially  — 
are  available  free  of  charge,  upon  request. 
The  12-page  brochure  dealing  with  health 
films  is  intended  for  the  lay  public,  and 
the  7-page  pamphlet  pertaining  to  medical 
motion  pictures  is  for  use  by  professionals. 
Both  include  sources  where  detailed  infor- 
mation on  such  films  may  be  obtained. 

It  is  clearly  stated  in  the  preface  of  each, 
however,  that  “The  American  Medical  As- 
sociation expresses  no  opinion  as  to  the 
merits  of  any  motion  pictures  other  than 
those  reviewed  in  The  Jou7’nal,  AM  A.” 

To  obtain  a complimentary  copy  of  either 
or  both,  direct  your  inquiry  to  the  AMA 
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Medical  Motion  Pictures  and  Television  Sec- 
tion, 535  North  Dearborn  Street,  Chicago, 
Illinois  60610. 

School  living 

Healthful  School  Living,  a 324-page  vol- 
ume produced  jointly  by  the  American  Med- 
ical Association  and  the  National  Educa- 
tion Association,  provides  solutions  for  prob- 
lems relating  to  existing  emotional,  physical 
and  social  conditions. 

Teachers  will  discover  that  it  also  sup- 
plies valuable  tips  on  accident  prevention, 
ventilation,  and  lighting,  as  well  as  advice 
concerning  the  organization  of  the  school 
day  and  various  classroom  procedures  be- 
signed  to  increase  the  pupils’  understanding 
of  good  health. 

Healthful  School  Living  is  available  in  a 
hardbound  edition  only,  and  is  sold  for  $5 
in  the  U.S.,  Possessions,  Canada  and  Mexico ; 
$3  for  medical  students,  hospital  interns  and 
residents  in  these  areas;  and  $5.50  in  all 
other  countries. 

Your  order  — accompanied  by  full  pay- 
ment — should  be  directed  to  the  AMA  Or- 
der Department,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610.  To  expedite  han- 
dling, please  indicate  the  code  number  “OP- 
199”  on  your  request. 


Gallstones  and  Pregnancy  Among  300  Young 
Women  Treated  by  Cholecystectomy  — F. 
Glenn  and  C.  K.  McSherry  (New  York 
Hosp,  Cornell  Medical  Center,  New  York). 
Surg  Gynec  Obstet  127 :1067-1072  (Nov) 
1968. 

Three  hundred  females,  25  years  of  age 
or  younger,  were  operated  for  calculous  bili- 
ary tract  disease.  A few  had  a blood  dys- 
crasia  and  other  diseases  commonly  consid- 
ered to  be  etiological  significance  in  the  for- 
mation of  gallstones.  Over  two  thirds  of 
the  patients  were  known  to  have  been  preg- 
nant and  others  may  have  been.  Pregnancy 
seems  to  be  the  one  common  factor.  Idio- 
pathic and  cholestatic  jaundice  as  a result 


of  pregnancy  and  gallstone  formation  dur- 
ing gestation  seem  related  to  the  complex 
metabolic  processes  that  take  place  within 
the  hepatic  cell.  One  substance  that  partici- 
pates in  these  processes,  hydrocortisone, 
challenges  further  investigation  of  the  rela- 
tionship of  pregnancy  to  gallstone  formation. 
In  general,  it  is  well  known  that  calculous 
biliary  disease  occurs  in  women  at  a ratio 
of  four  to  one,  comparing  them  to  men. 


Pneumothorax  As  a Complication  of  Cystic 
Fibrosis:  Report  of  Twenty  Cases  — M. 
I.  Lifschitz  et  al  (Babies  Hosp,  3975 
Broadway,  New  York).  Amer  J Dis  Child 
116:633-640  (Dec)  1968. 

A review  of  the  records  of  710  patients 
with  cystic  fibrosis  revealed  that  pneumo- 
thorax had  occurred  in  20  patients,  an  inci- 
dence of  2.8%.  Two  deaths  could  be  attrib- 
uted to  the  direct  effect  of  the  pneumo- 
thorax on  ventilation.  In  another  two  in- 
stances partial  pneumothorax  was  present 
at  the  time  of  death,  perhaps  as  cause.  The 
remainder  of  the  deaths  occurred  after  the 
pneumothorax  had  resolved  or  been  con- 
trolled and  resulted  from  progressive  bron- 
chial obstruction  and  pulmonary  infection. 
The  primary  treatment  of  pneumothorax 
complicating  cystic  fibrosis  appears  to  be 
closed  thoracotomy.  In  some  patients,  how- 
ever, persistent  or  recurrent  pneumothorax 
presents  a problem  despite  repeated  closed 
thoracotomies.  Thoracotomy  with  direct 
surgical  approach  in  such  patients  is  feas- 
ible. 


Motor  - Scooter  - Handlebar  Syndrome  — V. 
Deutsch  (Tel-Hashomer  Government  Hosp, 
Israel),  A.  Sinkover,  and  H.  Bank.  Lancet 
2:1051-1053  (Nov  16)  1968. 

Similar  history,  symptomatology,  and  an- 
giographic appearances  of  acute  blunt  in- 
jury of  the  external  iliac  artery  after  road 
accidents  in  three  young  adult  men  suggest 
that  there  is  a “motor-scooter-handlebar” 
syndrome  caused  by  the  handlebar  tilting 
into  the  groin  as  the  scooter  falls.  Delay  in 
diagnosing  this  previously  unrecognized  syn- 
drome may  make  complications  more  likely. 
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Correspondence 


To  the  Editor; 

The  Thompson,  Brumm  & Knepper  Clinic 
of  St.  Joseph,  Missouri,  announces  the  20th 
annual  Dr,  F.  G.  Thompson,  Sr.  Lecture- 
ship, to  be  given  by  Dr.  Richard  H.  Young, 
Dean  of  the  Medical  School  of  Northwest- 
ern University,  Director  of  the  Medical  Cen- 
ter, and  Chairman  of  the  National  Board  of 
Medical  Examiners.  The  lecture  is  en- 
titled : 

“Examination  and  Licensure  to 
Practice  Medicine.” 

To  be  given  at  the  Clinic  Building,  902 
Edmond  Street,  St.  Joseph,  Missouri,  8:15, 
Thursday  evening.  May  8,  1969.  The  profes- 
sion is  invited. 


Time  and  Its  Effects  on  Casualties  in  World 
War  II  and  Vietnam  — L.  P.  Haacker 
(4400  Stamp  Rd,  Marlow  Heights,  Md). 
Arch  Surg  98:39-40  (Jan)  1969. 

It  is  now  possible  to  have  an  injured 
patient  in  a well-equipped  operating  room 
with  up-to-date  resuscitation  equipment 
within  20  minutes  from  the  time  of  injury, 
and  it  is  also  possible  to  remove  the  patient 
8,000  miles  from  this  point  of  injury  to  a 
definitive  treatment  point  in  the  United 
States  within  72  hours,  having  paused  along 
the  way  for  definitive  surgery.  Air  evacuees 
are  now  flown  at  a rate  of  speed  faster  than 
during  World  Wai  II.  Patients  arrive  non- 
chalantly discussing  injuries  that  would  not 
have  allowed  them  to  survive  long  enough  to 
reach  the  first  echelon  of  treatment  in  World 
War  II. 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  General  Practice 
Mr.  Mac  F.  Cabal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatries 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 
Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 

American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 

American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 

American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
Laurentius  O.  Underdahl,  M.D. 

1 East  45  Street 
New  York  17,  Now  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street,  New  York  10,  New  York 

National  Hemophilia  Foundation 

25  West  39th  St.,  New  York,  N.Y.  10018 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive,  Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 

515  Busse  Hy.,  Park  Ridge,  Illinois 

American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 

3410  Geary  Boulevard 
San  Francisco  18,  California 

The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive,  Chicago  11,  Illinois 

American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 

535  North  Dearbon  St.,  Chicago  10,  Illinois 

American  Urological  Association 
Rubin  Flocks,  M.D.,  Secretary 
State  University  of  Iowa  Hospitals, 

Iowa  City,  Iowa 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  New  York 

International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Dr.,  Chicago  10,  Illinois 

National  Multiple  Sclerosis  Society 
257  Park  Avenue  South,  New  York  10,  N.Y. 

Vocational  Rehabilitation  Administration 

Mary  E.  Switzer,  Commissioner,  Washington,  D.C. 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


OUR  OWN  DOG  LABORATORY 

We  just  did  an  experiment  on  dogs  to 
which  even  those  who  object  to  experiments 
on  dogs  cannot  possibly  object.  We  had 
meat  and  cheese  on  a plate,  and  our  intelli- 
gent and  spoiled  poodle  was  sitting  there, 
demanding  his  share;  poodles  do  not  beg, 
they  demand.  So  we  set  up  an  experiment 
to  see  which  he  wanted  more,  the  meat  or 
the  cheese.  We  chose  two  identical  bowls 
and  put  meat  in  one  and  cheese  in  the  other. 
Then  we  placed  both  in  front  of  ^this  for- 
tunate dog.  He  proved  much  smarter  than 
Balaam’s  ass  who  starved  because  he  could 
not  make  up  his  mind.  He  went  right  over 
to  the  cheese  (aha,  we  said) ; then  he  left  it 
for  the  meat.  That  does  it,  we  said,  where- 
upon he  left  one  last  meat  fragment  and 
came  back  and  ate  up  all  the  cheese,  after 
which  he  finished  the  meat. 

It  was  a well-set  up  experiment.  We  did 
it  without  a grant  of  any  kind.  And  what 
did  it  prove? 

Dogs  are  smarter  than  people. 

— F.C. 


COME  WITH  ME 

Last  year  we  went  around  the  world,  the 
story  goes,  and  now  we’d  like  to  go  some- 
where  else.  That’s  easy  for  doctors ; 
anatomy  is  o u r geography.  We  travel 
through  charts  instead  of  charted  seas.  We 
cross  the  equator  of  the  eye.  We  find  the 
mons  pubis,  and  there  is  even  a Mountain 
Anemia.  For  the  north  pole,  we  have  the 
antey'ior  pole.  And  we  arrive  at  the  beau- 
tiful valley  of  the  cerebellum.  We  will  stop 
at  the  Islands  of  Langerhans.  The  officials 
we  meet  are  only  names  in  the  pharmacopeia 
and  in  the  formularies. 

We  do  have  a typhoid  state.  We  easily 
locate  the  seminal  hillock.  We  make  our 
way  through  the  lymph  channels.  We  can 
go  by  blood  stream  or  by  alveolar  air;  or, 
if  we  like,  by  rosQ-water. 

Through  the  alimentary  canal,  we  might 
have  said,  with  rod  and  reel,  or  with  gun 
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and  camera.  We  can  even  stay  at  the 
chambers  of  the  heart. 

And  if  around  the  world  isn’t  good  enough, 
we  know  something  that’s  out  of  this  world. 
It’s  for  moon  travelers:  the  semilunar  car- 
tilage. Farther  out,  there’s  the  solar 
plexus;  and  Winslow’s  star,  but  that’s  way 
out. 

We’ll  communicate  through  communicat- 
ing nerves;  we  can’t  telegram,  but  we  have 
a telecardiogram;  we  can  phonate  if  we 
can’t  phone,  and  remember  telegrapher’ s 
cramp?  Why  don’t  we  sail  in  our  blood 
vessels  down  the  tributaries  of  the  veins? 

As  the  sign  says,  don’t  walk,  although 
we  do  have  a kangaroo  walk  and  a drome- 
dary gait.  We’ll  take  the  sagittal  plane  or 
the  hospital  train,  and  we  even  have  a motor 
oculi  and  motor  nerves,  and  a railway  spine. 
And  we  can  take  the  family,  in  our  giant 
cells. 

It’s  a nice,  quick  trip.  And  it’s  deductible. 
But  it’s  not  really  a vacation.  We  do  it  every 
day. 

—F.C. 


JUST  READ  THE  SUMMARY 

Medical  articles  are  a very  special  form 
of  writing.  Language  is  stilted  and  in  no 
way  resembles  the  author’s  everyday  choice 
of  words.  There  is  always  a needless  intro- 
duction ; then  follow  such  things  as  tech- 
nique, tables,  figures,  discussion,  summary, 
conclusion,  and  references.  The  summary 
sometimes  appears  at  the  beginning  of  the 
article  and  sometimes  at  the  end. 

The  oldtime  preacher  said:  “First  I tell 
them  what  I’m  going  to  tell  them,  then  I tell 
them,  then  I tell  them  what  I told  them.’’ 
The  medical  article  outdoes  the  preacher. 

An  article,  like  other  writing,  should  read 
like  a story.  Following  a rigid,  prescribed 
form  robs  it  of  interest,  and  may  be  why 
many  read  only  half  the  article  or  none  at 
all.  To  restore  interest,  the  summary  has 
been  invented.  This  may  stimulate  some  to 
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read  an  article  they  might  have  avoided,  but 
it  can  just  as  easily  prevent  some  from  read- 
ing the  article  because  they  have  seen  the 
summary. 

Should  all  the  facts  be  included  in  the 
article?  Of  course  they  should,  they  can 
be  skipped  if  you  want,  but  the  evidence 
must  be  plainly  shown,  or  the  conclusions 
are  unjustified.  The  numbers  should  be 
there  for  the  reader  to  add  and  check,  and 
the  figures  and  pictures  shown  with  the 
words. 

But  medical  articles  are  too  often  bad 
writing  and  worse  reading.  We  would 
throw  form  to  the  winds.  “Half  as  long 
is  twice  as  good.”  Tables  and  references, 
yes;  summary,  technique,  and  introduction, 
no. 

Summary 

A breath-of-life  can  be  restored  to  medical 
articles  by  abandoning  prescribed  form. 
Summaries  are  for  the  abstractor,  not  for 
the  reader. 

— F.C. 


VERY  TRULY 

When  we  were  in  school,  we  were  taught 
how  to  write  a letter,  and  we  were  told  that 
it  had  many  parts,  and  we  were  given  the 
technical  names  for  them.  Communication 
is  a medical  matter,  and  that  is  our  excuse 
for  writing  these  words.  Much  of  what  we 
were  told  has  changed.  The  comma  has  dis- 
appeared from  the  address,  and  is  sometimes 
replaced  by  the  zip  code. 

And  “Very  truly  yours”  is  now  “Sin- 
cerely.” 

What  “Very  truly  yours”  means  is  a great 
mystery  to  us.  It  was  shortened  to  “Truly 
yours,”  which  is  just  as  bad.  Apparently, 
you  have  to  say  something,  you  just  can’t 
end  a letter  with  a signature.  So  you  say 
something  that  means  that  you  are  in  his  or 
her  service.  It  smacks  of  old-time  man- 
ners, when  you  declared  yourself  unworthy 
of  being  wherever  you  were  and  in  whose 
company  you  found  yourself.  In  colonial 
times,  you  wrote  “Your  obedient  servant,” 
or  “Your  servant.” 


When  we  leave  a conversational  partner, 
in  person  or  on  the  telephone,  we  have  to 
say  something,  so  we  wish  him  well,  which 
is  a funny  thing  to  do.  We  used  to  say 
“Farewell,”  or  “Fare  thee  well.”  Then  we 
said  “God  be  with  you,”  and  that  got  short- 
ened to  “Good-by”  or  “Good-bye.” 

And  in  our  letters,  we  have  gone  from 
“Your  obedient  servant”  to  “Your  servant,” 
and  from  “Very  truly  yours”  to  “Truly 
yours,”  and  finally  to  “Yours.” 

And  just  when  we  had  it  down  cold,  they 
changed  it  to  “Sincerely,” 

But  we’re  stubborn. 

Very  truly  yours, 

F.C. 


Noise-Induced  Hearing  Loss  and  Rock  and 
Roll  Music  — W.  F.  Rintelmann  and  J.  F. 
Borus  (Michigan  State  Univ,  East  Lan- 
sing). Arch  Otolaryng  88:377-385  (Oct) 
1968. 

Overall  SPL  measurements  and  spectral 
distributions  of  musical  selections  played  by 
six  different  rock  and  roll  groups  in  four 
different  locations  were  analyzed.  The  mean 
SPL  of  rock  and  roll  music  was  found  to  be 
105  db.  The  acoustic  spectrum  was  fairly 
flat  from  the  low  to  mid  frequency  region, 
2,000  Hz,  with  a gradual  reduction  in  the 
higher  frequencies.  When  rock  and  roll  musi- 
cians were  exposed  to  approximately  105  db 
SPL  of  music  for  an  average  of  11.4  hours 
a week  for  2.9  years,  95%  of  them  did  not 
incur  hearing  losses.  This  is  probably  due 
to  at  least  two  factors.  First,  the  percent- 
age of  the  population  that  is  susceptible  to 
auditory  damage  from  this  type  of  noise  ex- 
posure may  be  small,  and  second,  the  expo- 
sure is  intermittent  with  a series  of  short 
on-times  followed  by  very  brief  off-times. 
Since  rock  and  roll  musicians  generally  have 
more  exposure  to  this  type  of  music  than 
any  other  single  group,  one  would  expect 
that  if  this  music  does  not  cause  hearing 
losses  in  the  musicians,  it  probably  does  not 
in  any  other  group. 
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ORIGINAL  ARTICLES 


Our  New  Partner,  the  Computer 


WE  wish  to  announce  that  a new 
partner,  IBM  1401,  has  joined 
our  group.  The  relationship 
began  when  we  decided  to  explore  the  pos- 
sibility of  using  the  Nebraska  Methodist 
Hospital  computer  to  carry  out  some  of  the 
routine  calculations  necessary  in  radiation 
therapy  thereby  allowing  more  time  for  the 
physicians  to  do  patient  care.  This  is  not 
an  original  idea.  In  New  York  City,  the 
Memorial  Cancer  Hospital  has  an  active  pro- 
gram of  complete  planning  for  the  thera- 
pists in  distant  hospitals.  The  therapist 
gives  the  necessary  data  to  the  computer 
center  by  telephone.  In  a very  short  time, 
a complete  program  of  therapy  is  returned. 
The  physicists  in  other  institutions  have 
programmed  computers  for  treatment  needs. 
Since  these  programs  are  successful,  we  de- 
cided to  try  to  set  up  a system  applicable  to 
our  hospital. 

We  chose  to  use  the  principles  of  rotational 
therapy  in  the  treatment  of  certain  can- 
cers near  the  center  longitudinal  axis  of  the 
body.  The  most  ideal  dosage  pattern  in  ro- 
tational therapy  is  realized  when  the  tumor 
lies  near  the  center  axis  of  the  body  cylin- 
der. This  type  of  therapy  requires  that  the 
couch  on  which  the  patient  lies  be  adjusted 
so  that  the  axis  of  rotation  produces  a pat- 
tern of  radiation  which  will  best  encompass 
the  tumor  in  the  patient.  For  many  years 
we  rotated  the  patient  about  his  own  tumor 
in  a vertical  rotation  device.  However  many 
patients  have  difficulty  maintaining  a fixed 
position  under  these  circumstances  of  ro- 
tation (in  fact  some  fell  off) , and  so  the  dose 
distribution  can  be  erratic.  We  therefore 
purchased  a machine  (a  Theratron  80)  in 
which  the  patient  can  be  placed  in  the  hori- 
zontal position  and  the  machine  rotated  about 
him. 

However  rather  than  using  rotational  ther- 
apy, which  is  probably  unnecessary  with 
high  energy  equipment,  we  prefer  to  use 
fixed  portals.  By  using  the  principles  of 
rotational  therapy  in  setting  up  the  portals, 
the  patient  need  not  be  moved  once  he  lies 
on  the  couch.  Three  adjustments  are  made 
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with  the  couch.  All  treatment  is  done  with 
the  patient  supine  or  prone.  The  couch  is 
first  shifted  in  the  longitudinal  axis,  and 
then  in  the  side-to-side  direction  until  the 
tumor  in  the  patient  lies  directly  below  the 
center  of  the  treatment  portals.  For  the 
third  adjustment,  the  machine  is  rotated 
90  degrees,  and  the  height  of  the  treatment 
couch  is  adjusted  such  that  the  tumor  again 
lies  in  the  center  of  the  beam  of  radiation 
(this  adjustment  can  be  made  without  mov- 
ing the  machine  by  an  optical  scale).  The 
machine  is  then  rotated  to  the  proper  angle 
for  the  particular  treatment  assigned  that 
day.  Regardless  of  the  position  of  the  ma- 
chine, the  axis  of  the  beam  passes  through 
the  designated  point  in  the  patient. 

By  using  this  method,  the  average  set-up 
time  is  significantly  reduced.  Treatment 
couches  are  not  comfortable,  so  the  patient 
appreciates  the  decreased  time  of  treatment. 

The  calculations  necessary  to  establish 
the  tumor  doses  are  probably  more  readily 
programmed  to  a computer  by  using  this 
method,  in  contrast  to  the  usual  method  of 
measuring  the  distance  from  the  machine  to 
the  skin  for  each  portal.  In  the  method  de- 
scribed, the  tumor  itself  is  a fixed  distance 
from  the  source  of  radiation,  regardless  of 
the  position  of  the  machine  relative  to  the 
patient. 

One  problem  with  which  we  struggled  was 
the  influence  of  varying  body  contours  on 
the  dose  pattern.  We  analyzed  a number  of 
cross  section  diagrams  of  patients  with  the 
various  tumors  in  which  we  hoped  to  pro- 
gram a method  of  treatment.  From  these 
outlines  we  chose  standard  geometric  con- 
figurations which  most  closely  approximat- 
ed the  outline  of  the  patient  in  question. 
Since  the  patient  is  always  in  the  horizontal 
position  on  the  treatment  couch,  the  body 
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contours  are  more  consistent  than  when  a 
patient  is  rolled  from  side  to  side.  When  a 
patient  is  upright,  the  contours  often  be- 
come quite  distorted  and  perhaps  even  vari- 
able. 

Theoretical  programs  were  set  up  on  a 
number  of  patients,  and  the  results  from 
the  computer  were  then  compared  with  cal- 
culations done  in  the  usual  manner.  After 
several  trials,  which  turned  up  errors,  the 
results  showed  that  we  could  produce  a cor- 
rect pattern  within  one  percent.  In  terms 
of  the  unavoidable  variables  in  irradiation 
therapy  this  small  error  is  quite  accept- 
able. 

The  first  type  of  malignancy  submitted  to 
the  computer  was  carcinoma  of  the  pros- 
tate. By  inputting  a patient’s  width,  thick- 
ness, anterior  tumor  depth,  desired  weekly 
dose,  and  relative  tumor  size,  the  computer 
is  able  to  construct  a mathematical  indi- 
vidualized model  of  the  patient  and  formu- 
late a treatment  plan. 


The  computer  also  retains  in  storage  all 
tables,  charts,  and  graphs  necessary  to  com- 
plete the  calculations.  The  output  from  the 
computer  appears  exactly  as  shown  below 
for  the  AP  oblique  port  in  one  of  our  pa- 
tients. 

Right  or  Left  AP  Oblique 

Degrees  from  the  midline  = 54.9 
Per.  distance  midline  = 11  cm. 

Air  dose  = 157.3.  Time  in  min- 
utes = 2.02. 

The  computer  also  outputs  the  patient’s 
name,  width,  thickness,  anterior  tumor  dis- 
tance (for  setting  third  component  of  align- 
ment by  use  of  optical  device),  port  size, 
and  the  applicable  calibration  information  on 
the  cobalt  source  (cobalt  deteriorates  one 
half  life  in  about  five  years,  which  is  rough- 
ly one  percent  per  month).  This  is  done  so 
that  these  values  can  be  checked  with  the 
original  data,  to  make  sure  no  mistakes  oc- 
cur in  the  input  variables. 


In  planning  therapy  of  prostatic  cancer, 
the  computer  is  programmed  to  consider  the 
patient  a flattened  ellipse.  It  considers  the 
back  of  the  patients  body  near  the  midline 
to  be  flat,  and  the  anterior  surface  to  be  an 
ellipse. 

The  programming  of  the  anterior  oblique 
ports  was  the  most  difficult.  It  was  neces- 
sary to  find  a mathematical  relationship  to 
express  the  tumor  depth  in  terms  of  the  in- 
put variables.  The  relationship  is  shown 
below. 


Tumor  Depth 


r 


% 


Where  b = . Width  of  patient  a = Thickness  of  patient 

2 2 

T * Anterior  port  tumor  depth 

^ “ Perpendicular  distance  from  mid  line  to  the  center  of 

the  portal  on  the  patients  anterior  surface;  this  value 
is  chosen  by  the  computer  to  prevent  port  overlap  on 
the  skin  surface. 


We  have  found  that  by  the  use  of  the 
computer  the  time  consumed  in  making  re- 
petitive laborious  calculations  is  markedly 
reduced,  and  the  errors  that  may  creep  into 
these  calculations  are  eliminated.  We  plan 
to  program  all  major  tumors  treated  by  the 
principles  of  rotational  therapy. 

It  is  important  to  note  that  the  com- 
puter does  not  treat  our  patients.  The 
computer  is  used  only  to  eliminate  many 
relatively  wasted  hours  of  manpower.  The 
patient  is  still  treated  as  a person  with  in- 
dividualized care  and  attention  to  his  mental 
outlook  and  physical  status.  The  computer 
has  not  taken  the  place  of  medical  care.  Our 
IBM  1401  is  definitely  a junior  partner. 

Summary 

It  has  been  possible  to  program  the  com- 
puter at  the  Nebraska  Methodist  Hospital 
to  read  out  accurate  data  for  treatment  of 
patients  with  radiation  therapy. 
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Incidence  of  Congenital  Malformations 
In  Omaha-Douglas  County,  1955-1966 


The  purpose  of  this  paper  is 
twofold:  first,  an  analysis  of 
the  incidence  of  congenital 
malformations  in  Omaha  - Douglas  County 
during  the  years  1955  to  1966  inclusive; 
and  second,  a critical  discussion  of  the  find- 
ings with  suggestions  for  an  improved  re- 
porting and  monitoring  system  intended  to 
detect  more  quickly  any  changes  in  the  oc- 
currence of  malformations  in  the  community. 

Little  is  known  of  the  relationship  exist- 
ing between  congenital  malformations  and 
their  many  and  varied  causes.  The  data 
gathered  is  often  too  extensive  and  complex, 
and  the  meaning  too  obscure  to  be  analyzed, 
or  the  material  is  incomplete  and  inadequate. 
As  a result,  our  present  knowledge  of  con- 
genital malformations  is  concerned  mainly 
with  diagnosis  and  therapy,  and  is  seriously 
lacking  in  the  areas  of  etiology  and  epidemi- 
ology. Thorough  examination  of  the  inci- 
dence of  malformations  in  relation  to  such 
factors  as  environment,  medications,  and 
medical  conditions  in  the  child-bearing  seg- 
ment of  the  population  might  well  reveal 
significant  patterns;  and  with  additional 
population  and  genetic  studies  would  enable 
the  early  identification  of  sudden  increases 
in  the  occurrence  of  congenital  malforma- 
tions and  would  be  an  important  step  to- 
ward the  control  and  prevention  of  malforma- 
tions. 

The  recent  tragedy  associated  with  thal- 
idomide points  up  vividly  the  need  for  a 
quick,  complete,  and  accurate  system  of  re- 
porting malformations.  The  relationship 
between  thalidomide  and  severe  deformity 
was  first  recognized  when  three  cases  of  a 
comparatively  rare  deformity,  phocomelia, 
occurred  in  a restricted  maternal  population. 
The  fears  harbored  by  the  discovering  physi- 
cian did  not  cause  immediate  concern,  and 
it  was  not  until  8,000  malformed  infants  were 
born  that  the  causal  connection  was  gen- 
erally accepted.  Had  there  been  a more  ex- 
tensive reporting  system,  this  tragedy 
might  well  have  been  averted.  Individual 
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physicians,  aware  of  the  possible  associa- 
tion of  the  maternal  environment,  both  social 
and  therapeutic,  and  congenital  malforma- 
tions, could  provide  the  means  whereby  cause 
and  effect  relations  might  be  more  readily 
recognized.  Routine  and  frequent  determin- 
ation of  the  ratio  of  infants  born  with  con- 
genital anomalies  to  the  total  births  in  a 
given  period,  as  well  as  the  rates  for  specific 
anomalies,  should  disclose  promptly  any  un- 
usual increase  in  the  incidence  of  both  total 
and  specific  anomalies.  Further  investiga- 
tion of  the  environment  of  the  child-bearing 
group  might  also  uncover  a cause-effect  rela- 
tionship. 

Methods  and  Materials 

The  information  concerning  the  frequency 
of  occurrence  of  congenital  malformations  in 
Omaha-Douglas  County  was  obtained  from 
three  major  sources:  birth  certificates, 

death  certificates,  and  fetal  death  certifi- 
cates. These  vital  records  are  housed  in  the 
Division  of  Vital  Statistics  of  the  Omaha- 
Douglas  County  Health  Department  and  in 
the  Bureau  of  Vital  Statistics  of  the  Ne- 
braska State  Department  of  Health.  Tabula- 
tion of  the  information  collected  was  by  data 
processing  methods.  The  major  parameters 
of  consideration  were  sex,  birth  weight,  ges- 
tation (including  prematurity  and  imma- 
turity), race,  age  of  mother,  plurality,  par- 
ity, season,  and  coincident  complications  of 
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pregnancy.  The  information  was  condensed 
on  cards  for  quick  reference,  ease  of  storage, 
and  subsequent  transfer  to  data  processing 
cards. 

A code  system  based  almost  entirely  upon 
the  proposed  code  for  the  Eighth  Revision 
of  the  International  Classification  of  Dis- 
eases^  was  developed.  The  system  includes 
a total  of  ninety  congenital  ma'formations, 
plus  an  additional  eight  classifications  which 
are  mainly  metabolic  and  hematologic  con- 
genital disorders. 

In  order  to  have  a sufficient  number  of 
samples  to  ascertain  the  significance  of  the 
incidence  of  malformations  of  specific  sys- 
tems, it  was  decided  that  18  basic  categories 
should  be  selected,  these  categories  to  in- 
clude the  majority  of  the  98  subdivisions. 
The  categories  selected  were  (1)  total  mal- 
formations of  the  nervous  system,  (2)  anen- 
cephaly,  (3)  hydrocephaly,  (4)  meningo- 
myelocele and  meningocele,  (5)  total  mal- 
formations of  the  heart,  (6)  other  mal- 
fonnations  of  the  circulatory  system,  (7) 
gastrointestinal  malformations,  (8)  cleft 
lip  and  palate,  (9)  total  malformations  of 
the  genitourinary  system,  (10  hypospadias 
and  epispadias,  (11)  total  malformations  of 
the  musculoskeletal  system,  (12)  club  foot, 
(13)  polydactylism,  (14)  mongolism,  (15) 
multiple  malformations  (malformations  of 
more  than  one  system  in  the  same  child), 
(16)  congenital  tumors  and  cysts,  (17)  ery- 
throblastosis fetalis,  (18)  total  malforma- 
tions— categories  1 - 17. 


Findings 

From  1955  through  1966,  a total  of  103,- 
165  resident  births  occurred  in  Omaha- 
Douglas  County,  with  1485  or  1.4%  of  the 
birth  certificates  reporting  congenital  mal- 
formations (Table  A) . The  incidence  of  mal- 
formations among  these  births  shows  a va- 
riation from  a high  of  1.8%  in  1960  to  a low 
of  1.0%  in  1961.  Except  for  two  variant 
years,  the  overall  incidences  of  malforma- 
tions among  males  is  slightly  higher  than 
among  females,  1.5%  as  compared  to  1.3%. 
This  finding  substantiates  the  findings  of 
Landtman  and  Wallgren.^  In  certain  specific 
categories,  however,  the  frequency  of  ano- 
malies among  females  during  the  same  pe- 
riod is  greater  than  among  males.  This 
finding  is  particularly  interesting  in  that  for 
the  full  12  year  period,  the  total  number 
of  female  births  is  less  than  the  total  num- 
ber of  male  births.  The  incidence  of  con- 
genital heart  disease  reported  on  birth  cer- 
tificates is  consistently  higher  for  females 
than  for  males,  50  (8.2%)  as  compared  to 
33  (4.5%).  This  is  also  true  of  deaths  re- 
ported as  due  to  congenital  heart  disease, 
66  (23.3%)  as  compared  to  62  (21%) ; and 
fetal  deaths  due  to  the  same  cause,  2 (2.0%) 
for  females  as  compared  to  none  (0.0%) 
for  males.  Hydrocephaly,  anencephaly,  and 
malformations  of  the  circulatory  system  oc- 
cur somewhat  more  frequently  among  fe- 
males. The  males,  however,  show  a higher 
incidence  of  meningomyelocele  ge  n i t o - 
urinary  anomalies,  multiple  anomalies,  and 
erythroblastosis  fetalis.  The  number  of  in- 


Table  A 

CONGENITAL  MALFORMATIONS  ACCORDING  TO  SEX* 

1955-66 


Total 

Births 

Total 
B’rths  & 
Defects 

% 

Total 

Male 

Births 

Total 
Births  & 
Defects 

% 

Total 

Female 

Births 

Total 
Births  & 
Defects 

% 

1955 

8014 

122 

1.5 

4042 

68 

1.7 

3972 

54 

1.3 

1956 

8388 

145 

1.7 

4265 

81 

1.8 

4123 

64 

1.5 

1957 

--  8688 

131 

1.5 

4419 

65 

1.4 

4269 

66 

1.5 

1958 

8500 

135 

1.5 

4353 

73 

1.6 

4147 

62 

1.4 

1959 

8695 

130 

1.4 

4375 

76 

1.7 

4320 

54 

1.2 

1960 

8863 

162 

1.8 

4554 

83 

1.8 

4309 

79 

1.8 

1961 

_ - 9287 

111 

1.0 

4778 

63 

1.3 

4509 

48 

1.0 

1962 

9084 

142 

1.5 

4764 

75 

1.5 

4320 

67 

1.5 

1963 

9276 

114 

1.2 

4742 

65 

1.3 

4534 

49 

1.5 

1964 

8859 

101 

1.1 

4468 

55 

1.2 

4391 

46 

1.0 

1965 

8041 

98 

1.2 

4013 

50 

1.2 

4028 

48 

1.1 

1966 

7470 

94 

1.2 

3852 

49 

1.2 

3618 

45 

1.2 

Total 

103,165 

1,485 

1.4 

52,625 

803 

1.5 

50,540 

682 

1.3 

• 

-Obtained  from 

either  birth 

or  death  certificates. 
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fants  of  indeterminate  sex  was  small  and  was 
included  with  the  group  manifesting  multiple 
malformations. 

Prematurity,  including  the  more  recent 
classification  of  immaturity,  shows  a gradual 
rise  from  1955  to  its  peak  in  1965  (9.9%). 
In  1966,  the  percentage  dropped  to  7.8%, 
the  lowest  rate  since  1958.  (Table  B). 

The  anomaly  found  most  often  on  the  birth 
certificate  in  the  premature-immature  group 
is  erythroblastosis  fetalis  92  (32.3%),  far 
outranking  the  second  category,  multiple 
malformations  29  (11.8%),  and  the  third 
category,  musculoskeletal  system  24  (9%). 
On  the  birth  certificate  of  immature  infants, 
it  is  interesting  to  note  that  musculoskeletal 
malformations  are  reported  almost  twice  as 
often  as  erythroblastosis  fetalis,  33  to  19. 
Data  from  death  certificates  reveals  that 
erythroblastosis  fetalis  accounts  for  the  ma- 
jority of  the  deaths  of  premature  infants 


Table  B 

Total 

Births 

Premature 

Total 

% 

1955 

8014 

654 

8.16 

1956 

_ 8388 

732 

8.72 

1957 

8688 

669 

7.70 

1958 

8500 

652 

7.67 

1959 

8695 

692 

7.96 

1960 

8863 

714 

8.05 

1961 

9287 

796 

8.57 

1962 

9084 

786 

8.65 

1963 

9276 

838 

9.03 

1964 

8859 

857 

9.67 

1965 

8041 

800 

9.94 

1966 

7470 

585 

7.83 

in  whom  other  anomalies  also  exist.  The 
malformations  most  frequently  mentioned 
as  contributing  to  death,  but  not  related  to 
the  immediate  cause  of  death  of  both  pre- 
mature-immature, and  immature  infants  are 
those  of  the  musculoskeletal  system,  11 
(16.2%). 

The  racial  differences  for  various  con- 
genital malformations  are  subtle  in  some 
cases  and  striking  in  others  (Table  C).  Mal- 
formations were  found  in  1.5%  of  the  white 
births  as  compared  to  1.1%  of  the  Negro 
births.  The  other  nonwhite  births  demon- 
strated an  incidence  of  1.7%.  The  incidence 
of  malformations  among  whites  does  not 
fluctuate  to  as  great  an  extent  as  it  does 
among  Negroes  and  other  nonwhites.  In 
agreement  with  Ingalls  and  Klingberg,®  it 
has  been  found  that  mongolism,  34  (2.3%) 
to  none  (0%),  cleft  lip  and  cleft  palate  ap- 
pear with  far  greater  frequency  among 
whites,  112  (7.5%)  to  5 (3.1%)  whereas 
polydactylism  is  observed  more  often  among 
Negroes  22.8%  to  2.5%.  The  present  study 
also  reveals  that  erythroblastosis  fetalis, 
hydrocephalus,  meningocele,  circulatory  and 
gastrointestinal  anomalies,  tumors  and  cysts 
are  more  prevalent  among  white  births. 

The  incidence  of  congenital  malformations 
tends  to  increase  with  advancing  maternal 
age.  Mongolism  is  seen  more  often  in  in- 
fants of  mothers  over  30,  25  (73.5%)  to 
9 (26.5%)  in  infants  of  mothers  under  30 
years,  while  the  rise  in  the  number  of  other 
malformations  reported,  although  less  ap- 


Table  C 

CONGENITAL  MALFORMATIONS  ACCORDING  TO  RACE* 


Total 

White 

Births 

Total 
White 
Births  & 
Defects 

% 

1955-66 

Total 

Negro 

Births 

Total 
Negro 
Births  & 
Defects 

% 

Total 

Other 

Races 

Births 

Total 
Other 
Races  & 
Births 

% 

1955 

7192 

110 

1.5 

775 

12 

1.5 

47 

0 

0.0 

1956 

7464 

124 

1.7 

852 

19 

2.2 

72 

2 

2.8 

1957 

7704 

118 

1.5 

899 

9 

1.0 

85 

4 

4.7 

1958 

7603 

123 

1.6 

842 

11 

1.3 

55 

1 

1.8 

1959 

7734 

122 

1.6 

902 

8 

.9 

59 

0 

0.0 

1960 

7869 

140 

1.8 

948 

20 

2.1 

46 

2 

4.3 

1961 

8165 

99 

1.2 

1052 

10 

.9 

70 

2 

2.9 

1962 

7926 

134 

1.7 

1083 

7 

.6 

75 

1 

1.3 

1963 

8055 

101 

1.3 

1115 

12 

1.1 

106 

1 

.9 

1964 

7730 

94 

1.2 

1007 

6 

.6 

122 

1 

.8 

1965 

7029 

93 

l.S 

933 

6 

.5 

79 

0 

0.0 

1966 

6513 

84 

1.2 

882 

8 

.9 

75 

2 

2.8 

Total 

90,984 

1,342 

1.5 

11,290 

127 

1.1 

891 

16 

1.7 

• 

-Obtained  from 

either  birth 

or  death  certificates. 
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parent,  nonetheless  exists.  Fraser^  has 
drawn  correlations  between  maternal  age 
and  various  malformations,  suggesting  as 
a cause  mutations  due  to  copying  errors  in 
duplication.  He  cites  achondroplasia  and 
acrocephalosyndactyly  as  evidence.  McKeown® 
suggests  a relationship  between  maternal 
age  and  hydrocephalus,  congenital  disloca- 
tion of  the  hip,  cleft  palate,  and  pyloric  ste- 
nosis. The  data  presented  in  this  study 
neither  supports  nor  refutes  either  contention 
as  the  coding  system  used  in  making  the 
study  combines  specific  malformations  into 
more  general  classification. 

In  34  plural  births  with  congenital  mal- 
form,ations,  musculoskeletal,  multiple,  and 
erythroblastosis  fetalis  accounted  for  16 
(47.0%).  The  plural  live  births  with  ery- 
throblastosis fetalis  terminated  in  death 
and  the  cause  of  all  fetal  deaths  of  plural 
deliveries  was  erythroblastosis  fetalis.  An- 
other characteristic  of  plural  births  is  the 
seeming  inability  of  the  infants  to  survive 
if  they  are  bora  with  anomalies  of  the  cir- 
culatory and  nervous  systems.  Noteworthy 
of  consideration  is  the  fact  that  none  of  the 
heart  anomalies  were  diagnosed  at  birth. 

The  position  of  the  affected  child  in  the 
gravid  history  of  the  mother  is  an  interest- 
ing factor  in  this  study.  The  malformations 
most  frequently  reported  on  the  certificates 
of  children  born  to  406  primipara  (with  a 
gestation  period  of  20  weeks  or  longer)  are 
those  of  the  musculoskeletal  117  (28.8%) 
and  gastrointestinal  systems  59  (14.5%). 
Malformations  of  the  musculoskeletal  sys- 
tem most  frequently  seen  are  clubfoot  and 
polydactylism,  whereas  malformations  of  the 
gastrointestinal  system  cover  a wide  spec- 
trum. Erythroblastosis  fetalis  appears  more 
frequently  among  infants  second  or  more 
in  order  of  birth,  reaching  26.2%  by  the 
third  pregnancy.  From  this  point  on,  ery- 
throblastosis fetalis  remains  at  a fairly  con- 
stant level  between  25%  and  33%  of  the 
total  malformations  reported. 

The  incidence  of  congenital  malformations 
in  Omaha-Douglas  County  shows  a consist- 
ent rise  twice  a year  during  the  12  years 
under  study.  Anomalies  reported  on  birth 
certificates  reach  their  highest  points  in  the 
first  (446)  and  third  (462)  quarters  of  the 


year,  compared  to  the  second  (389)  and 
fourth  (386)  quarters,  with  anencephaly 
gastrointestinal  anomalies,  cleft  lip  and 
palate,  multiple  anomalies  and  erythroblas- 
tosis fetalis  occurring  most  frequently.  Also 
noted  in  this  study  are  the  correlating  in- 
creases and  declines  in  the  incidence  of 
deaths  due  to  anencephaly,  total  anomalies 
of  the  nervous  system,  erythroblastosis  fe- 
talis, and  congenital  anomalies  as  a whole. 
By  contrast,  the  number  of  heart  and  mus- 
culoskeletal anomalies  reported  on  birth  and 
death  certificates  is  found  to  be  compara- 
tively uniform  throughout  the  year.  Fetal 
deaths  due  to  erythroblastosis  fetalis  rise  to 
a high  level  in  January  (38)  and  decline 
steadily  thereafter  to  December  (18). 

A number  of  malforaiations  of  high  inci- 
dence are  associated  with  complications  of 
pregnancy,  the  most  common  of  which  are 
erythroblastosis  fetalis  14  (20.6%),  mal- 
formations of  the  nervous  system  12 
(17.6%),  malformations  of  the  gastrointest- 
inal system  10  (14.7%),  multiple  anomalies 
10  (14.7%),  anencephaly  7 (10.3%),  and 
malformations  of  the  circulatory  system  5 
(7.4%).  These  same  malformations  are 
also  reported  most  frequently  as  the  under- 
lying causes  of  death  of  infants  delivered  of 
mothers  with  complications  of  pregnancy. 
Musculoskeletal  malformations  reach  their 
highest  level  among  infants  with  neonatal 
complications  (25.0%),  but  as  a contribu- 
tory condition  rather  than  as  the  underly- 
ing cause  of  death.  Malformations  reported 
on  fetal  death  certificates  coraespond  closely 
to  those  reported  on  certificates  of  live 
birth. 

Area  and  socioeconomic  status  of  the 
mother’s  residence  was  determined  by  census 
tract  as  established  by  the  Statistical 
Branch,  Communicable  Disease  Center,  At- 
lanta, Georgia.  Boundaries  were  determined 
by  the  following  factors: 

1.  Average  value  of  dwelling  unit. 

2.  Percent  deterioration  occupied  hous- 
ing. 

3.  Percent  dilapidated  occupied  housing. 

4.  Percent  of  rented  occupied  housing. 

The  congenital  malformations  are  distrib- 
uted by  rate  per  1000  live  births  by  census 
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tracts,  as  shown  in  the  census  tract  map. 
The  tract  with  the  highest  rate  is  in  the  up- 
per socioeconomic  area.  The  lowest  rate  is 
in  the  lowest  socioeconomic  area.  The  over- 
all distribution  shows  no  correlation  with 
socioeconomic  area  conditions  (Map  A). 

Discussion 

The  accurate  assessment  and  reporting  of 
the  incidence  of  congenital  malformations 
requires  a comprehensive  knowledge  of  the 
products  of  all  fertilizations,  an  awareness 
of  the  possible  relation  of  parental  and  envir- 
onmental factors  to  malformation,  and  stand- 
ardization of  terminology  and  methods  of 
recording.  The  frequency  of  congenital  ano- 
malies in  early  embryonic  life  has  not  been 
established.  Reports  of  the  incidence  of 
congenital  anomalies  in  aborted  material  as 
well  as  in  term  pregnancies  vary  greatly  as 
to  tenninology,  diagnostic  acumen,  and  pe- 
riods of  observation.  The  use  of  such  vague 
terms  as  ‘monster,’  ‘hernia,’  ‘skeletal  de- 
formity’ preceded  in  some  instances  by  ‘some 
sort  of’  only  adds  to  the  problem.  As  for 
diagnostic  consistency  a spectrum  of  varia- 
tions was  evident.  The  medical  portion  of 
many  vital  records  seems  to  have  been  com- 
pleted hurriedly  and  with  only  a cursory  ap- 
praisal of  the  infant’s  medical  status.  This 
lack  of  adequate  medical  data  may  be  ac- 
counted for  in  part  by  the  brief  period  al- 
lowed by  law  for  the  filing  of  the  records 
with  the  local  registrar  of  vital  statistics. 
However,  recognition  by  the  physician  of  the 
value  of  birth,  death,  and  fetal  death  cer- 
tificates in  defining  precisely  individual  and 
community  health  problems  is  essential. 

Due  to  the  incompleteness  of  the  data 
which  can  presently  be  collected,  large  scale 
frequency  evaluations  can  do  little  more  than 
emphasize  the  problem  of  congenital  mal- 
formation. But  with  improved  diagnostic 
and  reporting  procedures,  studies  of  the  spe- 
cific etiologic  and  genetic  factors  associat- 
ed with  congenital  malformations  could  be- 
gin. To  accomplish  this  purpose  will  re- 
quire more  extensive  utilization  of  data  pro- 
cessing methods  to  record  and  retrieve  in- 
formation from  vital  records.  To  improve 
vital  records,  more  extensive  familial,  ma- 
ternal and  paternal  medical  histories  should 
be  required,  particularly  with  respect  to 


known  teratogenic  agents  such  as  viruses, 
radiation,  drugs,  and  trauma.  Special  em- 
phasis should  be  placed  on  the  first  and  sec- 
ond trimesters  of  pregnancy.  The  results 
of  Coombs’  tests,  and  more  specifically,  the 
paternal  blood  type  should  appear  on  birth 
certificates.  This  information  is  valuable 
because  of  the  extremely  high  incidence  of 
erythroblastosis  fetalis. 

Postmortem  findings  correlated  with  the 
birth  record  will  aid  in  the  epidemiology  of 
congenital  malformations.  This  need  is 
made  apparent  by  the  high  percentage  of 
cardiac  and  circulatory  anomalies  which  are 
not  reported  on  birth  certificates.  If  they 
are  mentioned  on  the  death  certificates  it 
is  by  using  such  unsatisfactory  terminology 
as  ‘congenital  heart  defect,’  rather  than  by 
delineating  the  specific  anomaly.  The  physi- 
cian’s statement  of  ‘prematurity’  or  ‘imma- 
turity’ on  a vital  record  should  be  in  accord- 
ance with  the  presently  accepted  definitions, 
that  is,  prematurity  meaning  36  weeks  ges- 
tation or  less,  and  immaturity  meaning  birth 
weight  of  less  than  2500  grams.  The  im- 
portance of  this  distinction  was  demonstrat- 
ed earlier  in  this  paper  when  it  was  found 
that  prematurity  was  most  commonly  asso- 
ciated with  erythroblastosis  fetalis,  and  im- 
maturity with  musculoskeletal  anomalies.  It 
is  obvious  that  the  presence  of  anomalies  is 
not  always  discovered  at  birth,  therefore  it 
is  important  to  do  follow-up  studies  of  all 
infants  at  six  months  and,  ideally,  again  at 
one  year. 

Conclusions 

The  following  conclusions  may  be  drawn 
from  this  study: 

1.  For  the  twelve-year  period  from  1955 
to  1966,  the  incidence  of  congenital 
malformations  was  1.4%  of  births,  be- 
ing higher  among  males  than  among 
females  (1.5%  as  compared  to  1.3%). 

2.  The  occurrence  of  congenital  heart 
malformations  was  greater  among  fe- 
males than  among  males  (8.2%  as 
compared  to  4.5%). 

3.  Birth  certificates  of  immature  infants 
showed  musculoskeletal  deformities  to 
be  present  almost  twice  as  frequently 
as  erythroblastosis  fetalis.  Death  cer- 
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tificates  of  premature  infants  showed 
erythroblastosis  fetalis  to  be  the  lead- 
ing cause  of  death. 

4.  White  births  demonstrated  a higher 
incidence  of  congenital  malformations 
than  Negro  births  (1.5%  to  1.1%). 

5.  Erythroblastosis  fetalis  is  the  mal- 
formation most  commonly  found  in 
plural  births  (47.0%). 

6.  The  highest  incidence  of  congenital 
anomalies  occurs  during  the  months 
of  February-March  and  August-Sep- 
tember. 

7.  Congenital  heart  disease  does  not  show 
this  biannual  fluctuation,  but  remains 
at  a constant  level  of  occurrence. 

8.  The  distribution  of  congenital  mal- 
formations per  1000  live  births  by  cen- 
sus tracts  revealed  no  correlation  with 
socioeconomic  conditions. 

9.  The  present  monitoring  and  reporting 
systems  are  grossly  inadequate  for 
surveillance  pui*poses.  The  following 
recommendations  are  proposed  for  im- 
proving the  systems: 

a.  More  comprehensive  information 
should  be  required  on  the  birth 
certificate,  including  pertinent  fa- 
milial and  maternal-paternal  medi- 
cal history. 

b.  A follow-up  system  should  be  de- 
veloped to  report  manifestations  of 


congenital  malformations  in  all  in- 
fants at  six  months  and  one  year 
of  age. 

c.  The  complete  list  of  congenital  ano- 
malies as  proposed  for  the  Eighth 
Revision  of  the  International  Clas- 
sification of  Diseases  should  be 
provided  to  all  physicians  and  hos- 
pitals to  insure  the  uniform  re- 
porting of  birth  anomalies. 

d.  Infomiation  from  vital  records 
should  be  under  a surveillance 
system  in  order  that  any  increase 
in  the  incidence  of  congenital  mal- 
formations will  be  immediately 
apparent. 

NOTE:  This  study  was  made  possible  through  a grant 

provided  by  the  Training  Resources  Branch  of  the  Division 
of  Community  Health  Services,  United  States  Public  Health 
Service. 

References 

1.  Report  of  the  United  States  Delegation  to  the 
International  Conference  for  the  Eighth  Revision  of 
the  International  Classification  of  Diseases,  Geneva, 
Switzerland,  July  6-12,  1965. 

2.  Landtman,  B.,  and  Wallgren,  E.  I.:  Infant 
mortality  due  to  congenital  malformations.  Pedi- 
atrics Digest,  p.  24,  Febr.,  1967. 

3.  Ingalls,  Theodore  H.,  and  Klingberg,  Marcus 
A.:  Implications  of  epidemic  embryopathy  for  pub- 
lic health.  Amer  J Public  Health  55,  No.  2,  pp.  200- 
208,  Febr.,  1965. 

4.  Fraser,  F.  C. : Use  of  teratogens  in  the  analy- 
sis of  abnormal  developmental  mechanisms.  First 
International  Conference  on  Congenital  Malforma- 
tions, London,  England,  July  18-22,  1960.  Philadel- 
phia, Lippincott,  1961,  pp.  179-186. 

5.  McKeown,  T.;  Sources  of  variation  in  the  in- 
cidence of  malformations.  First  International  Con- 
ference on  Congenital  Malformations,  London,  Eng- 
land, July  18  - 22,  1960.  Philadelphia,  Lippincott, 
1961,  pp.  45-52. 


April,  1969 


211 


Complications  of  Abdominal  Hysterectomy 


Abdominal  hysterectomy  is  a 
common  operation  usually  per- 
formed for  benign  disease  or 
pre-invasive  malignancy.  The  morbidity 
rates  will  vary  with  the  reporting  source 
as  will  the  specific  complications.  Some  of 
the  problems  which  arise  are  common  to 
abdominal  and  pelvic  procedures  and  some 
are  specific  to  this  operation.  To  recognize 
complications  is  not  difficult;  to  treat  them 
requires  more  knowledge.  The  main  ob- 
jective is  to  anticipate  and  prevent  them. 

Our  more  common  complications  of  ab- 
dominal hysterectomy  are; 

1.  Infection 

2.  Wound  complications 

3.  Hemorrhage 

4.  Small  and  large  bowel  problems 

5.  Urinary  tract  complications 

6.  Late  complications,  vault  prolapse, 
dyspareunia,  and  psychological  prob- 
lems 

Total  knowledge  of  the  patient  permits 
planning  the  preoperative  evaluation  and 
preparation  according  to  the  needs  of  the 
specific  patient.  It  demonstrates  the  par- 
ticular difficulties  to  anticipate  during  and 
after  surgery.  This  implies  that  the  natural 
course  of  the  gynecologic  disease  has  been 
considered. 

Obviously,  postoperative  hemorrhage  and 
hematoma  formation  should  be  prevented  at 
the  time  of  surgery.  Avoid  piercing  vessels 
with  suture  ligatures.  Take  hemostats  off 
slowly,  so  that  the  ligature  adequately  con- 
stricts the  vessels  but  also  to  prevent  them 
from  retracting  and  forming  hematomas. 
This  is  especially  important  where  pedicles 
are  short  and  very  vascular,  such  as  the 
uterine  vessels  and  the  cardinal  ligaments. 
In  either  of  these,  should  bleeding  persist 
or  a vessel  retract,  it  is  necessary  to  dissect 
out  the  ureter  before  resuturing  farther 
laterally.  On  rare  occasions,  it  may  be 
necessary  to  ligate  the  hypogastric  arteries. 
Patients  who  have  endometriosis  or  old 
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abscesses  may  have  many  oozing  surfaces. 
Pressure,  using  wann  packs  and  occasion- 
ally oxidized  cellulose,  may  help,  but  ade- 
quate vaginal  drainage  of  the  retroperitoneal 
space  is  important.  If  hematoma  formation 
can  be  prevented,  many  postoperative  infec- 
tions will  be  avoided. 

Postoperative  hemorrhage  may  be  detect- 
ed from  the  amount  of  vaginal  bleeding  or 
from  monitoring  of  the  vital  signs  during 
the  hours  immediately  following  the  proce- 
dure. Should  it  occur,  vaginal  inspection 
may  reveal  bleeding  from  the  cuff,  which 
can  be  sutured  by  this  route.  If  not,  ab- 
dominal exploration  while  the  patient  is 
still  in  good  condition  is  mandatory.  Some- 
times only  a single  arterial  bleeder  is  found, 
but  more  often  all  vessels  of  a given  pedicle 
require  religation. 

Infection  following  surgery  may  be  con- 
fined to  the  retroperitoneal  region  particu- 
larly along  the  base  of  the  broad  ligaments. 
Either  cellulitis  or  infected  hematomas  may 
progress  to  abscess  formation  or  peritonitis. 
The  more  common  predisposing  factors  are 
inadequate  hemostasis,  excess  tissue  trauma, 
pre-existing  pelvic  infection,  unrecognized 
bowel  injury,  prolonged  operating  time, 
breaks  in  aseptic  technic  and  inappropriate 
conization-hysterectomy  interval.  Only  rare- 
ly are  prophylactic  antibiotics  indicated. 

If  wound  hematomas  or  abscesses  occur, 
adequate  drainage  and  subsequent  local 
wound  care  are  mainstays  of  treatment. 
Antibiotics  offer  little  help.  When  a wound 
drains  serous  material,  do  not  automatically 
assume  that  this  is  a seroma;  more  often 
this  is  pathognomonic  of  impending  evis- 
ceration. Nearly  all  wound  complications  re- 
sult from  improper  technic  utilized  at  the 
time  of  closure,  although  severe  coughing, 
vomiting  or  wretching  may  tear  out  sutures. 
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The  following  examples  illustrate  certain 
points. 

The  first  patient,  a 38  year  old,  gravida 
4,  para  4,  with  normal  menses,  at  routine 
examination  showed  a Class  IV  cervical 
cytology.  Biopsy  of  a small  cervical  ero- 
sion was  reported  as  carcinoma  in-situ.  Bi- 
manual examination  revealed  a multinodular 
uterus  with  an  intraligamentous  mass  on 
the  left.  Review  of  systems  was  negative. 
The  four  pregnancies  were  uncomplicated, 
but  because  of  cephalopelvic  disproportion  all 
deliveries  were  abdominal.  With  the  fourth 
low  cervical  cesarean  section  10  years  ago, 
tubal  sterilization  was  performed.  There 
were  no  anesthetic  problems  and  no  trans- 
fusions. The  first  three  postoperative  courses 
were  afebrile,  but  there  was  a wound  infec- 
tion following  the  last  procedure.  General 
physical  examination  showed  no  abnormal- 
ities. There  had  been  no  untoward  reactions 
to  drugs  in  the  past  and  the  patient  took 
no  prescription  medication.  Pre  - operative 
chest  X ray,  urinalysis  and  hemogram  were 
normal. 

What  planning  was  necessary  for  this  par- 
ticular patient  ? 

1.  Location  of  the  ureters  must  be  known 
because  of  the  mass  in  the  left  broad 
ligament. 

2.  Invasive  malignancy  must  be  ruled 
out. 

3.  It  must  be  anticipated  that  the  blad- 
der will  be  difficult  to  dissect  off  the 
cervix  and  vagina. 

4.  Appropriate  psychologic  preparation 
is  needed. 

Intravenous  pyelography  revealed  the  left 
ureter  to  be  displaced  laterally.  Psychologic 
preparation  included  explanation  of  physio- 
logic changes,  possible  complications,  dura- 
tion of  hospital  stay  and  recovery,  and  dis- 
cussion of  the  effect  on  sexual  activity.  Ex- 
planation of  the  meaning  of  carcinoma  in- 
situ  was  carefully  worded  so  as  not  to  fright- 
en the  patient.  No  discussion  of  further 
childbearing  was  necessary  since  the  patient 
was  sterilized  10  years  previously.  In  the 
operating  room,  a system  for  instilling  a 
sterile  colored  solution  into  the  bladder  by 


the  indwelling  catheter  was  available  be- 
cause of  the  opportunity  for  the  bladder 
injury.  No  special  bowel  problems  were 
anticipated  other  than  the  possibility  of 
adherence  at  the  incision  site  or  possibly  at 
the  sites  of  tubal  sterilization.  Simple  total 
hysterectomy,  very  adequate  therapy  for 
carcinoma  in-situ,  is  woefully  inadequate 
treatment  for  invasive  cervical  carcinoma. 
Therefore,  cold  knife  conization  is  a neces- 
sity. The  interval  between  conization  and 
hysterectomy,  if  indeed  the  lesion  is  non- 
invasive,  is  of  great  importance  in  the  pre- 
vention of  infection  in  the  base  of  the  broad 
ligaments.  The  alternatives  are: 

1.  Conization,  frozen  section,  and  if  no 
invasion  is  found,  proceed  with  the 
hysterectomy  under  the  same  anes- 
thetic. 

2.  Conization,  permanent  section  of  the 
specimen,  and  if  no  invasion  is  found, 
perform  the  hysterectomy  within  48 
hours. 

3.  Conization  and  permanent  section. 
Allow  the  cervix  to  heal  and  the  para- 
metrial  infection  to  subside.  The  hys- 
terectomy can  be  done  safely  in  ap- 
proximately 6 weeks. 

Certain  aspects  of  technic  can  be  illus- 
trated in  this  patient.  The  abdominal  in- 
cision may  be  of  any  variety  provided  it  is 
of  adequate  size  since  exposure  is  all  im- 
portant with  the  intraligamentous  mass  and 
the  multinodular  uterus.  With  an  adequate 
incision  and  good  muscle  relaxation  the 
trauma  of  excessive  retraction  can  be  avoid- 
ed. After  careful  opening  of  the  peritoneum 
the  anticipated  mild  bowel  and  omental  ad- 
hesions can  be  readily  freed  and  the  upper 
abdomen  explored.  After  the  patient  has 
been  placed  in  the  Trendelenburg  position 
the  bowel  is  gently  packed  out  of  the  pelvis. 
Traction  on  the  uterine  fundus  at  various 
times  during  the  procedure  will  facilitate 
visualization  and  dissection.  This  can  be 
achieved  by  instruments  or  by  a strong  stay 
suture  properly  placed  through  the  myo- 
metrium of  the  fundus.  Ovarian  function 
was  presumed  to  be  normal  since  menses 
were  regular.  If  the  ovaries  are  adherent 
to  the  posterior  surface  of  the  uterus  or 
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broad  ligament,  they  should  be  freed.  In 
this  patient  it  is  suggested  that  the  round 
ligaments  be  clamped,  severed,  and  ligat- 
ed separately  from  the  tubo-ovarian  pedicles 
to  achieve  more  mobility  for  the  potentially 
difficult  bladder  flap  dissection.  It  will 
also  facilitate  opening  the  left  broad  liga- 
ment. Tubo-ovarian  pedicles  should  be 
treated  next  to  decrease  the  anastomotic 
blood  supply  and  achieve  the  necessary  visu- 
alization on  the  left.  The  bladder  flap  should 
be  carefully  dissected  using  gentle  blunt  and 
scissor  dissection,  keeping  the  tip  of  the 
scissors  pointed  toward  the  uterus.  The 
cleavage  plane  will  not  be  smooth  and  the 
separation  will  be  bloody  with  the  bleeding 
coming  from  the  posterior  wall  of  the  blad- 
der. Place  a pack  over  the  posterior  bladder 
wall  and  retract  with  an  appropriately  wide 
retractor  to  roll  the  ureters  laterally  and  to 
control  some  of  the  oozing  by  pressure. 
After  proper  identification  of  the  uterine 
vessels  on  the  right,  clamp,  severe,  and 
doubly  ligate  them.  This  will  decrease  the 
back  bleeding  during  the  dissection  on  the 
left  which  may  be  difficult.  Open  the  left 
broad  ligament  widely.  Usually  broad  liga- 
ment myomas  are  easy  to  dissect  bluntly 
from  the  surrounding  aerolar  tissue.  The 
ureter  must  now  be  identified  and  will 
usually  remain  adherent  to  the  medial  as- 
pect of  the  peritoneum.  The  ureter  should 
be  adequately  separated  from  the  uterine 
vessels  and  protected  by  gentle  retraction 
before  ligation  of  these  vessels.  If,  at  this 
point,  there  is  doubt  concerning  possible 
ligation  of  the  ureter,  it  must  be  revisual- 
ized. If  it  has  been  tied  in  the  pedicle,  sep- 
arate the  structures  within  the  pedicle  and 
carefully  clamp  the  vessels,  cut  the  suture, 
and  inspect  the  ureter.  If  it  has  been  tied 
for  only  a short  time,  no  difficulty  will 
ensue.  If  it  has  been  tied  for  a long  time 
it  may  be  necessary  to  have  a ureteral 
catheter  placed  postoperatively.  Should  you 
wonder  whether  the  ureter  has  been  cut, 
give  the  patient  some  intravenous  indigo 
carmine  and  watch  for  its  appearance.  This 
will  be  diagnostic  and  if  the  ureter  has  been 
severed,  will  locate  the  proximal  end.  If  the 
ureter  has  been  cut  close  to  the  bladder  mu- 
cosa to  mucosa  reimplantation  is  recommend- 
ed. If  farther  cephalad,  anastomosis  over  an 


appropriate  splint  is  best.  Be  sure  to  place 
an  extraperitoneal  drain  but  don’t  put  it 
against  the  suture  line.  If  the  dissection 
around  the  broad  ligament  myoma  is  ex- 
tensive, approach  to  the  left  cardinal  liga- 
ment will  be  easy ; but  if  not,  treat  the  right 
cardinal  ligament  first  to  get  better  mo- 
bility before  handling  the  left  side.  This 
might  be  a good  patient  in  whom  to  ligate 
the  uterosacral  ligaments  individually.  Ex- 
cise the  uterus  in  toto  and  take  from  1 to 
2 centimeters  of  vaginal  cuff.  Long  grasping 
clamps  will  control  bleeding  from  the  cuff 
and  provide  stabilization  and  visualization 
for  whatever  form  of  suturing  is  chosen. 
At  this  point  adequate  suspension  of  the 
cuff  to  the  cardinal  and  uterosacral  liga- 
ments will  prevent  late  vaginal  vault  pro- 
lapse. Inspection  of  pedicles  to  assure  hemo- 
stasis is  now  indicated.  Carefully  examine 
the  posterior  wall  of  the  bladder.  If  the 
dissection  was  particularly  difficult,  it 
would  be  wise  to  fill  the  bladder  with  a sterile 
colored  solution  to  be  sure  there  are  no 
defects.  Unintentional  entry  into  the  blad- 
der may  occur  and  is  unfortunate  but  failure 
to  recognize  that  it  happened  is  a very  seri- 
ous error.  If  a defect  is  found,  it  should 
be  repaired  in  layers,  and  constant  urethral 
or  suprapubic  drainage  should  be  maintained 
for  about  12  days.  The  most  frequent  cause 
of  vesicovaginal  fistula  is  bladder  trauma 
secondary  to  simple  total  hysterectomy  for 
benign  disease.  It  occasionally  occurs  fol- 
lowing inadvertent  cystotomy  with  failure  of 
recognition  and  repair,  but  more  often  fol- 
lows inappropriate  care  of  bleeding  points 
on  the  bladder  wall.  Each  should  be  clamped 
with  a fine  hemostat,  then  carefully  and 
gently  ligated.  Too  often  a suture  is  placed 
through  the  bladder  wall.  Necrosis  may  oc- 
cur in  about  a week.  At  that  time,  the  pa- 
tient will  complain  of  pelvic  pain,  and  48 
to  96  hours  later  will  note  vaginal  drainage 
of  urine.  If  this  happens,  recognize  that  a 
fistula  exists  and  explain  it  to  the  patient, 
but  do  not  attempt  to  repair  it  at  that  time. 

With  all  bleeding  points  controlled,  the 
raw  surfaces  should  be  peritonized  to  pre- 
vent adherence  of  bowel  and  possible  later 
obstruction.  It  does  not  matter  much  if  the 
vagina  is  closed  or  not,  providing  the  blad- 
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der  flap  covers  the  opening.  Bringing  the 
round  ligaments  into  the  vaginal  angles  will 
offer  no  further  support  to  the  vaginal  cuff, 
but  the  ovaries  will  be  brought  medially 
and  this  may  predispose  to  dyspareunia. 
Proper  abdominal  wall  closure  will  prevent 
hernia  and  avoid  hematomas  which  pre- 
dispose to  wound  infection.  In  this  patient 
one  might  consider  wire  closure  of  the  fas- 
cia or  the  use  of  stay  sutures  to  prevent 
dehiscence  since  the  fascial  blood  supply  may 
be  noticably  compromised  from  the  previous 
incisions  and  wound  infection. 

The  second  patient,  a 48  year  old,  married, 
nulligravida,  had  an  appendiceal  abscess  re- 
quiring drainage  and  subsequent  appendec- 
tomy at  the  age  of  15.  Menses  had  been 
heavy,  and  there  were  two  episodes  of  inter- 
menstrual  bleeding  in  the  past  6 months. 
There  was  a long  history  of  increasing  cyclic 
and  acyclic  pelvic  pain,  especially  in  the  left 
side.  There  had  been  a mild  change  in  bowel 
habit  without  melena  over  the  past  3 months. 
The  remainder  of  the  history  was  negative. 
General  physical  was  normal.  Pelvic  ex- 
amination revealed  a well  epithelialized  cer- 
vix, a normal  sized  uterus,  and  a fixed, 
tender  seven  centimeter  mass  in  the  left 
adnexa.  There  were  some  tender  nodules  in 
the  cul-de-sac  and  the  cervix  seemed  fixed 
to  the  rectosigmoid.  Chest  X ray  was  nega- 
tive, the  cervical  cytology  was  Class  I,  uri- 
nalysis and  hemogram  were  normal  and  the 
sedimentation  rate  was  at  the  upper  limits 
of  normal. 

What  planning  was  necessary  for  this  pa- 
tient ? 

1.  Diverticulitis  must  be  searched  for. 

2.  With  a fixed  mass,  possibly  an  endo- 
metrioma,  ureteral  localization  is  ad- 
visable. 

3.  Extensive  bowel  adhesions  from  the 
previous  appendiceal  disease  and  pos- 
sibly the  left  adnexal  disease  must  be 
anticipated.  In  addition  the  recto- 
sigmoid is  adherent  to  the  lower 
uterine  segment  and  cervix. 

4.  Carcinoma  of  the  endometrium  must 
be  ruled  out. 

5.  Prepare  the  patient  for  bilateral 


oophorectomy  and  explain  the  concept 
of  postoperative  oral  estrogen  therapy. 

Intravenous  pyelography  revealed  normal 
location  of  the  ureters.  Sigmoidoscopy  was 
normal  to  12  centimeters  but  the  instrument 
could  be  passed  no  further.  This  usually 
signifies  a fixed  angulation  of  the  rectosig- 
moid. Barium  enema  revealed  a few  diver- 
ticulae  and  the  fixed  angulation.  No  addi- 
tional left  lower  quadrant  pain  or  tender- 
ness and  no  febrile  response  followed  these 
examinations.  In  addition  to  the  usual  prep- 
aration it  would  be  sound  to  prepare  the 
bowel  for  possible  trauma  or  resection.  The 
patient  should  receive  enemas  until  re- 
turned clear  with  or  without  antibacterial 
preparation.  Curettage  should  be  performed 
just  prior  to  the  proposed  hysterectomy  to 
rule  out  endometrial  carcinoma.  Again  the 
incision  must  be  adequate  to  provide  excel- 
lent exposure  within  the  pelvis.  There  will 
be  many  bowel  adhesions  to  free  before  the 
pelvic  viscera  can  be  adequately  visualized. 
Sharp  dissection  of  the  adherent  bowel,  usu- 
ally working  from  laterally,  toward  the  mid- 
line is  the  first  step.  After  each  segment  of 
bowel  has  been  separated,  it  should  be  care- 
fully examined  and  any  defects  should  be 
repaired  with  a layer  closure  performed  in 
such  a way  that  the  lumen  is  not  compro- 
mised. Inadvertent  opening  of  the  bowel  is 
unfortunate,  but  failure  to  recognize  and  re- 
pair the  defect  can  be  fatal.  After  all  bowel 
has  been  freed,  it  should  be  packed  away  to 
give  appropriate  exposure  to  the  pelvic  vis- 
cera. The  ovaries  must  now  be  dissected 
free  from  the  peritoneal  surfaces.  This  may 
involve  ureteral  dissection  with  endometri- 
osis or  inflammatory  residuals.  The  pedicles 
can  now  be  treated  saving  adequate  broad 
ligament  peritoneum  to  cover  all  the  raw 
surfaces.  Before  the  cardinal  or  utero- 
sacral  ligaments  are  clamped,  check  to  be 
sure  that  the  rectum  is  completely  free  from 
the  cervix.  If  adherent,  sharp  dissection 
with  the  scissors  pointed  toward  the  cervix 
is  necessary.  Inspect  the  rectal  wall  care- 
fully and  close  any  defects.  Excise  the 
uterus  preferrably  by  entering  the  vagina 
posteriorly  to  eliminate  any  second  chance 
of  rectal  trauma.  There  may  be  some  diffi- 
culty in  achieving  hemostasis  after  the 
uterus  has  been  removed  because  of  the  fixed 
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mass,  the  multiple  adhesions  and  the  in- 
flammatory residual.  The  postinflammatory 
changes  from  diverticulitis  or  appendicitis 
are  not  particularly  different  from  those 
of  pelvic  inflammatory  disease.  If  there 
has  been  trauma  to  the  rectum  pull  the  blad- 
der flap  high  so  that  if  the  defect  does  not 
heal,  the  worst  that  can  occur  is  a recto- 
vaginal fistula,  not  peritonitis  or  an  ab- 
scess. Careful  abdominal  wound  closure 
again  is  mandatory.  If  there  has  been  exten- 
sive manipulation  of  the  bowel  or  trauma 
and  repair,  it  may  be  wise  to  insert  a naso- 
gastric tube  before  the  patient  leaves  the 
operating  room.  If  a rectovaginal  fistula 
does  develop,  allow  several  weeks  for  the  in- 
flammatory process  to  subside  before  con- 


sidering closure.  Some  such  fistulae  close 
spontaneously. 

To  keep  morbidity  at  a minimum  following 
abdominal  total  hysterectomy: 

1.  Have  thorough  knowledge  of  the  pa- 
tient and  her  disease. 

2.  Pre-operative  evaluation  and  medical, 
surgical  and  psychological  preparation 
should  be  individualized. 

3.  Know  and  adhere  to  established  sur- 
gical technic  in  detail. 

4.  Should  complications  arise,  recognize 
and  treat  each  one  according  to  proved 
surgical  principles. 

5.  Request  consultation  if  needed. 
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The  Dying  Patient 


This  paper  in  the  symposium  on 
the  dying  patient  will  address 
itself  to  three  points  which  I 
judge  fundamental  to  the  issues  proposed 
for  discussion.  After  a brief  exposition  of 
each  of  these,  I shall  proceed  to  some  ran- 
dom comments  on  issues  raised  by  the 
chairman  and  commented  upon  by  another 
of  the  panelists  in  preparatory  papers 
obligingly  sent  to  the  rest  of  us. 

The  points  I believe  that  I can  most  profit- 
ably, if  briefly,  develop  are  these: 

FIRST,  the  basic  challenge  to  moral 
theology  by  recent  advances  in  medi- 
cal science  and  technology,  related  to 
sustaining  life; 

SECOND,  the  problem  of  dying  with 
dignity ; 

THIRD,  the  complex  issue  of  the  right 
to  and  the  power  over  life  that 
seems  to  be  shaping  up  as  medical 
skill  advances. 

There  has  been  a certain  amount  of  dis- 
affection with  moral  theologians  and  philos- 
ophers registered  in  the  popular  press,  both 
religious  and  secular,  over  their  seeming  de- 
linquency in  facing  up  to  recent  medical 
progress  of  the  sort  which  promises  liter- 
ally a new  lease  on  life.  The  most  spectacu- 
lar of  these  recent  advances,  the  technique 
of  heart  transplantation,  both  by  its  suc- 
cesses and  by  its  apparent  failures,  has 
seemed  to  demand  a totally  new  moral 
assessment  of  the  questions  touching  human 
responsibility  for  life.  Such  a reassessment 
is  not  yet  forthcoming.  Since  moral  theology 
is  not  my  particular  field  of  expertise  it 
would  be  quite  presumptuous  of  me  to  at- 
tempt it  here.  In  any  case  it  strikes  me 
as  a bit  premature  to  be  urging  this  neces- 
sity, not  only  because  of  my  own  convic- 
tions about  the  nature  of  theology  but  also 
because  I do  see  a challenge  of  more 
pressing  priority  facing  us  at  the  moment. 
It  seem.s  to  me  that  what  medical  advances, 
especially  of  the  more  spectacular  sort,  de- 
mand of  the  theologian  is  a wider  diffusion 
of  a sense  of  responsibility  within  the  com- 
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munity  than  is  presently  felt  for  the  re- 
sults of  these  promised  advances. 

The  scientist  and  the  physician  are  often 
placed  in  the  anomalous  situation  of  a pres- 
ent-day clergy  substitute.  More  frequently 
with  the  passage  of  time,  they  are  called 
upon  to  state  positions  and  make  decisions 
which  religious  pluralism  combined  with 
our  commonly  shared  loyalty  and  reverence 
for  the  democratic  process,  tempered  by 
a certain  healthy  skepticism  about  the  cleri- 
cal pretensions  of  other  professions,  should 
ideally  reserve  to  community  responsibility. 
It  is  both  my  charitable  suspicion  and  my 
hope  that  the  medical  profession  experiences 
a certain  unease  about  being  thrust  into  the 
role  of  community  conscience.  I think  that 
this  unease  should  grow  into  genuine  con- 
cern where  issues  touching  the  effective  and 
dramatic  prolongation  of  life  are  at  stake. 

Because  I regard  theology  as  a habit  of 
mind,  or  more  properly  a mental  skill,  the 
diffusion  of  which  is  most  desirable  for 
the  spiritual  progress  and  stability  of  the 
community,  it  seems  to  me  that  the  most 
urgent  priority  occasioned  by  these  recent 
and  spectacular  medical  achievements  is  to 
alert  the  conscious  of  the  whole  community 
to  the  present  state  of  moral  awareness  and 
competence  in  moral  judgment  on  the  part 
of  scientists,  physicians,  philosophers  and 
theologians. 

This  is  not  to  suggest  that  I hold  that 
adequate  or,  much  less,  sophisticated  moral 
theological  positions  are  to  be  arrived  at  by 
a democratic  process.  It  is  rather  to  state 
that  community  dialogue  and,  above  all  else, 
community  readiness  to  assume  moral  re- 
sponsibility are  necessary  ingredients  in  any 
substantial  ethical  question  if  it  is  to  be 
treated  with  integrity. 

For  this  reason  I am  most  heartened  by 
the  interest  of  the  N.S.M.A.  in  tackling  this 
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matter  in  this  way.  It  is  my  hope  that  the 
discussion  which  follows  these  opening  pre- 
sentations will  be  of  some  help  in  initiating 
and  diffusing  the  aforementioned  commun- 
ity concern.  Let  me  emphasize  in  this  con- 
nection what  I have  already  hinted  at.  I 
believe  that  we  will  do  nothing  but  good  for 
the  community  and  for  ourselves  in  the  way 
of  structuring  an  adequate  theology  of  the 
dying  patient  if  we  are  ready  to  admit  with- 
out clerical  pretenses  of  any  sort  the  limita- 
tions of  our  present  positions  on  the  com- 
plex of  questions  which  the  dying  patient 
confronts  us  with  in  this  day  of  rapid  scien- 
tific and  technological  advances. 

The  problem  of  dying  with  dignity  seems 
in  some  ways  related  to  the  basic  challenge 
of  which  I have  spoken.  In  the  stimulating 
letter  which  our  chairman  sent  all  of  us 
some  time  ago,  he  put  the  question  this 
way : What  do  we  mean  when  we  talk  about 
dignity  in  dying?  Does  this  word  mean 
the  same  thing  to  the  dying  patient,  the 
physician  of  the  dying  patient,  the  pastor 
or  priest  of  the  dying  patient,  and  the 
closest  relative  of  the  dying  patient?  Ob- 
viously the  problem  of  dignity  is  intimately 
related  to  the  problem  of  a shared  moral 
consciousness,  if  the  question  is  put  thus. 

My  own  very  limited  experience  as  a sub- 
stitute hospital  chaplain  is  surely  inadequate 
grounds  on  which  to  base  an  assessment 
of  the  real  dimensions  of  the  problem  of  a 
shared  sense  of  dignity  anent  the  dying 
patient.  I have  been  struck  by  the  manifest 
concern  of  several  physicians  that  the 
chaplain  have  ready  access  to  the  dying  pa- 
tient, often  enough  in  circumstances  which, 
from  a medical  point  of  view,  must  have 
been  tense  to  say  the  very  least.  I wonder, 
however,  when  the  question  of  the  near 
relative  is  raised,  whether  the  very  busyness 
of  the  scene  does  not  tend  to  create  a sense 
of  the  loss  of  dignity.  In  this  connection, 
undoubtedly,  the  unfamiliarity  of  the  death- 
room  situation  will  tend  to  exacerbate  al- 
ready overwrought  emotions.  Hence  I would 
argue  to  the  need  of  some  sort  of  long-range 
development  of  attitudes  touching  the  ex- 
pectation of  death  which  would  be  shared  by 
the  community  to  a greater  degree  than  they 
are  at  the  present  time. 


Obviously,  such  a hoped-for  development 
will  appear  sublimely  unrealistic  when  we 
consider  the  large  variety  of  philosophies 
of  life  and  death  which  obtain  in  as  varied 
and  pluralistic  a community  as  many  of 
ours  are.  I am  not  proposing  some  sort 
of  public  philosophy  of  ultimates  or,  what 
would  be  more  repugnant,  some  common 
indoctrination  in  the  direction  of  public 
morality  on  this  ultimate  question.  Let  me 
qualify  the  suggestion  about  a long-range 
development  of  attitudes  by  making  some 
practical  suggestions. 

First  of  all,  it  seems  to  me  that  we  share 
a serious  responsibility  to  avoid  the  dis- 
semination of  intimations  of  immortality  in 
the  context  of  the  development  of  scientific 
and  medical  resources  which  issue  in  the 
prolonging  of  life  expectancy.  My  own  judg- 
ment is  that  we  twentieth  century  Americans 
are  already  more  than  sufficiently  prone  to 
the  casual  ignoring  of  death.  While  the 
noblest  boast  of  the  physician  is  his  dedica- 
tion to  the  enhancement  of  life,  it  should 
also  be  an  operative  factor  in  his  personal 
and  professional  humility  that  he  is  serving 
a finite  pm^Dose,  however  unlimited  his  com- 
mitment, however  lively  his  faith  in  a fu- 
ture immortality. 

Next  it  seems  good  that  we  be  sensitive 
to  the  need  of  some  straightforward  if  sym- 
pathetic address  to  the  near  relative  of  the 
dying,  as  part  of  our  responsibility  to  the 
dying  patient.  In  this  regard  a close  work- 
ing cooperation  between  physician  and 
pastor  or  chaplain  ought  to  be  routinely 
assumed  and  effectively  programmed.  My 
own  limited  experience  leads  me  to  say 
that  this  happens  most  satisfactorily  in 
some,  but  by  no  means  in  all,  cases. 

In  connection  with  the  whole  question  of 
the  dignity  of  dying,  I should  like  to  make 
reference  to  the  one  issue  in  this  entire  pre- 
sentation which  I feel  called  on  to  deal 
with  in  confessional  terms.  I choose  to  do 
so  not  because  I judge  it  to  be  a peculiarly 
Catholic  address  to  the  matter  of  death, 
but  because  I simply  do  not  know  how  wide- 
ly this  position  is  shared  by  men  of  other 
faiths.  I refer  to  the  matter  of  apprising 
the  patient  of  his  dying  condition.  The  Code 
of  the  Catholic  Hospital  Association  of  the 
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United  States  and  Canada  contains  the  follow- 
ing as  one  of  its  ethical  directives:  Every- 
one  has  the  right  and  the  duty  to  p^-epare 
for  the  solemn  moment  of  death.  Unless  it 
is  clear,  therefore,  that  a dying  patient  is 
already  well  prepared  for  death,  as  regards 
both  temporal  and  spiritioal  affairs,  it  is  the 
physician’s  duty  to  inform,  or  to  have  some 
responsible  person  inform,  him  of  his  cnti- 
cal  condition.  I bring  it  up  in  reference  to 
the  question  of  dignity  because  it  seems  to 
me  that  one  of  the  most  undignified  postures 
that  can  be  assumed  in  the  matter  of  death 
lies  in  the  refusal  to  face  it  with  sober  and, 
hopefully,  fearless,  directness.  I think  that 
not  only  in  moments  of  proximity  to  death 
but  also  a longe,  it  is  the  responsibility  of 
the  professional  man  to  deal  with  this  mys- 
tery in  a professional  way.  Palliative  lan- 
guage should  be  used  with  considerable 
restraint  and  an  awareness  of  some  specific 
or  other  in  the  sensitivity  of  the  patient  and 
his  kin. 

The  third  matter  which  I wish  to  treat 
briefly  is  the  emerging  question  of  the  focus 
of  moral  responsibility  for  the  prolongation 
of  life.  It  is  complex  and  increasingly  acute 
and  I must  admit  that  none  of  the  sugges- 
tions which  have  been  advanced  seems  satis- 
factoiy,  indeed  some  of  the  questions  placed 
before  the  public  seem  unanswerable.  In 
this  latter  category  I would  tentatively  in- 
clude such  questions  as  who  makes  the 
decision  concerning  which  one  of  two  or 
more  potential  recipients  gets  the  heart 
transplant  of  a single  available  donor.  It 
seems  further  that  the  whole  issue  of  at- 
tempting to  calculate  some  sort  of  standard 
of  human  worth  or  community  need  as  the 
basis  for  such  a choice  goes  directly  coun- 
ter to  convictions  about  the  sacred  unique- 
ness of  human  life  which  are  fairly  widely 
held  in  even  so  religiously  and  philosophical- 
ly divided  a society  as  ours.  I do  not  want 
this  to  seem  an  abdication  of  responsibility; 
rather  it  is  my  hope  that  a fruitful  discussion 
of  such  issues  as  this  here  and  in  other 
such  responsible  assemblies  will  help  to  clar- 
ify the  issue  in  the  entire  community. 

In  the  interest  of  such  clarification  I 
would  like  to  spend  the  remainder  of  this 
initial  time  in  touching  very  briefly  on 
some  of  the  matters  originally  proposed  in 


the  interest  of  a wide  swinging  coverage  of 
the  medical-moral  issue  of  the  dying  patient. 
The  terminology  “passive  euthanasia”  has 
been  advanced  as  one  way  of  describing  what 
another  in  the  same  medical  circumstances 
might  describe  as  deliberate  neglect  or  more 
vividly  as  “pulling  the  plug.”  Of  all  three 
expressions  it  is  the  last  which  causes  me 
the  least  difficulty  inasmuch  as  I judge  it 
can  reflect  a medically  responsible  decision 
which  need  not  also  imply  a morally  irre- 
sponsible one.  The  issue  underlying  such 
expression  touches  on  both  the  venerable 
and  respectable  matter  of  ordinary  versus 
extraordinary  measures  as  well  as  the  effec- 
tive influence  of  one’s  own  philosophical 
answer  to  the  ultimate  question  about  the 
meaning  of  life  on  professional  activity. 

My  problem  with  the  expression  “passive 
euthanasia”  is  not  only  that  it  suggests 
some  moral  delinquency  which  might  not 
indeed  be  the  fact  of  the  matter,  but  that 
it  opens  the  door  to  possibilities  in  the  total 
moral  climate  which  I hope  no  conscientious 
man  would  want  to  be  responsible  for.  In 
the  letter  he  sent  to  all  of  us  Dr.  Kenyon 
posed  a relevant  challenge  in  persuasive 
terms.  He  wrote  of  being  “appalled  by  over- 
zealous  efforts  to  sustain  vegetative  exist- 
ence,” and  said:  “If  we  really  believe  the 
Christian  claims  that  life  comes  after  death, 
then  I think  we  are  fighting  too  hard,  in 
my  instances,  to  delay  its  transition  from 
physical  to  spiritual.”  I bow  to  his  judg- 
ment about  the  factuality  of  his  observation 
and  support  the  statement  of  principle  which 
lies  behind  it.  I wonder  whether  the  pri- 
orities of  professional  pride  and  sense  of 
responsibility  to  one’s  own  skill  and  to  medi- 
cal advancement  are  not  perhaps  rated  above 
concern  for  the  personhood  of  the  patient 
in  such  cases  as  the  doctor  describes. 

Let  me  touch  again  on  the  question  of  the 
meaning  of  life.  It  has  been  suggested  that 
if  we  could  agree  on  this,  then  all  the  rest 
of  our  problems  could  either  be  easily  solved 
or  placed  in  some  more  reasonable  perspec- 
tive than  the  one  we  have  now.  I can  only 
agree,  but  I think  that  this  is  a hopeless 
“if.”  The  question  is  one  of  the  oldest  the 
history  of  speculative  thought  recalls  with- 
out the  vestige  of  a workable  consensus  in 
the  answers.  Even  men  who  share  the 
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strong  convictions  of  a religious  system  of 
great  and  persuasive  integrity,  while  they 
may  well  give  what  Newman  calls  notional 
assent  to  a proposed  answer,  vary  indefin- 
itely among  themselves  when  it  comes  to 
reducing  the  notional  to  the  real. 

This,  however,  should  not  be  regarded 
as  a judgment  that  the  posing  of  this  ques- 
tion or  the  attempt  to  answer  it  is  either 
hopeless  or  useless.  It  is  rather  under  the 
rubric  of  a shared  concern  for  this  and 
other  such  liberating  questions  that  I would 
suggest  yet  other  specifics  in  the  shaping 
of  the  community  conscious  on  the  issue  of 
the  dying  patient.  I think,  for  example,  that 
religiously  and  spiritually  it  is  in  the  in- 
terest with  which  our  professions  serve  the 
community  that  potential  donors  of  organ 
transplants  be  encouraged  to  the  respon- 
sible charity  involved  in  knowing,  under- 
standing, acquiescing  and  otherwise  par- 
ticipating in  the  scheme  to  let  a part  of  their 
bodies  serve  in  the  sustenance  of  life  in 
others.  In  this  connection  I judge  it  the 


part  of  philosophical  realism  to  make  it 
clear  that  it  is  no  longer  a portion  of  their 
bodies  which  lives  on  while  they  die  as  a 
whole.  What  was  theirs  is  theirs  no  longer, 
and  yet  it  is  through  a very  personal  and 
practical  commitment  to  love  that  they  con- 
tribute to  the  ongoing  life  of  another. 

Finally  and  very  briefly,  do  the  circum- 
stances of  the  dying  patient  elicit  different 
attitudes  on  the  part  of  the  physician  and 
other  interested  parties  ? Our  chairman 
proposed  this  question : Do  our  attitudes 

change  when  we  consider  the  patient  with 
terminal  malignancy  against  a senile,  dis- 
oriented 90-year-old  with  a strong  heart 
and  lungs  but  incompetent  vesical  and  anal 
sphincters  and  large  infected  decubiti?  My 
answer  would  be  yes  and  no.  Yes  not  only 
in  function  of  the  medical  treatment  but 
also  in  function  of  the  larger  vision  of  life 
in  which  presumably  we  really  believe  be- 
yond the  grave;  no,  insofar  as  the  descrip- 
tion of  life  as  either  a joy  or  a burden  be 
selectively  applied. 
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A Conclusion  and  a Challenge 


PRESIDENT’S  PAGE 

In  this  last  President’s  page  contribution 
before  turning  the  symbolic  gavel  over  to 
Dr.  J.  Whitney  Kelley  later  this  month,  I 
would  like  to  express  to  all  members  of  the 
Association  my  sincere  appreciation  for  the 
splendid  cooperation  that  I have  received 
during  the  past  year  and  to  say  that  the 
honor  of  serving  as  President  of  this  Asso- 
ciation has  been  the  greatest  that  I have 
had.  I only  wish  that  more  could  have  been 
accomplished.  I suppose  it  will  always  seem 
that  time  was  too  short  to  achieve  every 
goal,  but  this  has  been  no  fault  of  the  mem- 
bership, but  only  that  of  your  President.  I 
wish  to  express  particular  thanks  to  the 
Committee  Chairm.en  and  their  members,  the 
speaker  and  vice-speaker  of  the  House  of 
Delegates,  and  to  the  efficient  staff  of  the 
Headquarters  Office  of  the  Nebraska  State 
Medical  Association.  My  personal  thanks 
go  to  the  Editor  of  the  Journal  for  his  extra 
efforts  which  have  made  my  tenure  so  much 
easier.  Special  thanks  are  also  at  this  time 
gratefully  given  to  the  Board  of  Trustees, 
and  to  our  AMA  Delegates  and  Alternates 
and  to  my  own  partners  for  their  unselfish 
contributions.  I am  sure  that  Dr.  Kelley  can 
look  forward  to  the  same  continued  support 
from  the  members  of  the  Association,  and 
I wish  him  every  success  for  the  coming 
year. 

I had  hoped  to  conclude  my  President’s 
page  contributions  solely  on  this  type  of 
idealistic  level,  however,  certain  recent 
events  in  state  government  make  necessary 
a reference  to  another  subject  of  great 
importance.  It  is  unfortunate  that  at  a time 
when  our  rapport  with  the  Legislature  seems 
to  be  at  its  best,  we  have  partially  failed  in 
achieving  the  same  degree  of  success  at  the 
administrative  and  executive  levels  of  state 
government.  Wo  seem  to  be  ignored  or  by- 
passed at  many  levels  of  administrative  and 
executive  action.  This  has  occurred  in  spite 
of  every  reasonable  attempt  on  the  part  of 


the  Nebraska  State  Medical  Association  to 
keep  officials  informed  of  our  desire  to 
cooperate,  and  in  spite  of  our  prompt  and 
favorable  response  to  many  requests  for 
liaison  with  health  planning  agencies,  health 
department  divisions,  and  in  spite  of  the  vol- 
unteer service  of  many  of  our  members  on 
various  boards  and  councils. 

It  appears  to  me  that  some  people  in  ad- 
ministrative and  executive  positions  and 
their  advisors  feel  that  an  interest  in  health 
matters  plus  one  or  two  years  of  experi- 
ence in  some  governmental  position  qualifies 
them  to  be  independent  experts  in  the  field 
of  health.  To  these  individuals,  I must  say 
that  in  the  eyes  of  most  physicians  of  the 
state,  such  interest  and  two  years  experi- 
ence, even  if  it  Vvere  full-time  in  health  mat- 
ters, qualifies  them  only  as  a “sophomore” 
in  medicine,  and  some  recent  decisions  and 
actions  seem  to  be  of  “sophomoric  quality.” 
Whether  organized  medicine  is  “loved”  or 
not,  we  as  individuals  are  the  only  available 
providers  of  health  care  to  the  people  of 
Nebraska,  and  programs  of  health  plan- 
ning, health  experimentation,  and  health  ad- 
ministration that  do  not  have  the  support 
and  understanding  of  physicians  are  doomed 
to  failure.  This  is  not  a threat  but  a state- 
ment of  fact.  It  is  not  a request  to  dictate 
policy  or  to  question  the  authority  of  offi- 
cials, but  only  a request  for  courtesy  and 
understanding  in  order  to  achieve  the  best 
possible  results  for  Nebraskans  in  the 
health  field.  We  can  achieve  much  more 
by  working  together  than  by  going  it  alone, 
and  I am  sure  that  the  efforts  of  organized 
medicine  in  Nebraska  will  continue  to  work 
toward  this  end.  We  accept  this  failure  to 
communicate  as  our  own  failure,  and  regard 
it  as  a challenge  for  future  improved  rela- 
tions. We  sincerely  hope  that  a similar  co- 
operative effort  will  be  made  by  those  in 
positions  of  responsibility  in  state  govern- 
ment. 

— Frank  Tanner,  M.D. 
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Identification  of  Pre-Existing  Heart  Disease 
By  Simple  Screening  Electrocardiography 


^ ^ T TNDER  Nebraska  law,  an  em- 
I I ployee  is  entitled  compensation 
where  a work  injury  combines 
with  a pre-existing  disease  or  other  physical 
infirmity  to  produce  disability  or  death. 
This  is  true  even  though  the  disability  or 
death  would  not  have  occurred  from  the  em- 
ployment except  for  the  presence  of  the  pre- 
existing infirmity.”!  The  industrial  physi- 
cian, in  the  proper  function  of  his  respon- 
sibility, is  called  upon  to  identify  such  pre- 
existing infirmity  and  to  assess  its  potential 
for  aggravation  in  terms  of  the  job  in  which 
employment  is  sought.  Musculoskeletal  dis- 
orders, hernias,  visual  and  auditory  disabili- 
ties, and  pulmonary  disease  are  all  readily 
identified  within  the  limits  of  a traditional 
pre-employment  examination.  This  is  not 
necessarily  true  of  cardiovascular  disorders, 
particularly  coronary  heart  disease,  since 
blood  pressure,  pulse,  auscultation,  and  chest 
x-ray  may  all  be  normal. ^ Broadening  inter- 
pretation in  the  courts  regarding  compensa- 
bility for  alleged  aggravation  of  pre-existing 
coronary  heart  disease^*®  has  stimulated  a 
search  for  additional  means  for  identifying 
heart  disease  at  the  pre-employment  physical 
examination,  and  for  a more  realistic  job 
classification  of  the  applicant. 

It  became  necessary  to  face  this  problem 
in  1962.  An  employee  who,  unknown  at  the 
time  of  empolyment,  had  had  far  advanced 
coronary  arteriosclerosis  and  previous  myo- 
cardial infarction,  received  a rat  bite  while 
working  in  a laboratory.  There  followed  a 
transient  febrile  illness  during  which  an  or- 
ganism, characteristic  of  Streptobacillus 
moniliformis,  was  isolated  from  his  blood. 
However,  there  was  no  attending  significant 
rise  in  the  patient’s  antibody  titer  to  this 
organism  during  convalescence.^  The  patient 
died  five  months  later  of  acute  coronai*y 
thrombosis,  having  been  ill  off  and  on  dur- 
ing the  intervening  time  with  malignant  hy- 
pertension. Suit  was  brought  by  the  de- 
ceased’s widow,  claiming  aggravation  of  pre- 
existing coronary  heart  disease  by  the  job- 
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related  illness.  The  court  found  for  the 
plaintiff.®  Out  of  this  experience,  indicating 
a need  for  more  complete  knowledge  of  an 
applicant’s  physical  condition,  has  arisen  the 
six-lead  ECG  screening  technique  reported 
in  this  communication.  It  is  used  for  rapid 
identification  of  cardiovascular  disturbances 
ordinarily  not  discernible  by  routine  physical 
examination. 

Methods 

A simple  reclining  chair  is  used  (Fig.  1). 
The  main  features  are: 

1.  Four  copper  electrode  plates  measur- 
ing 3x4  inches,  one  in  each  arm  and  leg 
rest.  These  are  permanently  attached  to  the 
appropriate  leads  of  an  electrocardiograph 
cable  system  for  easy  connecting  to  a stand- 
ard recorder,  in  order  to  prevent  inadvertent 
switching  of  leads.  Contact  with  the  skin 
is  made  through  individual  saline-dampened 
flannel  squares  placed  on  the  surface  of  the 
copper  electrodes. 

2.  An  adjustable  dental  headrest  to  as- 
sure a comfortable  head  position  for  the  sub- 
ject, thus  reducing  the  possibility  of  somatic 
muscle  artifact. 

3.  A standard  electrocardiograph  record- 
er. 

The  entire  system,  excluding  the  recorder, 
cost  $35.00.  The  applicants  need  not  dis- 
robe nor  remove  metalic  objects  except  wrist- 
watches.  Subjects  are  asked  to  sit  in  the 
chair  and  assume  a comfortable  position  with 
arms  and  legs  exposed  to  the  saline  pads. 
Adequate  contact  is  made  in  this  manner, 
even  through  nylon  hosiery.  Lead  I,  II,  III, 
AVR,  AVL  and  AVF  are  quickly  recorded 

♦Chief,  Division  of  Medical  Research  (Dr.  Rose)  and  Medi- 
cal Director,  (Dr.  Fuenning)  University  of  Nebraska  Health 
Service,  Lincoln,  Nebraska. 
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with  a 1 mv  square  wave  standard  imprint- 
ed on  each  lead  ti*acing.  The  entire  proce- 
dure requires  no  more  than  30  to  45  seconds. 
After  the  tracings  are  mounted,  they  are 
scanned  and  measured  for  obvious  abnorm- 
alities. Criteria  are  those  proposed  by  Daw- 
ber,®  supplemented  by  a table  of  16  abnormal 
rhythms  described  by  Katz.’^  When  the 
screening  ECG  shows  an  abnormality,  the 
applicant  is  recalled  for  a 12-lead  diagnostic 


electrocardiogram.  This  tracing  is  read  by 
a cardiologist  and,  at  consultation  with  the 
industrial  surgeon,  a decision  is  made  con- 
cerning the  applicant’s  employability  and 
work  classification.  Any  significant  find- 
ings are  reported  to  the  applicant  and  to  his 
private  physician  on  the  applicant’s  request. 
The  mounted  tracings  are  microfilmed  for 
permanent  reference  filing. 


Figure  1 


Screening  Six-Lead  ECG  Chair. 


Table  1 

DISTRIBUTION  OF  177  “ABNORMAL” 
SCREENING  ECG  PATTERNS* 


Left  Axis  Deviation>30° 48 

Premature  Ventricular  Contraction 31 

Supraventricular  Premature  Contraction 11 

Right  Axis  Deviation>90° 3 

Right  Bundle  Branch  Block 8 

Incomplete  Right  Bundle  Branch  Block 11 

Left  Bundle  Branch  Block 4 

Wolf-Parinson- White  1 

Wolf-Parkinson-White  (Incomplete)  6 

Coronary  Insufficiency  Pattern 

(Myocardial  Damage)  13 

Low  Amplitude  QRS 9 

Atrioventricular  Block 2 

Nodal  Rhythm 1 

Multifocal  PVC  3 

Non-Specific  T-Wave  Changes 2 

Acute  Myocardial  Infarction 1 

Right  Atrial  Hypertrophy 3 

RAD  with  Atrial  Hypertrophy 1 

Healed  Infarct  Pattern 5 

Sub-Endocardial  Ischemia 1 

Left  Ventricular  Hypertrophy  with  PVC 2 

Right  Bundle  Branch  Block  with  PVC 1 

Conduction  Defect  (Non-specified)  4 

Prolonged  P-R  Interval 2 

Inverted  P-Waves  (Miscellaneous)  2 

Left  Ventricular  Strain  Pattern 1 

Not  Defined 1 


♦Arrhythmia  according  to  Katz  (7)  or  outside  of  normal 
range  according  to  Dawber  et  al(6). 


Figure  2 
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Screening  Six  Standard  and  Unipolar  Lead  Electrocardiogram. 
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Results 

Seventeen  hundred  sixty  tracings  have 
been  recorded  in  four  years,  of  which  1,573 
were  normal;  177  were  abnormal  (10%). 
There  were  twice  as  many  (12.4%)  abnorm- 
alities in  maintenance  and  service  employees 
as  in  the  faculty  and  staff  (6.8%).  The  dif- 
ference becomes  even  more  significant  in 
view  of  the  large  numbers  of  18-20  year  old 
employees  in  the  former  group  (16%  vs.  2%) 
who  would  be  expected  to  have  normal  elec- 
trocardiograms. This  morbidity  variance 
probably  reflects  a difference  in  the  degree 
of  health  sophistication  between  the  two 
groups. 

Quality  of  the  tracings  were  excellent 
(Fig.  2),  although  occasionally  nervous 
tension  created  a somatic  artifact  rendering 
the  record  essentially  useless  for  interpre- 
tation (Fig.  3).  Table  1 lists  the  abnor- 
malities encountered.  Not  all  were  confirmed 
by  12-lead  records,  many  because  they  were 


not  considered  sufficiently  significant  to  war- 
rant further  investigation,  and  others  be- 
cause the  applicant  was  not  hired  for  reasons 
unrelated  to  the  cardiovascular  system.  Case 
examples  will  illustrate  the  specificity  of 
this  technique. 

Case  I:  A 47  year  old  female  cook 
with  evidence  of  a healed  infarct  (Fig. 
4),  confirmed  by  a 12-lead  electrocardi- 
ography, recalled  an  episode  of  chest 
pain  six  years  previously.  It  was 
thought  at  that  time  to  be  a heart  at- 
tack, but  this  could  not  be  confirmed 
by  office  electrocardiography.  Untreat- 
ed, she  recovered,  but  bears  electrocar- 
diogi’aphic  evidences  of  her  episode. 

Case  II:  A 53  year  old  female  with 
evidence  of  atrial  hypertrophy  on  screen- 
ing electrocardiography  (Fig.  5),  con- 
firmed by  12-lead  electrocardiography, 
was  found  on  further  examination  and 
chest  x-ray  to  have  previously  unrecog- 


Figure  3 


Figure  4 


Figure  5 
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Somatic  Muscle  Artefact.  Subject 
a 70  Year  Old  Male  (see  text). 


Screening  ECG  in  Healed  Pos- 
terolateral Infarct. 


Pulmonary  Emphysema  with  Atrial 
Hypertrophy,  Six  - Lead  Screening 
ECG. 
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nized  pulmonary  emphysema  and  prob- 
ably pulmonary  hypertension. 

Case  III : A 45  year  old  faculty  mem- 
ber was  found  to  have  the  pattern  of 
myocardial  ischemia  (Fig.  6).  On  ques- 
tioning, he  admitted  to  chest  pains  for 
two  days.  The  patient  was  referred  at 
once  to  his  local  physician  who  con- 
firmed the  presence  of  acute  myocardial 
infarction  by  electrocardiography  sup- 
ported by  the  usual  laboratory  tests. 

Case  IV : A 22  year  old  man,  married 
and  with  two  small  children,  was  found 
to  have  multifocal  premature  ventricular 
contractions,  confirmed  by  12-lead  ECG. 
X-ray  revealed  a marked  cardiac  enlarge- 
ment and  physical  examination  suggest- 
ed active  myocardial  disease  (Fig.  7). 

Case  V : Eight  complete  and  11  in- 

complete right  bundle  branch  block  pat- 
terns were  identified.  Figure  8 repre- 
sents a tracing  of  a 22  year  old  white 
female  without  evidence  or  history  of 
heart  disease.  This  defect,  per  se,  was 
not  considered  disqualifying  for  her  job 
as  cook’s  helper. 

Case  VI : A 45  year  old  man  with  left 
axis  deviation  greater  than  — 30  degrees 
with  additional  abnormality  in  the  foiTn 
of  premature  ventricular  contractions. 
Combination  of  these  findings,  although 


not  disqualifying  for  employment,  sug- 
gested the  need  for  further  cardiovas- 
cular evaluation  (Fig.  9). 

Comments 

Routine  electrocardiographic  screening 
with  six  standard  leads  identifies  many  pre- 
existing cardiovascular  abnormalities.  The 
question  inevitably  arises  as  to  whether  such 
identification  is  of  practical  value.  Needless 
to  say,  of  the  many  so-called  abnormal  elec- 
trocardiograms identified  in  this  study,  most 
were  of  the  nature  not  to  preclude  employ- 
ment. Neither  can  it  be  said  that  all  cardiac 
disease  can  be  elicited  by  this  type  of  screen- 
ing, although  Schneider  and  Birch®  have  re- 
ported a sensitivity  of  96.56%,  and  a spe- 
cificity of  97.75%  in  a similar  screening 
study  encompassing  2,000  tracings.  Accept- 
ing the  method  for  what  it  is,  a simple  ad- 
junct to  routine  physical  examination  of  the 
heart,  it  is  of  inestimable  value  in  identify- 
ing irregularities  in  heart  function  which  in 
some  instances  are  of  importance  to  the  sub- 
ject, and  in  others  to  the  employer.  Exam- 
ples of  the  former  are  Cases  I and  II,  where 
the  routine  screening  electrocardiograms  led 
to  identification  of  previously  unrecognized 
chronic  disease  processes.  Examples  of  the 
latter  are  Cases  III  and  IV,  in  which,  al- 
though the  disease  processes  identified  were 
undoubtedly  important  to  the  patients,  their 
recognition  prevented  employment  of  de- 
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Acute  Myocardial  Ischemia  Pattern.  Limb  Leads  Only  (see  text). 
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cidedly  high-risk  subjects  for  jobs  requiring 
a degree  of  physical  effort  over  and  above 
their  physical  capability. 

Findings  in  most  of  the  abnormal  tracings 
were  only  potentially  significant.  Examples 
are  Cases  V and  VI.  Right  bundle  branch 
block  does  not  necessarily  signify  active 
heart  disease  and  is  usually  considered  of 
little  clinical  importance  when  found  in  the 
young  adult.®  However,  its  presence  calls 
for  a thorough  investigation  to  rule  out  heart 
disease.  Left  axis  deviation,  particularly 
in  a subject  in  the  middle  and  older  age 
category,  may  indicate  a previously  unrecog- 
nized hypertension  or  valvular  disease.  These 
and  other  examples  not  illustrated  suggest 
that  routine  electrocardiographic  screening 
can  aid  materially  in  the  identification  of  un- 
recognized cardiac  disorders  and  has  import- 
ant clinical  value  as  long  as  its  limitations 
are  recognized.  For  the  industrial  physician, 
this  simple  procedure  furnishes  easy  access 


to  information  valuable  in  the  assessment  of 
each  applicant’s  cardiovascular  status.  With 
the  courts  increasingly  finding  for  the  plain- 
tiff in  cases  involving  work-related  aggrava- 
tion of  pre-existing  heart  disease,  such  addi- 
tional information  may  be  vital. 

Plans  are  available  free  of  charge  by  writ- 
irg  to  the  authors  at  the  University  of  Ne- 
braska Health  Service,  15th  and  U Streets, 
Lincoln,  Nebraska  68508. 

The  authors  wish  to  acknowledge  the  assist- 
ance of  W.  D.  Corley,  Jr.,  M.D.,  in  the  design 
and  early  testing  of  the  ECG  chair  used  in 
this  study. 
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Personal  Involvement 


A small  group  has  been  able  to 
sell  an  evil  and  brutal  system 
of  “Total  Government”  so 
well  during  the  past  52  years  that  they  now 
control  over  one  billion  people,  one  third 
of  the  world’s  population.  They  also  exert 
a major  influence  on  all  those  who  are  still 
free. 

How  can  so  few  do  so  much  with  so 
little  in  so  short  a time?  The  answer  is 
total  involvement. 

The  Marxists  have  a clearly  defined  goal, 
which  is  total  world  domination. 

They  have  an  abiding  faith  not  only  in 
the  desirability  but  in  the  inevitabilty  of 
their  system. 

They  have  a realistic  plan  which  they 
know  will  achieve  their  goal. 

They  have  a philosophy  which  they  study 
diligently  so  that  they  can  understand  it, 
and  convince  others  to  accept  it. 

But  most  of  all  they  become  totally  in- 
volved personally.  They  work,  study,  prac- 
tice, sacrifice  and  learn  constantly  so  that 
they  can  communicate  their  false  ideas  clear- 
ly and  simply  to  others.  This  is  the  secret 
by  which  a few  people  can  induce  many  peo- 
ple to  accept  the  Marxist  system. 

Those  of  us  who  champion  the  philosophy 
of  limited  government  in  the  political  area, 
free  enterprise  in  the  economic  area,  indi- 
vidual freedom  in  the  social  area,  and  in- 
dividual responsibility  in  the  moral  area  are 
losing  the  battle  by  default. 

Not  enough  of  us  have  a clear  objective 
in  life.  Too  many  of  us  have  lost  faith 
in  the  traditional  American  system.  There 
are  those  among  us  who  have  no  plan  to 
restore  and  preserve  our  heritage.  The 
majority  of  us  nave  not  learned  and  do  not 
clearly  understand  the  philosophy  which  is 
the  foundation  of  our  country.  And  all  of 
us,  almost  to  a man,  have  not  become  totally 
involved  personally.  It  has  been  said  that 
the  curse  of  the  20th  Century  is  non-involve- 
ment. We  will  either  get  involved  soon,  or 
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we  will  accept  a completely  different  way 
of  life,  and  a new  set  of  standards. 

Every  responsible  citizen  has  many 
things  which  he  can  and  should  do.  The 
doctors  among  us  are  fortunate  in  that  they 
have  an  effective  program  of  political  re- 
sponsibility which  they  can  support. 

The  American  Medical  Political  Action 
Committee  is  designed  primarily  to  help 
elect  desirable  members  to  the  House  of  Rep- 
resentatives. The  laws  of  the  land  are  ini- 
tiated here.  The  nature  of  the  laws  passed 
will  determine  the  type  of  life  we  will  lead. 
And  the  nature  of  these  laws  will  reflect 
the  political,  economic,  social  and  moral 
philosophy  of  those  who  initiate  them. 

AMPAC  makes  it  possible  for  doctors  to 
have  a national  political  impact.  Secondar- 
ily, there  will  be  an  economic,  social  and 
moral  effect.  Your  support  will  be  one  way 
to  get  involved. 

Nebraska  MEDPAC  is  the  AMPAC  or- 
ganization in  Nebraska.  Every  state  has 
one.  In  some  states  more  than  one  half  of 
the  doctors  are  members. 

Nebraska  MEDPAC  was  initiated  in 
1961.  All  of  the  money  contributed  to  it  has 
been  used  for  candidate  support.  All  can- 
didates chosen  for  suppoi’t  have  been  run- 
ning for  House  seats,  and  all  have  been  suc- 
cessful. There  is  one  exception.  Senator 
Curtis  was  chosen  in  a Senate  race,  and  he 
won.  Nebraska  MEDPAC  has  exerted  a 
significant  influence  in  Nebraska  politics. 

Some  of  the  money  contributed  to  Ne- 
braska MEDPAC  is  sent  to  AMPAC.  All  of 
this  money  is  used  for  candidate  support. 
The  candidate  chosen  is  one  running  for  a 
House  seat.  Consequently,  membership  in 
Nebraska  MEDPAC  has  both  a Statewide 
and  a National  impact. 
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Support  for  Nebraska  MEDPAC  is  sup- 
plementary to  and  not  a substitute  for  in- 
volvement in  the  Democratic  or  Republican 
Parties.  Both  parties  have  elements  in 
them,  however,  which  are  determined  to 
make  fundamental  changes  in  the  traditional 
Constitutional  American  system.  Nebraska 
MEDPAC  and  AMPAC  can  support  selec- 
tively those  candidates  who  want  to  preserve 
the  American  system,  and  not  destroy  it. 
Your  support  is  one  way  to  get  involved  per- 
sonally. 

National  elections  occur  every  two  years, 
but  Nebraska  MEDPAC  support  is  an  an- 
nual affair.  Money  in  the  off  year  is  as 
important  or  more  important  than  that  col- 
lected in  an  election  year.  Money  commit- 
ted early  in  a campaign  is  much  more  ef- 
fective, and  money  is  politics. 

Socrates  told  the  Athenians  in  the  5th 
Century  B.C.  that  their  wonderful  democ- 
racy would  perish  if  responsible  people  neg- 
lected their  personal  and  political  obliga- 
tions. Cicero  gave  the  same  message  to  the 
Romans  in  the  1st  Century  B.C.  A similar 
warning  has  been  expressed  by  Frederic 
Bastiat  in  France  in  1850,  Herbert  Spencer 
in  England  in  1884,  and  Frediac  Hayek  in 
Austria  in  1944.  Benjamin  Franklin  said: 
You  now  have  a republic,  if  you  can  keep  it. 

Most  people  throughout  history  have 
dreamed  of  a political  system  based  on  Rule 
by  Law,  and  protection  from  tyranny,  an 
economic  system  in  which  the  individual 
citizen  has  the  right  to  choose,  a social  sys- 
tem based  on  individual  freedom  guaranteed 
by  law,  and  a moral  system  which  stresses 
individual  responsibility.  Such  a way  of 
life  was  achieved  in  America.  It  has  made 
our  country  the  envy  and  the  hope  of  the 
world. 


The  mortal  enemy  of  this  system  is  now, 
and  always  has  been  ignorance  and  apathy. 
Great  civilizations  in  the  past  have  tumbled 
into  oblivion  because  mature  people  failed 
to  exercise  their  mature  responsibilities. 
Things  move  much  faster  these  days,  so  ig- 
norance and  apathy  will  now  exert  their 
deadly  effect  much  more  rapidly.  That  is 
why  total  personal  involvement  is  so  im- 
portant. 

The  goal  of  Nebraska  MEDPAC  and 
AMPAC  is  to  preserve  our  Constitutional 
American  system  by  helping  elect  respon- 
sible candidates  to  the  Congress.  We  have 
total  faith  in  the  American  way  of  life. 

We  hope  to  understand  the  American 
philosophy  better  so  that  we  can  be  more 
competent  in  preserving  it.  We  have  a plan 
of  political  action  that  will  achieve  our 
goal.  And  we  intend  to  become  totally 
involved  personally,  because  our  way  of  life 
deserves  as  much,  and  nothing  less  will  pre- 
serve it. 

On  behalf  of  Nebraska  MEDPAC  and 
AMPAC  I fervently  hope  that  you  will  ac- 
cept this  challenge,  and  take  advantage  of 
this  opportunity.  Each  doctor,  as  well  as 
his  wife,  should  contribute  his  membership 
dues  annually.  Many  should  become  sus- 
taining members.  This  is  an  investment 
in  the  American  system,  and  one  method  of 
becoming  involved. 

Membership  dues — 

Regular  $ 25.00 

Sustaining  $149.00 

Send  dues  to  P.  0.  Box  91,  Lincoln,  Ne- 
braska 68501. 
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SPECIAL  ARTICLES 


AMA  Department  of  Investigation 


When  the  American  Medical  Association 
was  founded  121  years  ago  as  a means  of 
propelling  American  medicine  out  of  its  then 
“Dark  Ages,”  one  of  its  chief  goals  was  to 
protect  the  public  from  health  quacks,  char- 
latans and  pretenders. 

If  those  concerned  early-day  physicians 
could  somehow  be  g i v e n a miraculous 
glimpse  into  the  1960’s,  they  might  be  dis- 
heartened, but  perhaps  not  surprised  to  find 
that  their  lofty  goal  of  driving  quackery  in- 
to ever-lasting  oblivion  has  not  yet  been 
reached. 

Although  great  strides  have  been  made 
against  quackery  through  the  years,  the 
battle  is  far  from  won.  Because  of  man’s 
inherent  weaknesses,  quackery  most  likely 
never  will  be  completely  uprooted.  Unfor- 
tunately for  both  man  and  medicine,  the 
glib,  fast-footed  quack  too  often  is  as  adapt- 
able as  a chameleon  in  his  relentless,  yet 
often  lucrative  struggle  for  survival. 

Spearheading  the  unremitting  attack 
against  the  many  ruthless  forms  of  health 
quackery  that  endanger  health  and  bilk  vic- 
tims of  an  estimated  billion  dollars  a year 
is  the  AMA’s  Department  of  Investigation, 
which  has  many  powerful  allies  in  its  vigi- 
lant quest. 

Chief  among  them  are  the  Food  and 
Drug  Administi’ation,  Post  Office  Depart- 
ment, Federal  Trade  Commission,  National 
Better  Business  Bureau,  American  Phar- 
maceutical Association,  American  Cancer  So- 
ciety, Arthritis  Foundation  and  numerous 
other  public  and  private  agencies,  including 
all  law  enforcement  bodies. 

Serving  as  a clearing  house  for  informa- 
tion on  quackery,  pseudo  medicine  and  nos- 
trums, the  Department  of  Investigation’s 
staff  of  11  persons  has  meticulously  amassed 
and  catalogued  the  most  extensive  files 
available  on  quackery.  These  files  are  used 
daily  in  exposing  quacks. 

Since  quacks  and  other  medical  pretend- 
ers are  quite  clever  and  so  changeable  in 
their  methods,  the  staff  is  constantly  on  the 
alert  for  new  guises  as  well  as  the  old. 


Although  the  department  has  no  law  en- 
forcement powers,  much  of  the  infonnation 
it  gathers,  through  state  and  local  societies 
and  through  state  and  local  medical  so- 
cieties and  through  its  own  initiative,  is  used 
by  federal,  state,  local  and  foreign  law  en- 
forcement agencies  and  state  licensing  agen- 
cies to  prosecute  offenders. 

One  of  its  key  roles  is  to  alert  regulatory 
agencies  when  circumstances  point  to  the 
likelihood  that  the  laws  which  such  agen- 
cies are  obliged  to  enforce  are  being  violated. 

The  department,  created  in  1906,  is  the 
brainchild  of  the  late  Arthur  Cramp,  M.D., 
who,  as  associate  editor  of  the  Journal  of 
the  American  Medical  Association,  started 
what  was  then  called  the  Department  of 
Propaganda  for  Reform  in  Advertising  of 
Patent  Medicines.  Doctor  Cramp  was  a most 
effective  campaigner. 

In  that  era,  inquiries  concerning  quack- 
ery came  primarily  from  physicians.  That 
was  the  heyday  of  nostrums  blatantly  prom- 
ising cures  of  diabetes  or  cure  and  allevia- 
tion of  such  conditions  as  tuberculosis, 
venereal  disease  and  diphtheria.  Most  such 
nostrums,  through  regulatory  action,  have 
faded  from  the  scene,  being  replaced  by 
more  timely  “wonder  cures.” 

Today’s  “merchants  of  m e n a c e”  have 
adapted  to  the  times,  finding  that  their 
livelihood  is  greatly  enhanced  by  such 
phoney,  but  readily  saleable  wares  as  bald- 
ness cures,  sea  water  products,  insomnia 
treatments,  breast  developers,  cancer  cures, 
useless  vitamins,  height  increasers,  all-pur- 
pose spinal  adjustments  and  cures  for  the 
tobacco  habit. 

Since  health  education  of  the  public  is 
mandatory  to  thwart  exploitation  of  the 
fearful,  sick  and  the  retarded,  many  of 
the  department’s  efforts  in  recent  years  have 
been  concentrated  in  this  area  with  in- 
creasingly productive  results.  Widely  di- 
versified literature,  exhibits  and  films  — all 
part  of  this  positive  AMA  program  — have 
spurred  greater  public  understanding  of 
quackery  and  its  evils.  Today  the  major- 
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ity  of  the  thousands  of  inquiries  annually  di- 
rected to  the  department  originate  from  the 
public. 

Numerous  quacks  have  been  driven  out  of 
their  thriving  “practices”  because  of  great- 
er public  understanding  and  coordinated  ef- 
forts on  the  part  of  the  AM  A,  medical 
societies  and  agencies  equally  concerned  with 
the  problems.  Many  of  their  phoney  prod- 
ucts no  longer  are  marketable.  Other 
quacks,  although  still  plying  their  trade, 
have  been  forced  into  exile  by  the  close  watch 
of  regulatory  bodies. 

Cancer  “cures”  such  as  the  liquid  and 
pills  concocted  by  the  late  “Dr.”  Hoxsey, 
“gregomycin,”  which  was  conveniently  un- 
earthed from  the  backyard  of  another  medi- 
cal pretender  and  the  more  recent  “krebio- 
zen”  have  disappeared  from  the  scene  be- 
cause of  professional  surveillance  and  en- 
suing regulatory  action. 

Thanks  to  quick  action  by  the  AMA,  the 
Ohio  State  Medical  Society  and  the  Cleve- 
land Academy,  along  with  regulatory  bodies, 
another  alleged  cancer  cure,  the  “Rand  vac- 
cine” was  halted  before  it  had  a chance 
to  “make  a name  for  itself”  by  creating 
false  hopes.  After  initial  publicity  in  the 
lay  press,  cancer  victims  from  throughout 
the  world  flocked  to  Cleveland  to  obtain  this 
substance.  Another  potential  “krebiozen” 
fiasco  was  avoided  when  a federal  district 
court  ultimately  barred  both  the  manufac- 
ture and  distribution  of  the  substance. 

Hard  times  are  falling  on  other  im- 
postors through  similar  action,  such  as  An- 
tonio Agpaoa,  the  self-styled  “psychic  sur- 
geon” of  the  Philippines  who  has  specialized 
in  treating  Americans.  Alerted  by  the 
AMA,  the  U.S.  State  Department,  Philip- 
pine Medical  Association  and  government 
agencies  are  keeping  a close  eye  on  the  situ- 
ation. A group  of  more  than  100  Detroit 
hopefuls  recently  visited  Agpaoa.  His 
“treatment”  was  branded  as  a “cruel  hoax” 
upon  their  return. 

Inroads  also  have  been  made  against 
“dipyrone,”  a dangerous  drug  being  dis- 
pensed across  the  border  by  Mexico  physi- 
cians. Several  deaths  occurred  among  ar- 
thritis sufferers  in  several  Southern  states 


before  Louisiana  physicians,  the  AMA  and 
others  could  determine  the  cause  and  issue 
public  warnings. 

In  Tijuana,  Mexico,  still  more  cancer 
“cures”  have  sprouted.  Despite  public  warn- 
ings, however,  a ready  supply  of  hopeful  pa- 
tients is  available.  As  a “service”  to  these 
patients,  free  bus  service  from  California 
is  provided.  Their  cancer  treatment  in  Ti- 
juana? Drugs  found  to  be  worthless  by 
U.S.  authorities. 

In  the  meantime,  the  AMA,  through  the 
Department  of  Investigation  and  other  arms, 
is  utilizing  every  weapon  at  its  command 
to  halt  the  spread  of  quackery. 

And,  you,  as  a physician,  can  do  your 
part  by  keeping  in  touch  with  the  Depart- 
ment of  Investigation  and  making  good  use 
of  the  services  and  the  educational  litera- 
ture which  it  has  developed  for  the  benefit 
of  the  profession  and  the  public. 


Cooling  Required  to  Suppress  Sweating  Dur- 
ing Work  — P.  Webb  and  J.  F.  Annis 

(Webb  Associates,  Yellow  Springs,  Ohio). 

J Appl  Physiol  25:489-493  (Nov)  1968. 

During  work,  if  environmental  tempera- 
tures are  low  enough,  sweating  should  not 
be  needed  to  dissipate  metabolic  heat.  This 
idea  was  explored  with  air-cooling  experi- 
ments in  which  air-wall  temperatures  were 
lowered  at  the  onset  of  work  for  men  dressed 
in  shorts  and  boots,  and  in  other  experiments 
with  controlled  cooling  of  thermally  isolat- 
ed working  men  in  water-cooled  suits.  In 
both  types  of  experiments  weight  loss  was 
limited  to  100  gm/hr.  Work  levels  ranged 
from  250  calories/hr  to  over  900  calories/ 
hr,  with  work  periods  ranging  from  three 
hours  to  ten  minutes.  The  heart  rates  and 
rectal  temperatures  of  the  subjects  increased 
as  a function  of  work  level,  as  expected,  while 
mean  skin  temperatures  were  increasingly 
lower  as  the  work  was  greater.  In  the  first 
30  to  60  minutes  of  any  work  period  there 
was  heat  storage,  followed  by  an  apparent 
steady  state. 
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Wash  ingtoNews 


1.  Medical  journal  ads 

The  AMA  told  Congress  that  the  Inter- 
nal Revenue  Service  acted  arbitrarily  and 
completely  ignored  the  facts  in  imposing 
a tax  on  reveniif^  from  drug  advertising  in 
journals  of  tax-exempt  medical  associations. 

Bernard  D.  Hirsh,  AMA  general  counsel, 
testified  before  the  House  Ways  and  Means 
Committee,  that  the  relation  between  the 
tax-exempt  purposes  of  a medical  association, 
national  or  state,  and  the  drug  advertising 
in  its  journal  is  self-evident. 

“Drug  advertising  alerts  and  stimulates 
the  physicians’  interest  in  new  drugs  as 
they  become  available,  and  also  serves  to 
remind  him  of  the  broad  spectrum  of  use- 
ful time-proven  drugs,”  Hirsh  said.  “Ob- 
viously physicians  should  not  and  do  not 
rely  upon  drug  advertisements  as  their  prin- 
cipal source  of  infonnation,  but  drug  ad- 
vertisements often  provide  an  important 
step  in  the  process  through  which  physicians 
become  educated  in  the  therapeutic  value 
and  risks  of  new  drugs  and  a wider  variety 
of  useful  drugs  . . . 

“No  other  advertising  provides  as  much 
complete  and  objective  information.” 

“No  other  advertising  provides  as  much 
complete  and  objective  information.” 

Hirsh  said  the  IRS  regulations  taxing 
medical  associations  on  their  advertising 
revenues  represents  an  attempt  to  change 
the  law  without  congressional  action.  The 
IRS  officials  made  a mistake,  he  said. 

“We  urge  that  this  mistake  be  rectified 
expeditiously  and  in  the  most  practical  way 
possible,”  Hirsh  said. 

Spokesmen  for  numerous  other  tax- 
exempt  associations  joined  the  AMA  in  op- 
posing the  tax  on  their  advertising  reve- 
nues. These  included  the  American  College 
of  Physicians,  the  American  College  of  Ob- 
stetricians and  Gynecologists,  the  American 
Psychiatric  Association,  the  American  Den- 
tal Association,  the  Boy  Scouts  of  America, 
the  Girl  Scouts  of  America,  the  American 


Chemical  Society,  and  the  Society  of  National 
Association  Publications. 

Representatives  of  commercial  publish- 
ing firms  contended  in  testimonl  before  the 
committee  that  the  previous  tax  exemption 
gave  the  journals  of  the  association  an  un- 
fair advantage  in  competition  for  advertis- 
ing dollars.  When  the  IRS  announced  the 
new  tax  regulations  15  months  ago,  it 
stated  that  the  purpose  of  the  regulations 
was  not  to  raise  federal  revenue  but  to  re- 
move a competitive  advantage  of  the  tax- 
exempt  associations. 

In  an  announcement  not  directly  connected 
with  the  House  committee  hearings,  the 
IRS  said  it  also  is  considering  taxing  the 
income  tax-exempt  associations  get  from 
rental  of  exhibit  and  display  at  conven- 
tions. 

2.  Alcoholism 

A special  advisory  committee  urged  an 
extensive  national  program  to  combat  alco- 
holism. 

The  National  Advisory  Committee  on  Al- 
coholism said  in  an  interim  report  that  at- 
tention should  be  given  to  alcoholism  prob- 
lems in  all  federally  supported  health  and 
welfare  programs.  The  committee  also  rec- 
ommended : 

Elimination  by  hospitals  of  discriminatory 
policies  denying  admission  to  alcoholic 
patients;  health  insurance  coverage  for  al- 
coholics ; increased  support  for  research ; 
prevention  and  control  of  alcoholism  as  a 
vital  part  of  national  highway  safety  pro- 
grams. 

The  advisory  committee  provides  advice 
and  guidance  to  the  Secretary  of  Health, 
Education  and  Welfare  concerning  the  de- 
partment’s activities  related  to  alcoholism. 
Robert  Straus,  Ph.D.,  professor  of  medical 
sociology  at  the  University  of  Kentucky 
Medical  School,  is  chairman  of  the  commit- 
tee. It  was  created  in  October,  1966.  Its 
members  represent  all  sections  of  the  coun- 
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try  and  include  experts  from  the  fields  of 
medicine,  psychiatry,  sociology,  vocational 
rehabilitation,  law,  and  public  health. 

“The  magnitude  of  the  problem  is  enor- 
mous,” Dr.  Straus  said.  “Our  country  has 
more  than  five  million  alcoholics.  Their 
suffering  alone  is  intolerable,  but  the  need 
for  increased  action  is  made  even  more  im- 
perative by  the  fact  that  affected  families 
may  include  as  many  as  20  million  Ameri- 
cans.” 

He  also  pointed  out  that  alcoholism  has 
a tremendous  impact  on  business,  causing 
absenteeism  and  loss  of  productivity. 


3.  Alcoholism  research 

The  National  Institute  of  Mental  Health 
awarded  a first-year  gi-ant  of  $250,000  for  a 
major  alcoholism  research  program  at  the 
State  University  of  New  York,  Downstate 
Medical  Center,  New  York,  N.Y. 

The  five-year  program  will  include  ex- 
perimental and  clinical  studies,  training, 
and  drug  trials.  In  one  study,  60  newly 
admitted  patients  between  the  ages  of  25 
and  55  with  at  least  a five-year  history  of 
alcoholism  will  be  studied  to  determine  the 
effects  of  experim.entally  induced  intoxica- 
tion and  withdrawal  on  the  subjects’  sleep 
patterns,  behavior  and  biochemistry.  The 
investigators  will  focus  upon  the  mechanisms 
underlying  the  development  of  physical  and 
psychological  dependence. 

Among  the  drugs  to  be  tested  are  halo- 
peridol,  dexoxadrol,  disulfiram  (antabuse), 
paraldehyde  and  chlordiazepoxide  alone  and 
in  combination  with  a tranquilizer  and  an 
antidepressant. 


4.  Rubella  vaccine 

The  federal  government  is  planning  to 
launch  a five-year,  nationwide  program  of 
inoculation  against  rubella,  or  German 
measles,  as  soon  as  a vaccine  is  licensed  and 
available  in  sufficient  quantities.  It  is  ex- 
pected a vaccine  will  be  available  by  next 
fall. 


Two  drug  manufacturers  had  announced 
before  March  1 the  development  of  a vac- 
cine. Two  others  were  developing  one. 
Merck  & Co.,  Rahway,  N.J.,  was  the  first  to 
announce  completion  of  testing  of  such  a 
vaccine.  The  Merck  vaccine,  which  is  of 
the  HPV-77  strain,  was  reported  95  per- 
cent effective  in  vaccination  of  18,000  child- 
dren  and  adults.  Merck  also  has  been  test- 
ing a one  - shot  vaccine  against  German 
measles,  common  measles  and  mumps. 

PEPI  Inc.,  New  York,  N.Y.,  said  that 
it  had  developed  a modified  live  virus  vac- 
cine, also  of  the  HPV-77  strain,  for  the  dis- 
ease and  that,  after  being  licensed,  it  would 
be  marketed  by  Philips  Roxane  Labora- 
tories and  Parke  Davis  & Co.,  PEPI  said 
initial  production  would  be  primarily  a sin- 
gle-dose vaccine  for  use  in  pediatric  prac- 
tice, but  that  later  production  would  include 
dosage  forms  suitable  for  government-spon- 
sored mass- vaccination  programs. 

The  other  two  companies  developing  a 
rubella  vaccine  are  Smith  Kline  & French 
Laboratories,  Philadelphia,  and  Eli  Lilly  & 
Co.,  Indianapolis.  Eli  Lilly  has  been  de- 
veloping a HPV-77  strain.  Smith  Kline  & 
French  was  working  on  a Cendehill  strain. 
It  had  proved  95  percent  effective  in  inocula- 
tions of  more  than  25,000  persons,  accord- 
ing to  the  manufacturer.  Another  vaccine, 
using  a rubella  strain  RZ  27-3,  has  been  de- 
veloped at  the  University  of  Pennsylvania. 


5.  Tax  for  corporations  of  MDs 

Rep.  Ancher  Nelsen  (R.,  Minn.)  has  in- 
troduced legislation  calling  for  the  same  fed- 
eral tax  treatment  for  professional  corpor- 
ations of  physicians  organized  under  state 
law  as  for  business  corporations. 

“We  are  overdue  in  acting  to  guarantee 
this  same  right  of  organization  to  profes- 
sional persons  that  we  have  always  given 
other  forms  and  types  of  businesses,”  Nel- 
sen told  the  House. 

He  noted  that  the  federal  government’s 
so-called  Kintner  regulations  issued  in 
1960  primarily  keyed  taxation  of  profes- 
sional corporations  to  state  law. 
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“As  a result,”  he  said,  “many  states, 
Minnesota  included,  passed  laws  enabling  in- 
coi-poration  under  these  regulations.  As- 
suming the  air  was  cleared,  many  corpora- 
tions were  formed.  However,  in  1965,  the 
Internal  Revenue  Service  issued  new  regula- 
tions reversing  its  position,  which  if  upheld, 
make  it  almost  impossible  to  create  a profes- 
sional corporation,  regardless  and  in  spite 
of  state  laws  permitting  the  same. 

“No  business  can  operate  without  some 
basis  of  continuity  of  the  ground  rules.  If 
any  set  of  rules  should  be  stable,  the  rules 
governing  the  basic  tax  classification  of 
businesses  for  tax  purposes  should  be  stable 
and  not  subject  to  administrative  whim. 
Businesses,  almost  without  exception  — ex- 
cept for  the  professions  with  which  this 
bill  deals  — are  now  allowed  to  decide 
whether  to  adopt  the  partnership,  associa- 
tion or  corporate  form  under  applicable 
state  laws.  There  is  no  logical  reason  for 
denying  this  choice  to  persons  who  are  ren- 
dering personal  services  in  the  medical  or 
legal  fields.  Fairness  and  equity  in  ap- 
plication of  the  federal  income  tax  laws  de- 
mands that  all  businesses  be  treated  alike  in 
this  sense. 

“The  only  apparent  reason  for  the  1965 
amendments  to  the  regulations  was  to  pre- 
vent a possible  reduction  in  federal  revenues. 
I am  certainly  convinced  that  this  is  not  an 
adequate  reason  for  ignoring  years  of  legal 
precedent  and  congressional  intent  in  this 
field.  FurtheiTticre,  the  providing  of  health, 
pension  and  profit-sharing  plans  through 
tax  incentives  under  the  corporate  structure 
is  a worthy  objective  and  a legitimate  use 
of  the  tax  laws.  Indeed,  I am  advised  that 
any  possible  total  tax  revenue  loss  will  be 
minimal  when  it  is  realized  that  most  profits 
will  be  ultimately  taxable,  even  though  such 
taxation  might  be  immediately  deferred. 

“The  position  taken  by  the  Internal  Reve- 
nue Service  in  1965  is  untenable.  It  violates 
fairness,  equity,  reasonableness,  years  of 
legal  precedent,  and  the  intent  of  Congress 
as  to  the  tax  treatment  of  business  organiza- 
tions operating  legitimately  under  state  law. 
I would  urge  all  my  colleagues  to  support 
hearings  and  passage  of  this  needed  legis- 
lation at  the  earliest  possible  date.” 


6.  Medicare,  medicaid,  and  the  Blues 

Sen.  Clinton  Anderson  (D.,  N.M.)  intro- 
duced a bill  to  tie  medicare  and  medicaid 
payments  to  hospitals  and  nursing  homes  to 
local  Blue  Cross  allowances.  The  bill  com- 
plements a measure  introduced  by  Sen. 
George  D.  Aiken  (R.,  Vt.),  earlier  this  year 
which  ties  physicians’  charges  to  Blue  Shield 
schedules.  Aiken  co-sponsored  Anderson’s 
bill.  Co-sponsoring  both  bills  are  Sen.  Mike 
Mansfield  (D.,  Mont.),  and  Sen.  Winston  L. 
Prouty  (R.,  Vt.).  Anderson  co-sponsored 
Aiken’s  bill. 

Anderson  also  said  he  supports  the  idea 
of  Sen.  John  J.  Williams  (R.,  Del.)  that 
Congress  should  give  medicare  and  medicaid 
programs  a close  look,  perhaps  a full-dress 
investigation. 


Prognosis  Among  Survivors  of  Ischemic 
Stroke  — R.  N.  Baker  (Dept  of  Neurology, 
B4E,  Wadsworth  VA  Hosp,  Los  Angeles), 
W.  S.  Schwartz,  and  J.  C.  Ramseyer. 
Neurology  18:933-941  (Oct)  1968. 

This  report  presents  the  results  of  a long- 
term, prospective  study  of  the  natural  his- 
tory of  430  patients  surviving  a stroke  of  the 
ischemic  cerebral  infarction  type.  The  data 
show  that  the  prognosis  among  survivors  of 
cerebral  infarction  is  influenced  by  age  of 
onset,  type  of  severity  of  neurological  dis- 
ability, hypertension,  coronary  artery  dis- 
ease, and  prior  history  of  cerebral  vascular 
disease.  The  average  length  of  follow-up  was 
45  months.  There  was  an  overall  mortality 
of  40%  ; however,  the  mortality  rate  among 
patients  at  risk  during  each  of  the  first  seven 
years  of  follow-up  was  approximately  10% 
per  year.  Death  due  to  cerebral  vascular 
disease  occurred  in  2.3%  of  patients  at  risk 
each  year.  Another  4%  died  due  to  cardiac 
disease.  New  cerebral  infarctions  occurred 
in  26%,  or  6%  per  year  of  those  at  risk. 
In  evaluating  new  methods  of  treatment,  the 
low  incidence  of  cerebral  vascular  events 
and  the  many  factors  influencing  prognosis 
must  be  considered. 
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Respiratory  Diseases 


RESIDUAL  PULMONARY  FINDINGS  IN 

CLINICAL  HYALINE-MEMBRANE  DISEASE 

Follow-up  of  seventy  infants  who  had 
had  hyaline-membrane  disease  at  birth  re- 
vealed that  six  had  x-ray  evidence  of  pul- 
monary fibrosis  or  overexpansion  or  both. 
These  sequelae  appear  to  result  from  the 
reparative  process  to  the  original  insult 
to  lung  tissue. 

Pulmonary  sequelae  are  known  to  occur  in  in- 
fants who  suiwive  hyaline-membrane  disease,  but 
the  frequency  and  origin  of  such  sequelae  are  not 
known.  The  study  reported  was  undertaken  to 
examine  the  relation  between  certain  aspects  of 
the  acute  episode  and  the  clinical  form  and  long- 
term course  of  children  surviving  hyaline-membrane 
disease  in  infancy. 

Between  September,  1961,  and  June,  1965,  90 
infants  were  discharged  from  the  premature  nur- 
sery of  Vanderbilt  University  Hospital  as  recovered 
from  clinical  hyaline-membrane  disease.  Adequate 
follow-up  examinations  and  x-ray  studies  were 
available  for  two  or  more  years  on  70  of  the 
children.  The  ratio  of  boys  to  girls  was  2:1, 
which  is  typical  of  experience  with  hyaline-mem- 
brane disease. 

Among  the  70  children  were  19  infants  who 
had  required  prolonged  ventilatory  assistance  in 
a respirator.  The  51  infants  who  had  not  required 
such  care  were  less  severely  ill  than  those  who  did. 

During  the  follow-up  period,  17  in  the  non- 
respirator group  had  pneumonia,  bronchiolitis,  or 
both.  Two  of  the  infants  who  had  had  respirator 
care  had  an  unusual  sequence  of  respiratory  ill- 
nesses. Although  mildly  abnormal  x-ray  findings 
at  follow-up  did  not  appear  to  be  related  to  clinical 
or  biochemical  values  recorded  during  the  period 
after  birth,  at  least  one  x-ray  film  of  each  of  six 
children  had  “moderate”  overall  abnormalities.  All 
had  mild  pulmonary  fibrosis,  and  five  had  moderate- 
ly extensive  infiltrates  at  some  time. 

HYPOXIA  SEVERE 

These  six  children  had  been  severely  ill  and  had 
required  respiratory  therapy  for  34  to  116  hours. 
They  had  a tendency  to  more  severe  hypoxia  than 
the  other  respirator-treated  children,  but  the  dif- 
ference was  not  significant. 

The  two  infants  in  the  respirator  group  with 
the  unusual  sequence  of  illnesses  had  frequent 
severe  episodes  of  pulmonary  overexpansion  asso- 
ciated with  expiratory  wheezing,  rales,  and  rhonchi, 
for  which  they  were  hospitalized  frequently  dur- 
ing the  first  two  years  of  life.  There  was  no  his- 
tory of  allergic  disorders  in  the  families  of  these 
children,  and  the  wheezing  and  overexpansion  did 
not  respond  to  epinephrine  as  would  have  been  ex- 
pected of  allergic  bronchospasm.  The  findings  of 
diffuse,  patchy  peribronchial  and  alveolar  fibrosis 
suggest  that  this  may  represent  an  uncommon 
sequel  to  clinical  hyaline-membrane  disease. 


In  all  six  children  the  radiologic  abnormalities 
observed  were  increased  parenchymal  markings 
suggestive  of  pulmonary  fibrosis,  overexpanded 
lung  fields,  and  infiltrates.  These  infants  were 
among  the  19  who  had  such  severe  hyaline-mem- 
brane disease  that  the  use  of  prolonged  negative- 
pressure  ventilatory  assistance  was  required  for 
survival.  The  question  is  whether  this  residual  pul- 
monary disease  is  an  inevitable  part  of  the  recov- 
ery process  from  severe  hyaline-membrane  disease 
or  whether  this  is  an  iatrogenic  disorder  secondary 
to  oxygen  administration,  respirator  therapy,  in- 
fection, poor  pulmonary  hygiene,  or  other  possible 
factors. 

IMMATURITY  NOT  RESPONSIBLE 

Immaturity  did  not  appear  to  be  the  sole  cause 
of  the  radiologic  and  clinical  abnormalities  noted 
at  follow-up.  Thsie  was  no  evidence  of  intra- 
uterine bacterial  pneumonia  or  extensive  secondary 
bacterial  pneumonia  to  suggest  that  superimposed 
infection  at  the  time  of  the  acute  difficulty  was  a 
factor  in  the  production  of  residual  disease  in  these 
children. 

In  the  management  of  severe  clinical  hyaline- 
membrane  disease  it  is  common  for  the  infants 
to  be  exposed  for  prolonged  periods  to  high  con- 
centrations of  oxygen  to  combat  severe  hypoxia. 
Oxygen  toxicity  has  been  suggested  as  the  prob- 
able explanation  for  the  severe  process  in  infants 
so  treated. 

However,  a care.ful  study  of  infants  dying  with 
hyaline-membrane  disease  suggests  a pre-natal 
event  that  initiated  pulmonary  arteriolar  constric- 
tion, leading  to  loss  of  nutritional  blood  supply  to 
the  lung.  This  is  followed  by  necrosis,  slough,  and 
hyalinization  of  the  bronchiolar  and  alveolar-duct 
epithelium  associated  with  an  exudation  of  pro- 
tein-containing fluid  into  damaged  areas.  A loss 
of  pulmonary  surfactant  has  been  shown  to  be 
associated  with  these  events,  together  with  reduced 
compliance  and  the  development  of  atelectasis.  Vas- 
cular damage  or  a coagulapathy  related  to  the 
initiating  insult  may  account  for  the  pulmonary 
hemorrhage  occasionally  seen. 

REPARATIVE  PROCESS 

In  infants  who  survive  extensive  tissue  injury 
the  subsequent  reparative  process  could  result  in  the 
peribronchial  and  alveolar  fibrosis  such  as  w'as 
seen  in  the  cases  in  this  series  and  has  been  reported 
by  others.  Such  lesions  might  possibly  predispose 
the  infant  to  respiratory  infection  and  result  in  a 
fixed  or  progressive  course  of  pulmonary  fibrosis 
and  overexpansion,  with  clinical  and  radiologic 
manifestations  of  chronic  pulmonary  disease. 

On  the  basis  of  evidence  so  far  reported,  oxygen 
toxicity  alone  cannot  be  held  responsible  for  the 
changes  observed.  Indeed,  the  prolonged  exposure 
of  the  infants  in  this  series  to  high  oxygen  con- 
centrations was  dictated  by  clinical  and  biochemical 
evidence  of  a degree  of  anoxemia  that  demanded 
correction  for  survival. 
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None  of  the  infants  in  this  series  treated  with 
negative-pressure  respirators  and  high  oxygen 
concentrations  had  late  progression  of  pulmonary 
symptoms  leading  to  death.  In  only  two  cases 
was  positive-pressuie  ventilation  also  necessary  for 
more  than  one  hour.  Arterial  oxygen  tension, 
carbon  dioxide  tension,  and  pH  were  repeatedly 
monitored  throughout  the  course  of  the  disease 
when  more  than  40  per  cent  oxygen  was  used.  Pro- 
longed hypercapnia  was  never  a serious  problem  in 
the  post-respirator  period. 

There  was  no  evidence  that  pulmonary  infection 
due  to  gram-negative  organisms,  which  often  com- 
plicates prolonged  endotracheal  intubation,  occurred, 
nor  was  there  evidence  of  environmental  inhalants 
such  as  silica  dust  as  a cause  of  the  persistent 
pulmonary  disease. 

— Frank  M.  Shepard,  M.D.  ; Richard  B.  Johnston,  Jr.,  M.D.  ; 
Eugene  C.  Klatte.  M.D.  ; Henry  Burko,  M.D.,  and  Mildred 
Stahlman.  M.D.  The  New  England  Journal  of  Medicine, 
November  14,  1968. 


Carcinoid  Tumors — C.  Sharpe  (Royal  Prince 

Alfred  Hosp,  Sydney,  Australia).  Med  J 

Aust  1 :844-846  (May  18)  1968. 

There  were  24  cases  of  carcinoid  tumors 
arising  from  a wide  variety  of  primary  sites. 
The  lesions  were  divided  into  appendiceal 
(8)  and  extra-appendiceal  (16)  cases.  Of 
the  16  patients  who  had  extra-appendiceal 
carcinoids,  seven  died  as  a result  of  their 
lesions.  Of  the  other  patients  with  extra- 
appendiceal  lesions,  four  died  from  causes 
other  than  the  tumor.  Three  were  lost  to 
follow-up.  One  woman  had  metastases  and 
no  known  site  of  a primary  lesion.  One 
man  has  widespread  metastases  and  is  in  a 
terminal  condition.  One  man  is  alive  and 
well  after  an  apparently  successful  resection 
of  his  ileal  carcinoid  which  had  spread  to 
adjacent  lymph  nodes.  This  is  a retrospec- 
tive study  of  patients  with  carcinoid  tumor 
of  the  alimentary  tract  seen  at  Royal  Prince 
Alfred  Hospital  over  the  15-year  period  from 
1952  to  1966. 


The  Private  Pediatrician’s  Future  — W.  G. 

Crook  (Children’s  Clinic,  648  W Forest 
Ave,  Jackson,  Tenn).  Amer  J Dis  Child 
116:479-485  (Nov)  1968. 

Private  pediatricians  in  America  do  have  a 
future  because  doctors  who  can  become  per- 


sonally involved  with  people  are  irreplace- 
able. They  are  disenchanted  because  of 
their  lack  of  proper  training.  Changes  in 
pediatric  education  and  improved  communi- 
cation and  exchange  between  the  academic 
center  and  the  man  in  practice  are  essential 
if  top-flight  pediatricians  are  to  be  attracted 
to  careers  related  to  the  delivery  of  health 
care.  Better  facilities,  organization,  finan- 
cing, and  supporting  personnel  could  make 
private  pediatricians  three  to  five  times 
more  effective.  Although  highly  trained 
nursing  specialists  can  be  valuable,  health 
workers  of  lesser  training  will  also  be  needed. 

Apparent  Cure  of  Cancer  With  Cyclophos- 
phamide — J.  F.  Dark  (Baguley  Hosp, 
Wythenshawe,  Manchester,  England). 
Brit  Med  J 4:161  (Oct  19)  1968. 

A 58-year-old  man  presented  with  a car- 
cinoma of  the  upper  esophagus,  invading 
the  trachea,  with  secondary  gland  masses 
in  the  left  supra-clavicular  fossa  and  a right 
recurrent  laryngeal  nerve  palsy.  This  was 
confirmed  histologically  as  an  anaplastic  car- 
cinoma. There  was  a dramatic  response  to 
cyclophosphamide  given  intravenously.  A 
residual  esophago-tracheal  fistula  remained. 
Six  years  after  treatment  the  patient  was 
alive  and  well,  with  normal  swallowing.  A 
right  recurrent  laryngeal  palsy  remained. 

Neurological  Status  of  Survivors  of  Neonatal 
Respiratory  Distress  Syndrome  — R.  0. 
Fisch,  H.  J.  Gravem  (Box  384,  Mayo  Me- 
morial, Univ  of  Minnesota,  Minneapolis), 
and  R.  R.  Engel.  J.  Pediat  73:395-403 
(Sept)  1968. 

The  neurological  development  of  infants 
who  survived  the  respiratory  distress  syn- 
drome was  reviewed  in  a prospective  study. 
The  subjects  for  this  study  consisted  of 
34,792  single  live-born  infants  including  59 
survivors  of  the  respiratory  distress  syn- 
drome. Neurological  abnormalities  were 
more  frequent  during  the  first  year  of  life 
in  the  survivors  of  the  respiratory  distress 
syndrome  than  in  the  control  subjects  for 
each  of  the  birth- weight  categories. 
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Those  Incredible  Power  Poles 


Whether  you  know  it  or  not,  they  really 
turn  you  on.  They  save  you  money,  bright- 
en your  home  life,  and  give  you  something 
to  count  on  a long,  dull  bus  trip.  Yet,  like 
most  people,  you’re  probably  in  the  dark 
about  those  omnipresent  but  little-known 
landmarks,  power  poles. 

Without  them,  Thomas  Edison’s  inven- 
tions might  truly  have  been  the  “electric 
playthings’’  ridiculed  by  his  critics.  To  go 
any  significant  distance  in  those  early  days, 
electricity  had  1o  travel  over  thick,  expen- 
sive wires  requiring  equally  thick  and  ex- 
pensive supporting  poles.  As  a result,  Edi- 
son’s first  electric  station  could  “pump’’  only 
5000  feet! 

Higher-capacity  wires  and  chemically 
treated  poles  outlined  the  shape  of  the  fu- 
ture — and  power  marched  cross-country, 
carried  on  wooden  crossarms. 

Today,  over  90%  of  the  nation’s  electricity 
travels  along  a vast  skyway  of  100  million 
utility  poles.  Laid  end  to  end  — an  idea 
that  would  have  shocked  Thomas  Edison  — 
these  poles  would  stretch  more  than  half  a 
million  miles,  or  over  twice  the  distance  to 
the  moon! 

One  down-to-earth  reason  is  the  low  cost 
of  utility  poles.  Even  in  these  inflationary 
times,  the  average  pole  costs  only  about 
$35  — and  it  lasts  some  40  years  through 
everything  from  April  showers  to  tornados. 

“Low  overhead”  means  low-priced  power. 
Electricity  rates  actually  dropped  from  1955 
to  1965,  making  them  one  of  the  few  re- 
maining bargains  in  a world  of  soaring 
prices. 

These  figures  help  to  explain  why  utility 
companies  have  so  far  sunk  more  than 
$26.6  billion  into  overhead  systems.  It 
sounds  astronomical  — yet  the  cost  of  re- 
placing overhead  wires  and  poles  with 
underground  cables  has  been  estimated  at 
ten  times  that  amount. 

For  consumers,  “digging  in”‘  could  more 
than  triple  the  average  monthly  electrical 
bill.  Some  homeowners  might  have  to  pay 


as  much  as  $74  extra  per  month.  Even  the 
cost  of  new  homes  would  be  affected,  since 
builders  must  pay  about  $300  more  per 
dwelling  unit  for  underground  electrical  in- 
stallations. 

Who  would  have  thought  that  a mere  piece 
of  timber  could  have  such  a powerful  effect 
on  your  budget?  Let’s  take  another  look  at 
that  “plain,  ordinary”  pole. 

The  average  utility  pole  is  35  feet  high, 
planted  six  feet  into  the  ground.  It  weighs 
only  1000  pounds  — but  throughout  its 
life  span  maintains  a support  strength  of 
64,000  foot-pounds. 

Power  poles  are  able  to  take  40  years 
of  continuous  pressure  because  they  have 
been  chemically  preserved  under  pressure. 
Poles  are  loaded  onto  a special  rail  car  and 
rolled  into  a giant  pressure  cylinder  where 
chemical  preservatives  such  as  creosote  and 
pentachlorophen(;l  are  forced  deep  into  the 
wood. 

Oddly  enough,  this  process  indirectly  helps 
to  conserve  our  forests ! Because  wood  lasts 
about  five  times  longer  when  chemically 
preserved,  fewer  trees  have  to  be  cut  down. 
The  amount  of  timber  conserved  since  1909 
would  be  enough  to  build  55  million  seven- 
room  houses! 

When  long-range  transmission  was  made 
possible  around  the  turn  of  the  century, 
engineers  looked  for  three  things  in  the  de- 
livery system : economy,  easy  seiwice- 

ability,  and  adequate  protection  against 
electricity  leakage. 

Part  of  the  economy  of  an  overhead  sys- 
tem — besides  the  low  initial  cost  of  poles 
— is  the  ease  of  servicing  it.  Homeowners 
benefit  not  only  by  lower  rates,  but  by  quick- 
er repairs  if  there  is  a power  emergency. 

In  addition,  wood  is  an  excellent  natural 
insulator  — the  engineers  say  it  has  favor- 
able “dialectric”  properties.  As  if  that 
weren’t  enough,  utility  poles  carry  porcelain 
or  glass  insulators  to  make  doubly  sure  that 
electricity  won’t  leak  from  wires. 
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Currently  on  the  horizon  are  wood  power 
poles  that  blend  utility  with  beauty.  South- 
ern California  is  basking  in  “Sunbursts”  — 
a bold  new  design  with  pole-top  equipment 
displayed  like  the  sun’s  rays.  Detroit  has 
a new  “see-through”  pole  — laminated  wood 
members  separated  by  a narrow  slit.  Flor- 
ida is  giving  a warm  reception  to  stream- 
lined poles  painted  in  colors  that  blend  har- 
moniously with  natural  or  residential  land- 
scapes. 

The  best  in  current  thinking  has  also  pro- 
duced trimmed  - down  pole-top  equipment 
and  “super-wires”  with  capacities  of  a half 
million  volts.  These  new  wires  minimize 
the  amount  of  overhead  wiring  needed  — 
and  because  of  them,  an  estimated  50%  of 
utility  poles  will  be  delivering  high  power 
in  streamlined  high  style  by  1975 

All  this,  say  the  experts,  goes  to  show 
that  good  looks  and  low-cost  efficiency  are 
not  necessarily  poles  apart.  One  more  rea- 
son why  the  powers-that-be  prefer  to  string 
along  with  the  good  old  (and  now  brand- 
new)  utility  pole. 


Evaluation  of  Sixteen  Anti-motion  Sickness 
Drugs  Under  Controlled  Laboratory  Con- 
ditions — C.  W.  Wood  and  A.  Graybiel 
(Naval  Aerospace  Medical  Center,  Pensa- 
cola, Fla).  Aerospace  Med  39:1341-1344 
(Dec)  1968. 

The  effectiveness  of  a drug  in  reducing 
susceptibility  to  acute  motion  sickness  is 
readily  determined  in  a slow  rotation  room 
where  the  stressful  Coriolis  accelerations  are 
under  quantitative  control  and  the  experi- 
menter and  subject  can  collaborate  under 
laboratory  conditions.  Each  of  50  subjects 
served  as  his  own  control  in  evaluating  16 
representative  anti-motion  sickness  drugs. 
Only  the  drugs  with  a sympathomimetic  or 
parasympatholytic  action  and  some  of  the 
antihistamines  were  notably  effective.  The 
summation  effect  of  dextroamphetamine  sul- 
fate and  1-scopolamine  hydrobromide  pro- 
vided far  better  protection  than  any  single 
drug. 


The  Clinic  in  the  Year  2000  — B.  T.  Eiduson 

(941  Stonehill,  Los  Angeles).  Arch  Gen 

Psychiat  19:385-393  (Oct)  1968. 

The  information  from  which  planning  and 
prediction  in  mental  health  should  rationally 
proceed  has  not  yet  been  accumulated  in 
child  psychiatry.  Predictive  trends  dis- 
cussed in  this  paper  are  based  on  an  analysis 
of  the  course  and  factors  influencing  the 
development  of  the  outpatient  clinic  as  a 
social  institution.  Extrapolating  from  the 
features  that  have  made  the  clinic  model 
successful,  it  is  predicted  that  clinics  in  the 
year  2000  will  become  more  diversified  in 
program,  staffing  patterns,  and  populations, 
with  the  diversification  growing  out  of  the 
context  in  which  clinical  services  are  devel- 
oped. Diversity  in  organization  and  services 
will  be  maximized,  with  interfacing  provided 
by  computer  technology  so  that  existing 
problems  of  overlap  and  lack  of  interaction 
among  services  will  be  sharply  eradicated. 
Further  practice  will  be  radically  influenced 
by  computerized  information  in  psychiatry. 
Methods  of  data  collection  and  assimilation 
will  permit  the  large  networks  of  informa- 
tion from  related  disciplines  that  influence 
psychiatric  practice  to  be  included  in  future 
decision  making,  and  encourage  the  produc- 
tion of  new  basic  research  data  in  psychiatry. 


Treatment  of  House  Dust  Allergy  — British 

Tuberculosis  Assoc,  59  Portland  PI,  Lon- 
don. Brit  Med  J 3:774-776  (Sept  28)1968. 

The  results  of  a controlled  trial  of  the 
treatment  of  asthma  by  a commercially  pro- 
duced house-dust  extract  are  reported.  One 
group  was  treated  with  15  injections  of  an 
aqueous  house-dust  extract  and  the  other 
gi’oup  received  corresponding  volumes  of 
0.5%  carbol  saline.  Patients  in  both  groups 
selected  at  random  were  advised  on  the  con- 
trol of  house  dust  in  their  home.  Compari- 
son of  progress  over  a period  of  six  months 
from  the  start  of  treatment  showed  no  ad- 
vantage of  treatment  with  house-dust  ex- 
tract over  the  control  solution,  neither  was 
there  a significant  difference  between  the 
progress  of  patients  who  had  been  advised 
on  dust  control  and  those  who  had  not. 
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The  AMA  Council  on  Drugs 


Ever  since  its  inception  in  1905,  the  Coun- 
cil on  Drugs  (originally  the  Council  on  Phar- 
macy and  Chemistry)  has  performed  a vital 
service  for  physicians  by  providing  author- 
itative and  unbiased  information  on  drugs. 

Through  the  years  it  has  adjusted  its  pro- 
grams and  its  techniques  to  keep  abreast 
of  new  developm.ents  in  the  drug  field  and 
the  changing  needs  of  the  practicing  physi- 
cian. 

The  council  is  staffed  by  the  Department 
of  Drugs,  comprised  of  more  than  50  per- 
sons, including  15  physicians  or  other  sci- 
entists. 

The  department  collects,  stores,  evaluates 
and  disseminates  information  on  drugs  and 
cosmetics  for  the  medical  profession.  Its 
highly  specialized  activities  are  carried  out 
by  sections  on  drug  evaluation,  drug  utiliza- 
tion, editorial,  documentation  and  nomen- 
clature. Members  of  the  department  also 
staff  the  Committee  on  Cutaneous  Health 
and  Cosmetics  and  serve  as  the  secretariat 
of  the  U.S.  Adopted  Names  Council. 

Until  1955  the  AMA’s  drug  evaluation 
program  was  limited  to  those  drugs  con- 
sidered to  have  well-established  clinical  use- 
fulness. It  then  was  expanded  to  consider 
all  commercially  available,  newer  single- 
entity drugs. 

Among  the  past  major  contributions  of 
the  council  have  been  the  publications  New 
and  Non-officio2  Remedies,  Neiv  and  Non- 
official Drugs  and  Neiv  Drugs. 

Because  of  the  urgent  need  for  an  author- 
itative, unbiased  reference  book  that  will 
include  information  on  both  old  and  new 
single-entity  drugs  and  mixtures,  the  de- 
partment is  deeply  involved  in  an  extensive 
project  to  develop  AMA  Drug  Evaluations, 
a book  which  will  replace  Neiv  Drugs. 

Development  of  ADE,  as  the  new  pub- 
lication will  be  called,  is  the  most  formidable 


task  ever  undertaken  by  the  council  and 
its  staff.  Its  anticipated  introduction  some- 
time in  1969  will  culminate  seven  years  of 
planning  and  discussing.  Currently,  more 
than  85  percent  of  the  total  effort  of  the 
council  and  the  department  is  being  directed 
toward  readying  the  estimated  1,400-page 
book  for  publication.  “Outside”  profes- 
sional help,  as  well  as  assistance  from  phar- 
maceutical information  services,  also  is  be- 
ing utilized  in  the  immense  project. 

Being  developed  by  the  AMA  solely  for 
the  medical  profession,  ADE  will  provide 
independent,  “consensus”  evaluations  on  ap- 
proximately 1,300  drugs  on  the  priority  list 
which  include  all  most  commonly  prescribed 
or  used  by  physicians,  all  single-entity  drugs 
introduced  within  the  past  10  years  and 
other  selected  drugs  which  have  notable 
value,  unusual  toxicity,  notoriety  or  need 
for  notoriety.  Thorough  indexing  will  as- 
sure maximum  economy  of  the  physician’s 
time. 

In  addition,  more  than  4,000  other  nation- 
ally distributed  drugs,  not  individually  evalu- 
ated, will  be  listed  and  indexed  to  give  in- 
formation on  their  therapeutic  category  and 
availability. 

Another  significant  council  now  in  the 
planning  stages  is  a drug  usage  surveillance 
progi'am  for  hospitals.  Such  a program 
would  provide  information  on  the  prescrib- 
ing habits  of  physicians  and  the  true  inci- 
dence of  adverse  reaction  to  drugs.  A rec- 
ommendation that  a pilot  study  be  conducted 
in  from  five  to  eight  hospitals  will  be  ten- 
dered to  the  AMA’s  Board  of  Trustees  in 
January. 

Currently,  the  department  is  phasing  out 
activities  of  the  AMA  registry  on  adverse 
reactions,  which  has  operated  since  1953.  It 
is  felt  that  it  would  be  more  fruitful  to 
replace  this  program  with  the  drug  usage 
surveillance  program. 
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Medicinews 


Family  medicine  a specialty 

A new  specialty  of  Family  Medicine  was 
officially  recognized  by  organized  medicine 
when  the  Advisory  Board  for  Medical  Spe- 
cialties and  the  Council  on  Medical  Educa- 
tion of  the  American  Medical  Association 
approved  a specialty  board  in  family  prac- 
tice. 

The  new  specialty,  twentieth  of  the  pro- 
fession’s primary  specialty  groups,  brings 
medicine  full-circle  since  the  trend  toward 
specialization  began  after  World  War  II. 
Before  that,  most  doctors  were  G.P.’s,  or 
family  doctors.  With  creation  of  the  spe- 
cialty of  Family  Medicine,  the  family  doc- 
tor himself  now  can  become  a specialist  in 
his  own  right. 

The  Advisory  Board  actually  approved 
a revised  application  for  specialty  status 
submitted  by  the  American  Academy  of  Gen- 
eral Practice  and  the  Section  on  General 
Practice  of  the  AMA. 

The  new  American  Board  of  Family  Prac- 
tice is  empowered  by  the  decision  to  con- 
duct examinations  and  to  grant  specialty 
certification  to  family  physicians  who  meet 
its  qualifications  and  pass  the  examina- 
tion. This  certification  will  be  recognized 
by  the  American  Medical  Association  and 
other  regulative  bodies  in  medicine,  just  as 
other  specialty  groups  are  recognized. 

Anxiety  and  depression 

The  Mound  Park  Hospital  Foundation, 
with  the  joint  sponsorship  of  the  College 
of  Medicine  of  the  University  of  Florida, 
and  the  cooperation  of  the  Florida  Psychi- 
atric Society,  the  Florida  Academy  of  Gen- 
eral Practice  and  the  Florida  Medical  As- 
sociation, is  pleased  to  announce  a Post- 
graduate Course  in  “Anxiety  and  Depres- 
sion: A Modern  Interpretation” — on  dates 
May  1 to  3,  1969  inclusive.  A descriptive 
brochure  will  be  mailed  as  soon  as  com- 
pleted. 

All  classes,  meetings  and  clinical  confer- 
ences though  informal,  will  be  consistent 


with  the  highest  level  of  teaching  practice, 
and  this  program  is  acceptable  for  18  ac- 
credited hours  by  the  American  Academy  of 
General  Practice.  The  teaching  faculty  will 
be  composed  of  selected  guest  lecturers  and 
qualified  staff  members. 

Nursing  Schools 

Schools  of  nursing  showed  sizable  gains  in 
admissions,  graduations,  and  enrollments 
during  the  academic  year  1967-1968,  accord- 
ing to  an  annual  survey  of  nursing  educa- 
tion programs  released  recently  by  the  Na- 
tional League  for  Nursing,  New  York. 

Admissions  to  the  three  types  of  schools 
pi’eparing  students  to  become  registered 
nurses  (associate  degree,  baccalaureate,  and 
diploma)  reached  61,389  during  the  last 
academic  year,  a gain  of  2,689  over  the  pre- 
vious year.  Graduations  from  these  schools 
rose  by  3,318  to  a total  of  41,555  in  1968, 
while  enrollments  stood  at  145,588,  up  by 
3,640. 

Primarily  responsible  for  these  increases 
is  the  rapid  expansion  of  associate  degree 
nursing  programs  in  junior  and  community 
colleges.  Forty-nine  additional  programs  of 
this  type  were  reported  in  1968. 

Fourteen  new  baccalaureate  degree  pro- 
grams in  nursing  were  also  opened  in  senior 
colleges  and  universities. 

Offsetting  these  gains,  the  number  of 
hospital  diploma  schools  declined  by  39  last 
year,  with  commensurate  drops  in  admis- 
sions and  enrollments.  Diploma  graduations 
increased,  however. 

Inez  Haynes,  NLN  General  Director,  not- 
ed that  these  changes  reflect  the  gradual 
movement  of  nursing  into  institutions  of 
higher  education.  NLN  supports  the  tran- 
sition of  nursing  education  into  colleges  and 
universities  as  long  as  the  movement  sup- 
plies increasing  numbers  of  well-prepared 
nurses.  Miss  Haynes  said.  She  added  that 
diploma  programs,  however,  are  continuing 
to  educate  the  majority  of  nurses.  The 
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League  assists  aii  nursing  schools  in  improv- 
ing their  programs. 

Merck  grants 

Four  physicians  from  Czechoslovakia, 
Italy,  Japan  and  Mexico  are  winners  of  the 
1969  Merck  Sharp  & Dohme  International 
Fellowships  in  Clinical  Pharmacology,  it  was 
announced  recently  by  Dr.  Walter  Modell, 
chairman  of  The  Merck  Company  Founda- 
tion’s six-member  selection  committee  of 
distinguished  scientists. 

The  Fellowship  program,  begun  in  1964, 
is  designed  to  help  relieve  the  worldwide 
shortage  of  clinical  pharmacologists,  physi- 
cians who  have  attained  expert  knowledge 
through  specialized  study  and  who  devote 
themselves  to  the  evaluation  of  the  useful- 
ness and  safety  of  new  drugs  before  they 
are  made  generally  available  to  physicians. 
The  program  finances  up  to  two  years  of 
study  in  the  United  States  for  each  ap- 
pointee. Full  tuition,  fees  and  basic  travel 
expenses  are  paid.  The  grants  also  provide 
a basic  stipend  of  $500  monthly,  plus  fam- 
ily allowance  of  $100  monthly  for  a wife  and 
$50  for  one  child  or  $100  for  two  or  more 
children. 

Because  the  purpose  of  the  grants  is  to 
spread  knowledge  of  the  science  of  clinical 
pharmacology  around  the  world,  applicants 
were  asked  to  declare  their  intent  to  devote 
themselves  to  a career  of  research  and  teach- 
ing and  to  promise  to  reurn  to  their  own 
countries  upon  completion  of  their  training 
in  the  United  States. 

This  year’s  appointees  are  Jose  Luis  Diaz, 
M.D.,  of  Mexico;  Takashi  Ishizaki,  M.D., 
Ph.D.,  of  Japan;  Cesare  Sirtori,  M.D.,  of 
Italy,  and  Milan  Slavik,  M.D.,  of  Czechoslo- 
vakia. They  were  selected  from  over  50  ap- 
plicants from  27  countries. 

Dr.  Slavik,  38.  is  engaged  in  research  on 
immunosuppressive  drugs  at  the  Institute 
of  Pharmacology  of  the  Czechoslovak  Acad- 
emy of  Science  in  Prague.  He  received  the 
M.D.  degree  from  Charles  University  in 
Prague  in  1960  and  is  working  for  the 
Ph.D.  degree  in  Clinical  Pharmacology.  He 
will  undertake  his  training  in  the  United 


States  with  Dr.  Albert  Sjoerdsma,  Chief, 
Experimental  Therapeutics  Branch  of  the 
National  Heart  Institute  in  Bethesda,  Mary- 
land. 

U.  of  N.  medical  tape  library 

As  a service  to  the  physicians  of  Ne- 
braska, the  University  has  a series  of  3-to- 
6-minute  tapes  on  subjects  of  concern  to 
the  practicing  physician.  By  dialing  the 
listed  number  collect,  he  will  be  able  to 
listen  to  any  of  the  tapes  listed.  The  list 
will  be  continually  expanded.  Topics  felt 
to  be  of  interest  by  practicing  physicians 
are  welcomed,  and  will  be  added  to  the  list 
as  soon  as  possible. 

Dial  collect  the  Medical  Library  telephone 
number  402-551-0669  at  Extension  260  dur- 
ing the  following  hours: 

8:30  a.m.-ll:00  p.m.  — Monday  through 
Friday 

8 :30  a.m.-5 :00  p.m.  — Saturday 

1 :00  p.m.-6 :00  p.m.  — Sunday 

TAPES  AVAILABLE 

1.  Treatment  of  Hypercalcemia  Associat- 
ed with  Cancer  — John  F.  Foley,  M.D. 

2.  Treatment  of  Metastatic  Carcinoma  of 
the  Colon  and  Rectum  — John  F.  Foley, 

M.D. 

3.  Management  of  Neoplastic  Effusions  — 
John  F.  Foley,  M.D. 

4.  Diagnostic  Methods  for  Detecting  Cer- 
vical Cancer  — Joseph  Scott,  M.D. 

5.  Protocol  for  Management  of  Rape 
Cases  — Joseph  Scott,  M.D. 

6.  Cavernous  Sinus  Thrombosis  — C.  T. 
Yarington,  Jr.,  M.D. 

7.  Salivary  Gland  Tumor:  Clinical  Diag- 
nosis — C.  T.  Yarington,  Jr.,  M.D. 

8.  Neck  Mass:  Diagnostic  Work  Up  — C. 
T.  Yarington,  Jr.,  M.D. 

9.  Radiologic  x\ids  in  Staging  Lymphomas 
and  in  Detecting  Retroperitoneal  Tu- 
mors — William  Wilson,  M.D. 

10.  Treatment  of  Acute,  Life-threatening 
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Hyperthyroidism  — Robert  Ecklund, 

M.D. 

11.  Management  of  Patients  Following 
Withdrawal  from  Adrenal  Steroid 
Therapy  — Robert  Ecklund,  M.D. 

12.  Management  of  Multiple  Myeloma  — 
John  F.  Foley,  M.D. 

Questions  or  suggestions  regarding  this 
service  may  be  directed  to  Miss  Kathleen 
Fahey  at  the  above  number. 


AHA  abstracts 

Abstracts  of  papers  and  applications  for 
scientific  exhibits  and  cardiovascular  films 
to  be  considered  for  presentation  at  the 
1969  Scientific  Sessions  of  the  American 
Heart  Association  must  be  postmarked  no 
later  than  June  6,  1969.  The  four-day  meet- 
ing will  be  held  from  Thursday,  Nov.  13 
through  Sunday,  Nov.  16,  1969  in  Memorial 
Auditorium,  Dallas,  Texas. 

Papers  intended  for  presentation  must  be 
based  on  original  investigations  in  the  car- 
diovascular or  related  fields.  The  project’s 
results  and  the  investigator’s  conclusions 
should  be  summarized  in  the  abstract  and 
submitted  on  official  AHA  foi*ms. 

A full  day  will  be  devoted  to  the  showing 
of  cardiovascular  films  concurrent  with  the 
Scientific  Sessions.  The  Association’s  Sub- 
committee on  Films  will  select  recently  pro- 
duced prints  to  be  presented. 

Space  for  industrial  exhibits  may  be  re- 
quested through  Steven  W.  Herlitz,  Inc.,  850 
Third  Avenue,  New  York,  N.Y.  10022. 

Official  forms  for  submitting  abstracts, 
films  and  scientific  exhibits  may  be  obtained 
from  the  Department  of  Medical  Education 
at  the  Association’s  National  Office,  44  E. 
23rd  St.,  New  York,  N.Y.  10010. 


AMA  international  conference 

Former  Secretary  of  State  Dean  Rusk 
will  be  among  the  widely-known  authorities 
participating  in  the  American  Medical  As- 
sociation’s Fourth  Conference  on  Interna- 
tional Health. 


The  conference  will  be  May  22  and  23, 
1969  at  the  LaSalle  Hotel  in  Chicago.  Its 
theme  is  “U.S.  Efforts  in  International 
Health  Today  and  Tomorrow.” 

Conferees  will  review  present  endeavors 
in  international  health  by  groups  and  indi- 
viduals from  the  United  States.  Those  par- 
ticipating will  attempt  to  delineate  more 
clearly  how  American  medicine  can  estab- 
lish and  support  an  increasingly  meaning- 
ful role  in  this  area. 

Mr.  Rusk,  now  a Distinguished  Fellow 
of  the  Rockefeller  Foundation  (where  he 
was  President  before  becoming  Secretary 
of  State  in  1961),  will  address  the  May  22 
luncheon.  Others  of  national  and  interna- 
tional reputation  also  will  speak  during  the 
two-day  conference. 

General  subject  areas  include; 

— The  role  of  research  and  development 
in  international  health 

— Delivery  of  health  services  in  the  inter- 
national field 

— Significance  of  manpower  development 
in  international  health 

Fireside  workshops  Thursday  evening. 
May  22,  will  consider  international  medical 
education,  activities  of  church-related  groups 
abroad,  sponsorship  of  volunteer  physicians 
overseas  (including  the  AMA’s  program  in 
Vietnam),  and  collection  and  distribution  of 
medical  supplies. 

The  program  is  open  to  representatives 
of  companies,  institutions,  government  agen- 
cies, and  individuals  with  an  interest  in  inter- 
national health.  Additional  details  may  be 
obtained  from  Virgil  T.  DeVault,  M.D.,  De- 
partment of  International  Health,  American 
Medical  Association,  535  North  Dearborn 
St.,  Chicago  60610. 

Arrhythmia  test  available 

A four  panel  table-top  unit  for  physicians 
to  test  their  ability  in  the  diagnosis  and 
treatment  of  arrhythmias,  has  been  prepared 
by  the  American  Heart  Association’s  Com- 
mittee on  Medical  Education. 

Each  of  the  panels  illustrate  a medical 
case,  with  x-rays  and  electrocardiograms 
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correlated  to  the  written  case  history.  After 
studying  these,  and  pertinent  laboratory 
data  illustrated  on  the  panels,  the  physician 
answers  multiple  choice  questions  relative 
to  each  case. 

The  unit  is  intended  for  use  at  local  or 
state  medical  meetings,  as  teaching  exer- 
cises for  medical  students  and  house  officers, 
and  at  hospital  staff  meetings.  It  may  be 
obtained  on  a loan  or  purchase  basis  through 
local  Heart  Associations  or  the  AHA  Na- 
tional Office,  44  E.  23rd  St.,  New  York, 
N.Y.  10010. 

Fire  protection  experts  to  meet 

Nearly  3,000  fire  protection  experts  from 
the  United  States,  Canada  and  foreign  coun- 
tries are  expected  to  attend  the  73rd  an- 
nual meeting  of  the  National  Fire  Protec- 
tion Association  (NFPA),  which  opens  in 
New  York  City  on  May  12,  1969  at  the 
Americana  Hotel. 

Principal  business  of  the  five-day  confer- 
ence will  be  action  on  approximately  75 
proposed  codes  and  standards  which  will 
affect  fire  safety  legislation  and  regula- 
tion as  well  as  industrial  practices  through- 
out the  United  States  and  Canada. 

Among  important  standards  on  which  re- 
visions will  be  debated  and  voted  on  are  the 
Flammable  and  Combustible  Liquids  Code, 
Explosives  and  Blasting  Agents  Code, 
Standard  for  the  Installation  of  Gas  Ap- 
pliances and  Gas  Piping,  Flammable  Anes- 
thetic Code,  Standard  for  the  Ventilation  of 
Restaurant  Cooking  Equipment,  Fire  Pro- 
tection Standard  for  Marinas  and  Boat 
Yards,  Installation  and  Maintenace  of  Port- 
able Fire  Extinguishers,  Specifications  for 
Automotive  Fire  Apparatus,  and  Aircraft 
Rescue  and  Fire  Fighting  Vehicles. 

Scientific  farming 

Many  visitors  to  the  modern  National 
Bureau  of  Standards  laboratories  near  Gai- 
thersburg, Md.,  have  seen  the  “Isaac  New- 
ton” apple  tree  planted  on  its  grounds,  but 
few  would  have,  guessed  that  this  Depart- 
ment of  Commerce  agency  has  real  links  with 
the  interests  of  fruit  tree  growers,  poultry 


farmers,  cattle  raisers  and  other  agricultural 
and  botanical  specialists. 

There  is  increasing  cooperation  between 
NBS  and  clinical  laboratories  involved  in 
such  questions  as  the  role  of  nitrogen,  potas- 
sium, and  phosphorus  in  plant  growth  and 
the  effects  of  a wide  variety  of  trace  ele- 
ments on  the  health  and  vigor  of  animals 
and  humans. 

As  laboratory  scientists  learn  more  about 
these  things,  a point  is  reached  where  ac- 
curate analysis  of  the  substances  is  essential. 
To  provide  the  needed  degree  of  accuracy, 
both  analytical  methods  and  the  instruments 
used  to  perform  these  exacting  analyses  must 
be  calibrated  with  standard  reference  ma- 
terials (SRM’s)  — services  and  materials 
which  are  provided  by  the  NBS  Institute  for 
Materials  Research. 

Acting  upon  recommendations  of  horti- 
culture and  agronomy  societies,  NBS  is  pre- 
paring standards  for  the  analysis  of  both 
major  and  trace  constituents  in  apple  and 
pear  orchard  leaves,  alfalfa,  and  pine  needles 
collected  and  processed  by  a Michigan  State 
University  reseaicher.  Also  under  consider- 
ation are  citrus  leaves,  tomato  leaves,  and 
wood  chips.  Attention  is  currently  focused 
on  the  magnesium,  manganese,  iron,  boron, 
copper,  zinc,  and  aluminum  in  such  ma- 
terials, and  the  investigation’s  scope  may 
be  broadened  to  include  other  elements. 

This  joint  effort  in  the  physical  and  life 
sciences  tends  to  greatly  increase  man’s 
capacity  for  food  production.  Both  a high- 
er yield  of  crops  per  acre  and  improved 
quality  of  the  ci^ops,  and  similar  gains  for 
meat  and  poultry  production,  are  promoted 
when  the  farmer  or  rancher  knows,  for 
example,  that  zinc  starvation  in  pear  trees 
diminishes  yield,  or  that  arsenic  can  be 
used  to  promote  growth  in  poultry,  or  that 
copper  can  help  prevent  or  correct  anemia, 
and  so  on. 

Registry:  occupational  health  problems 

Have  you  treated  a patient  recently  who 
may  have  a health  problem  related  to  his 
occupation? 

The  American  Medical  Association’s 
Registry  on  Adverse  Reactions  Due  to  Oc- 
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cupational  Exposures  is  collecting  data  and 
needs  your  assistance. 

The  Registry  has  been  gathering  infor- 
mation for  two  years.  It  has  some  single 
reports  of  unusual  reactions,  but  not  enough 
confiiTnatory  information  to  substantiate  a 
causal  relation. 

Several  of  the  reports,  the  Registry  says, 
suggest  that  previously  unrecognized  syn- 
dromes may  result  from  exposures  to  ma- 
terials whose  toxicity  is  already  estab- 
lished. 

The  Registry  is  under  supervision  of  the 
Committee  on  Occupational  Toxicology, 
which  reports  to  the  AMA’s  Council  on  Oc- 
cupational Health.  Robert  E.  Eckardt, 
M.D.,  is  chairman  of  the  committee. 

Information  on  occupational  exposures  to 
potentially  hazardous  substances  should  be 
sent  to  the  Registry  Act  at  the  AMA  head- 
quarters Department  of  Occupational  Health, 
535  North  Dearborn  Street,  Chicago,  Illi- 
nois 60610. 

The  Committee  has  been  somewhat  dis- 
appointed in  the  low  volume  of  reports 
submitted  to  the  Registry.  It  urges  all 
physicians  — not  just  occupational  health 
physicians  — to  keep  the  Registry  posted 
on  ailments  that  may  be  related  to  adverse 
occupational  conditions. 

The  Registry  does  not,  however,  want 
information  on  injuries  and  accidents. 

Some  companies  are  understandably  re- 
luctant to  provide  information,  even  though 
the  Registry  procedures  are  designed  to 
guarantee  complete  confidentialness. 

The  Committee’s  purpose  in  initiating  the 
Registry  was  to  create  a professional  re- 
pository for  information  storage,  retrieval, 
and  dissemination  of  new  information  to 
professionals  charged  with  protection  of 
workers  from  harmful  occupational  expo- 
sures. 

A larger  volume  of  reports  must  be  col- 
lected before  the  present  information  will 
support  reasonably  certain  probability  of 
causal  relationships. 


ACS  elects 

C.  Rollins  Hanlon,  M.D.,  professor  of  sur- 
gery and  chaiiTnan  of  the  department  of  sur- 
gery at  St.  Louis  University  School  of  Medi- 
cine, St.  Louis,  has  been  named  director- 
elect  of  the  American  College  of  Surgeons. 
His  election  was  announced  by  the  ACS 
Board  of  Regents. 

Dr.  Hanlon  will  assume  the  directorship 
of  the  College  soon  after  the  close  of  the 
College’s  1969  Clinical  Congress,  to  be  held 
in  San  Francisco  October  6-10.  He  will 
succeed  Dr.  John  Paul  North,  who  had  in- 
formed the  Board  of  Regents  two  years  ago 
that  he  intended  to  retire  in  1969.  Dr. 
North  has  been  director  of  the  College  since 
1961. 

Athletic  injuries 

The  prevention  of  athletic  injuries  and 
reduction  of  possible  aftereffects  will  be 
discussed  by  members  of  the  medical  and 
sports  professions  during  a March  seminar. 
Dr.  Theodore  A.  Fox,  associate  professor 
of  orthopaedic  surgery.  University  of  Illi- 
nois College  of  Medicine,  announced.  Dr. 
Fox,  orthopaedic  surgeon  for  the  Chicago 
Bears  for  21  years,  is  chairman  of  the  ath- 
letic injuries  course  to  be  held  March  28- 
30,  1969,  in  Chicago. 

Leading  physical  educators  and  sports  of- 
ficials will  join  18  medical  doctors  as  faculty 
for  the  course,  which  is  designed  for  high 
school  and  college  athletic  directors  and  for 
physicians  who,  as  general  practitioners, 
may  also  serve  as  athletic  team  doctors.  The 
program  is  acceptable  for  14  elective  hours 
by  the  American  Academy  of  General  (med- 
ical) Practice. 

This  fourth  annual  Course  on  Athletic  In- 
juries, sponsored  by  the  Chicago  Commit- 
tee on  Trauma  of  the  American  College  of 
Surgeons,  is  purposely  scheduled  on  a week- 
end to  enable  attendance  by  more  school- 
affiliated  personnel.  “We  selected  the  dates 
March  28-30,  just  after  the  basketball  sea- 
son ends  and  prior  to  spring  baseball  train- 
ing, hoping  to  accommodate  a majority,”  Dr. 
Fox  said.  A registration  fee  of  $35  per 
person  covers  the  scientific  sessions,  two 
luncheons,  and  a reception  and  banquet. 
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A full  day  will  be  devoted  to  preven- 
tion of  injuries  with  emphasis  on  the  im- 
portance of  precompetition  physical  exam- 
inations, physical  conditioning,  coaching 
techniques,  and  protective  equipment,  tap- 
ing and  splinting.  The  recognition  of  va- 
rious types  of  athletic  injuries  and  their 
treatment,  and  the  rehabilitation  of  the  in- 
jured athlete  will  be  discussed  during  other 
sessions.  Gale  Sayers  of  the  Chicago  Bears 
will  speak  at  a banquet  for  all  participants 
on  Friday,  March  28. 

The  course  is  planned  by  the  Subcommit- 
tee on  Athletic  Injuries:  Dr.  Fox,  chair- 
man ; Dr.  John  Keeley,  professor  of  surgery, 
Stritch  College  of  Medicine,  Loyola  Univer- 
sity, Chicago;  Dr.  Ralph  Lidge,  clinical  as- 
sistant professor  of  orthopaedic  surgery. 
University  of  Illinois  College  of  Medicine, 
Chicago,  and  Dr.  Howard  Sweeney,  asso- 
ciate in  orthopaedic  surgery.  Northwestern 
University  Medical  School,  Chicago  and 
orthopaedic  consultant  for  Northwestern 
University,  Evanston. 

The  two  and  a half  day  program  on  ath- 
letic injuries  is  one  of  four  courses  annual- 
ly sponsored  as  a public  service  by  the  Chi- 
cago Committee  on  Trauma  which,  with 
more  than  100  members,  acts  under  the 
aegis  of  the  American  College  of  Surgeons. 
Dr.  Colman  J.  O’Neill  is  chairman  of  the 
Chicago  Committee  on  Trauma. 

A physicians’  postgraduate  course  on  frac- 
tures and  other  trauma  is  scheduled  for 
April  16-19,  1969,  under  the  leadership  of 
Dr.  James  P.  Ahstrom,  Jr.,  chairman. 
Other  courses  to  be  presented  during  1969 
will  be  an  advanced  practical  course  con- 
cerned with  emergency  aid  and  transporta- 
tion of  the  critically  ill  and  injured,  and  a 
postgraduate  course  for  emergency  room 
nurses. 

TV  testers 

The  Electronic  Products  Radiation  Lab- 
oratory of  the  Bureau  of  Radiological  Health 
has  developed  a portable  testing  unit  for 
measuring  x-ray  emissions  from  color  TV 
receivers. 

The  BRH  is  in  the  Environmental  Con- 
trol Administration,  U.S.  Department  of 
Health,  Education,  and  Welfare. 


Doctor  Dorman  speaks 

Gerald  D.  Dorman,  M.D.,  President-Elect 
of  the  AMA,  recently  addressed  the  Associa- 
tion of  Life  Insurance  Medical  Directors. 
He  stressed  the  importance  of  adequate 
health  insurance. 

Hi-yo  silver 

Silver  is  going  faster  than  it  is  coming; 
It  is  used  in  making  photographic  film, 
and  now  it  must  be  obtained  from  old  x-ray 
film  as  well  as  from  mines. 

New  ENT  group  organized 

The  American  Council  of  Otolaryngology, 
a new  medical  organization,  has  been  incor- 
porated in  the  District  of  Columbia  to  rep- 
resent “the  patient  care  interests”  of  the 
nation’s  estimated  6,000  otorhinolaryngolo- 
gists. 

The  new  council,  which  will  establish  a 
national  office  in  Washington  this  year, 
plans  to  provide  leadership  for  national, 
regional,  state,  and  local  groups  in  otolaryn- 
gology to  supply  better  care  in  this  field. 

But  what  happened  to  rhino? 

Big  Brother’s  watching  again 

Work  performed  on  Medicaid  patients  in 
New  York  City  is  being  audited  for  “quality 
control.”  And  they  say  they’ll  keep  doing 
it. 

When  they  pay  the  bills,  they  control. 
Only  they’re  paying  the  bills  with  other 
people’s  money,  with  your  money. 

Now  let’s  see,  do  they  do  that  to  the  law- 
yers, too?  Of  course  not,  the  lawyers  make 
the  laws. 


Nurses  show  films  on  TV 

The  Nebraska  Nurses  Association  under 
the  sponsorship  of  the  American  Cancer 
Society,  Nebraska  Division,  will  present  a 
series  of  eight  professional  films  for  view- 
ing on  the  Nebraska  E.T.  Station,  Channel 
12. 

The  series  w'll  continue  for  five  weeks 
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every  Thursday  evening.  Consult  your  TV 
schedule  for  time  of  showing. 

April  3,  1969  — “Early  Diagnosis  and 
Management  of  Breast  Cancer” 

April  10,  1969  — “Uterine  Cancer:  Diag- 
nosis and  Management  (Part  I)” 

April  17,  1969  — “Hormone  Therapy  for 
Advanced  Cancer” 

April  24,  1969  — “Nursing  Management 
of  the  Patient  With  Cancer” 

May  1,  1969  — “Cancer  in  Children” 

International  health  advisory  council 

The  formation  of  an  International  Health 
Advisory  Council,  under  the  sponsorship  of 
Booz,  Allen  & Hamilton,  international  man- 
agement consultants,  has  been  announced  by 
Dr.  Lowell  T.  Coggeshall  who  will  serve  as 
its  Chairman.  Membership  of  the  Council 
will  be  comprised  of  outstanding  leaders 
from  the  various  fields  involved  in  providing 
health  and  medical  services  to  the  public. 
Dr.  Coggeshall  is  the  retired  vice  president 
and  former  dean  of  the  Division  of  The  Bio- 
logical Sciences  at  the  University  of  Chicago. 

The  purpose  of  the  Council  will  be  to 
review  major  developments  in  the  health 
and  medical  seivices  fields  and  advise  on 
directions  in  which  these  fields  are  moving 
and  the  requirements  that  should  be  antici- 
pated for  the  future.  It  will  help  identify 
the  most  significant  current  health  and 
medical  problems  and  provide  guidance  for 
anticipating  future  needs  in  these  areas. 
Particular  attention  will  be  given  to  future 
management  considerations  facing  organiza- 
tions and  institutions  concerned  with  health 
and  medical  services. 

A concern  of  the  Council  will  be  to  pro- 
vide advice  on  the  availability  and  use  of 
various  resources,  including  advanced  man- 
agement techniques,  that  will  help  achieve 
the  production  and  delivery  of  better  health 
services  at  minimum  cost.  Health  and  med- 
ical institutions  and  organizations  can  be 
helped  through  improved  management  to 
take  advantage  of  new  techniques  and  prac- 
tices to  advance  the  quality  of  service  and 


limit  the  rapid  rate  of  increases  in  health 
services  costs. 

Dr.  Coggeshal  identified  the  other  mem- 
bers of  the  Council  as: 

Dr.  Lester  Breslow,  Professor  of  Health 
Services  Administration,  School  of  Public 
Health,  University  of  California,  Los  An- 
geles, and  former  Director  of  Public  Health 
for  the  State  of  California. 

Ray  E.  Brown,  Executive  Vice  President 
of  Affiliated  Hospitals  Center,  Boston,  and 
Professor  of  Administration,  Harvard  Med- 
ical School. 

Dr.  George  James,  President  of  Mt.  Sinai 
Medical  School,  New  York  City,  and  former 
Commissioner  of  Health,  New  York  City. 

Walter  J.  McNerney,  President  of  the 
National  Blue  Cross  Association. 

The  Council’s  fonnation,  in  part,  comes  in 
recognition  that  the  health  and  medical 
needs  of  the  nation  and  the  world  are  grow- 
ing in  magnitude  and  becoming  more  and 
more  complex  and  critical  of  solution.  The 
cost  of  developing  new  programs  and  pro- 
viding new  facilities  has  become  so  great 
in  the  health  field  that  institutions  are 
learning  that  more  thorough  and  continuing 
planning  is  essential  before  making  major 
financial  commitments  from  their  limited 
resources. 

Expenditures  for  health  and  medical  care 
in  the  United  States  rose  to  $47.3  billion 
in  1967  from  $26.4  billion  in  1960.  On  a per 
capita  basis,  the  total  spending  in  the  Unit- 
ed States  for  total  health  and  medical  serv- 
ices rose  from  $147  in  1960  to  $239  in  1967. 
During  the  nexr  decade,  the  total  spending 
in  this  area  is  expected  to  grow  at  an  an- 
nual rate  comparable  to  or  slightly  higher 
than  8 percent  v/hich  has  been  the  growth 
rate  during  the  past  seven  years. 

The  Council,  in  addition  to  its  other  func- 
tions, will  provide  guidance  to  Booz,  Allen 
& Hamilton  in  helping  to  meet  local,  state, 
regional,  national  and  foreign  requirements 
in  the  health  and  medical  services  fields  and 
assist  the  firm  in  maintaining  a high  level 
of  quality  control  in  the  consulting  services 
which  it  offers  to  health  and  medical  organ- 
izations and  institutions. 
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Home  health  agencies 

Formation  of  an  Assembly  of  Home  Health 
Agencies  has  been  announced  by  the  Na- 
tional League  for  Nursing,  New  York.  The 
assembly  is  sponsored  by  the  League’s  Coun- 
cil of  Public  Health  Nursing  Services  to 
extend  its  activities  in  the  improvement  of 
care  of  people  in  their  homes. 

More  than  2,000  home  health  agencies 
which  have  been  certified  by  the  Social  Se- 
curity Administration  to  receive  Medicare 
reimbursements  have  been  invited  to  par- 
ticipate in  the  assembly. 

An  initial  mailing  elicited  interest  in  par- 
ticipating in  the  assembly  from  more  than 
1,000  of  these  agencies. 

Services  will  include  periodic  communica- 
tions on  subjects  of  interest  to  home  health 
agencies  and  institutes  and  workshops  held 
in  conjunction  with  regular  council  meetings. 
Through  the  council  the  assembly  will  also 
have  a mechanism  for  interagency  relation- 
ships with  other  national  organizations  func- 
tioning in  the  health  care  field. 


Propranolol  Treatment  of  Chronic  Intract- 
able Supraventricular  Airhythmias  — J. 
Frieden  et  al  (Montefiore  Hosp,  Bronx, 
NY).  Amer  J Cardiol  22:711-717  (Nov) 
1968. 

Propranolol  treatment  was  successful  in  26 
euthyroid  patients  with  long-standing  supra- 
ventricular arrhythmias  refractory  to  stand- 
ard therapy.  Ten  patients  had  atrial  fibril- 
lation with  rapid  ventricular  rates  that  digi- 
talis preparations  could  not  control.  These 
patients  have  had  satisfactorily  slower  ven- 
tricular rates  for  five  to  22  months.  In  13 
patients  the  frequency  of  recurring  paroxys- 
mal atrial  arrhythmias  was  markedly  re- 
duced or  eliminated  for  five  to  22  months. 
Rapid  sinus  tachycardia  (110  to  160  beats/ 
min)  slowed  significantly  in  three  patients 
for  15  to  22  months.  Therapy  was  discon- 
tinued in  a fourth  because  of  psychiatric  de- 
pression. Three  patients  with  recurrent 
supraventricular  tachycardia  could  not  tol- 


erate the  drug.  One  patient  with  arterios- 
clerotic heart  disease  and  Wolff-Parkinson- 
White  syndrome  in  whom  frequent  recur- 
rent atrial  tachycardias  had  been  successful- 
ly controlled  for  five  months  died  suddenly 
at  home. 


Role  of  the  Primary  Physician  — B.  C.  Payne 
(Univ  of  Michigan  Medical  School,  1335 
Catherine  St,  Ann  Arbor).  Amer  J Dis 
Child  116:468-471  (Nov)  1968. 

Current  social  and  professional  pressures 
require  a new  specialist,  the  primary  or  fam- 
ily physician.  His  potential  role  in  clinical 
medicine  must  be  recognized  before  a pro- 
gram is  designed  to  produce  him.  His  prac- 
tice will  be  comprehensive,  continuing  care 
for  the  pediatric  age  group.  Due  to  the 
pressure  of  patients  and  community  neces- 
sity, many  pediatricians  now  care  for  the 
families  of  their  children.  The  new  special- 
ist will  be  competent  to  care  for  almost 
any  of  the  medical  problems  that  arise  in  his 
families,  regardless  of  age,  sex,  or  disposi- 
tion. He  will  fit  into  an  urban  multispecial- 
ty clinic,  a small  single  specialty  group  in  a 
small  or  geographically  isolated  community, 
or  a suburban  office  alone  or  with  associates. 
His  services  will  be  available  under  any  sys- 
tem of  payment:  fee  for  service,  prepaid 
group  coverage  or  capitation,  salary,  or  sub- 
sidy. 

Clinical  Effectiveness  of  New  Bronchodilator, 
Inolin,  on  Bronchial  Asthma  — Y.  Yama- 
mura  (Osaka  Univ  Medical  School,  Osaka, 
Japan)  and  S.  Kishimoto.  Ann  Allerg  26: 
504-507  (Sept)  1968. 

A clinical  study  of  40  asthmatic  patients 
evaluated  the  bronchodilating  activity  of  a 
new  compound,  Inolin  [l-(3',4',5'-trime- 
thoxybenzyl)  - 6,7-dihydroxy  - 1,2,3, 4,  - tetra- 
hydroisoquinolin  hydrochloride]  which  was 
administered  orally,  subcutaneously,  intra- 
venously, or  by  inhalation.  A statistical 
evaluation  of  clinical  reports  of  the  patients 
and  objective  pulmonary  tests  showed  it  to 
be  superior  to  other  bronchodilators.  This 
was  more  evident  in  FEVi  than  in  VC. 
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While  Making  Rounds 


1.  The  Doctor’s  Dictionary. 

a.  L 

b.  OST 

c.  n/c 

d.  FFA 

e.  UPJ 

(Answers  on  page  251). 

2.  Quote  Unquote. 

“WTioever  drinks  one-half  spoonful  of 
burnt  wine  every  morning  will  never 
become  sick.” 

— Schrick 


4.  Our  Own  Monthly  Statistical  Report. 

Six  and  one  half  percent  of  U.S.  physi- 
cians are  women. 

5.  Anniversary  Time. 

April  25,  1853. 

Beaumont  died. 

6.  Diseases  Of  The  Month. 

Jogger’s  winter  syndrome. 

7.  How  Interesting. 

Advice  to  medical  writers: 

Half  as  long  is  twice  as  good. 


“Like  cures  like.” 

(Similia  sirnilibus  curantur). 

— Hahnemann 

“He  is  the  best  physician  who  knows 
how  to  distinguish  the  possible  from 
the  impossible.” 

— Herophilus 


8. 


Who? 

Who  showed  the  antirachitic  effect  of 
ultraviolet  light? 

Huldschinsky,  in  1919. 


9.  Lines  To  Practice  By. 

Let  not  the  patients  be  too  soon,  or 
too  much,  confined  unto  their  beds. 


“He  that  sleeps  feels  not  the  tooth- 
ache.” 


— Shakespeare 


“Somebody  v/ho  wants  to  do  his  country 
a good  turn  should  start  a society 
to  drive  the  ghost  writer  out  of 
politics.” 

— Clapper 


— Mather 


10.  Why  Do  We? 

Why  do  we  say  “ether  screen?” 

We  use  it  when  we  don’t  give  ether. 

11.  Why  Does  Medicine  Cost  So  Much? 
Four  fifths  of  the  country’s  state  col- 
leges and  universities  have  raised 
their  tuition  fees  this  year. 


3.  Words  We  Can  Do  Without. 

Absentation 
Cameo  appearance 
Points  up 
Pedaguese 

Would  (I  would  hope) 


12.  Curiosity  (k)rner. 

Somebody  found  that  most  normal  peo- 
ple and  most  of  those  with  heart  dis- 
ease developed  a very  rapid  heart 
rate  while  driving  on  a busy  London 
street. 


— F.C. 
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FEATURES 


Doctors  Make  News 


Doctor  John  H.  Calvert,  Pierce,  recently 
attended  a meeting  on  allergies  in  Florida. 

Doctor  Robert  C.  Rosenlof,  Kearney,  Avas 
recently  presented  a 4-H  Alumni  Award. 

Doctor  E.  G.  Surber,  Norfolk,  has  stated 
his  intent  to  be  a candidate  for  re-election 
to  the  Norfolk  School  Board. 

Doctor  Donald  Jones,  Holdrege,  has  been 
named  President  of  the  Phelps  County  Me- 
morial Hospital  Medical  Staff. 

Doctor  George  Osborne,  Hastings,  has 
filed  his  petition  as  a candidate  for  a seat 
on  the  School  Board  in  Hastings. 

Doctor  Gerald  Spethman  has  announced 
that  he  plans  to  leave  his  practice  in  Albion 
on  or  about  June  14th. 

Doctor  A.  W.  Abts,  Omaha,  recently  be- 
came associated  full  time  at  Archbishop  Ber- 
gan  Mercy  Hospital. 

Doctor  Donovan  Foote,  Jr.,  has  filed  his 
petition  as  a candidate  for  a position  on  the 
Hastings  School  Board. 

Doctors  Russell  Gorthey  and  Paul  Ban- 
croft, Lincoln,  have  been  appointed  to  the 
State  Crippled  Children’s  Committee. 

Doctor  Harlan  S.  Heim,  Humboldt,  was  a 
recent  guest  speaker  at  the  Rotary  Club 
in  his  community. 

Doctor  John  VV.  Monson,  Omaha,  recently 
addressed  the  Officers’  Wives  Club  Current 
Affairs  Group  at  a luncheon  at  SAC  Air 
Force  Base. 

Doctor  Robert  P.  Heaney,  Omaha,  recent- 
ly received  a Distinguished  Writer  Award 
from  the  Nebraska  Chapter,  American  Medi- 
cal Writers  Association. 

Doctor  Ernest  Wegner,  Lincoln,  was  re- 
cently honored  by  his  fellow  pediatricians 
in  Lincoln.  He  was  also  honored  by  the 
American  Association  of  Retired  Persons  in 
Lincoln,  of  which  he  is  a member. 


Blood  Pressure  and  Body  Weight  Changes 
During  Oral  Contraceptive  Treatment  — 
B.  A.  Chernick  (Dept  of  Pharmacology, 
Univ  of  Western  Ontario,  London).  Canad 
Med  Assoc  J 99:593-599  (Sept  28)  1968. 

Repeated  measurements  of  blood  pressure 
and  body  weight  were  made  in  359  women 
on  contraceptives;  3()3  used  norethindrome 
(5  mg)  plus  mestranol  (0.075  mg)  in  a 
combined  tablet,  in  a cyclic  routine,  and  56 
used  an  intrauterine  device  (lUD)  in  a con- 
trol group.  There  were  no  important  differ- 
ences in  characteristics,  age,  parity,  etc.,  of 
the  patients  assigned  to  the  two  groups. 
Over  the  first  ten  cycles  of  treatment,  there 
was  no  statistically  significant  difference  in 
the  proportions  of  patients  in  each  treatment 
group  who  had  elevated  blood  pressure,  but 
over  the  whole  course  of  treatment  a larg- 
er proportion  of  patients  using  the  combined 
tablet  had  an  elevated  blood  pressure  more 
than  once.  No  consistent  pattern  of  blood 
pressure  change  was  observed  during  either 
treatment,  but  a more  rigidly  controlled 
study  would  be  required  to  rule  out  such  an 
effect.  Although  great  variability  in  weight 
changes  occurred  during  contraceptive  treat- 
ment, about  two  fifths  of  both  groups  had 
no  significant  weight  gain.  The  mean  maxi- 
mum weight  change  of  the  patients  using 
the  combined  tablet  was  always  positive,  but 
not  so  with  those  using  lUD. 


Disodium  Cromoglycate  in  Treatment  of 
Bronchial  Asthma  — P.  H.  Kidner  et  al 
(Kings’  College  Hosp,  Denmark  Hill,  Lon- 
don). Lancet  2:655-657  (Sept  21)  1968. 

A double-blind  cross-over  trial  of  diso- 
dium cromoglycate  was  undertaken  in  28 
patients  with  asthma.  This  differed  from 
previous  trials  in  that  isoprenaline  was  not 
included  in  the  active  or  in  the  placebo  cap- 
sules. Ten  of  the  28  patients  improved  clin- 
ically while  on  cromoglycate.  Forced  expira- 
tory volume,  dyspnea  on  exertion,  and  dis- 
turbance of  slee]j  were  all  improved  by  cro- 
moglycate. 
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Correspondence 


February  13,  1969 

To  the  Editor; 

Mr.  Milton  Parker,  the  Director  of  Emer- 
gency Health  Services  of  the  State  Health 
Department,  has  called  to  my  attention  the 
fact  that  films  are  now  available  for  use 
by  physicians  depicting  the  principles  and 
techniques  of  debridement  of  wounds  as  used 
in  Korea  and  Vietnam.  Two  films  deal  di- 
rectly with  debridement  and  each  runs  30 
minutes  in  length.  These  are  color  sound 
films,  and  are  prepared  and  narrated  by  Dr. 
Curtiss  Artz,  who  is  now  the  Chairman  of 
the  Trauma  Committee  of  the  American  Col- 
lege of  Surgeons.  Dr.  Artz  was  instrumental 
in  upgrading  of  surgical  treatment  of 
wounds  and  burns  during  both  Korea  and 
Vietnam.  A third  film  on  debridement  deals 
with  the  management  of  combat  wounds  of 
low  velocity  and  it  runs  for  thirteen  minutes 
and  is  in  sound  and  color  and  the  fourth  film 
deals  with  management  of  combat  wounds  of 
high  velocity  and  runs  seven  minutes  in 
length  and  is  in  sound  and  color.  I would 
appreciate  your  putting  this  in  the  State 
Medical  Journal,  so  that  any  interested 
physicians  in  the  state  would  know  that 
they  could  contact  Mr.  Parker  in  care  of  the 
Nebraska  State  Health  Department  and  ob- 
tain these  films  for  use  as  part  of  their 
teaching  program  in  their  hospitals.  These 
obviously  have  direct  application  to  the  man- 
agement of  many  injuries  commonly  seen 
by  the  general  practitioner  in  our  particular 
state. 

Very  sincerely, 

Kenneth  F.  Kimball,  M.D. 

Kearney,  Nebraska 


Prognosis  for  Survival  After  Stroke  — P. 
P.  La  Torre,  Jr.,  and  R.  W.  Boyle  (Mil- 
waukee General  Hosp,  Milwaukee).  Geri- 
atrics 23:106-111  (Oct)  1968. 


Clinical  findings  in  654  patients  with  cere- 
bral vascular  accident  were  obtained  during 
an  admission  history  and  examination  and 
were  assessed  as  survival  predictors.  Only 

74  patients  (11%)  were  living  at  the  end 
of  the  study,  five  to  11  years  from  onset. 
Another  56  (9%)  were  alive  when  discharged 
but  could  not  be  located,  although,  accord- 
ing to  local  records,  they  had  not  died.  The 
remaining  523  (80%)  died  two  days  to  24 
months  from  onset. 

Current  Therapy  for  Postmastectomy  Lym- 
phangiosarcoma  — E.  T.  Tragus  (19  Lom- 
bard St,  Philadelphia)  and  D.  E.  Wagner. 
Arch  Surg  97:839-842  (Nov)  1968. 

Previous  therapy  for  lymphangiosarcoma 
arising  in  the  postmastectomy  extremity  has 
been  extremely  discouraging.  Only  six  of 

75  patients  have  lived  for  five  or  more  years 
after  diagnosis.  Neither  radical  surgery, 
radiation  therapy,  nor  chemotherapy  have 
been  successful.  One  patient  treated  with 
nitrogen  mustard  and  regional  perfusion, 
obtained  a two-month  remission.  One  pa- 
tient treated  with  a continuous  intra-arterial 
infusion  of  methotrexate  for  11  days  showed 
no  response.  Only  nitrogen  mustard  or  its 
amino-acid  analogues  have  been  successful 
in  obtaining  a remission.  The  combination 
of  melphalan  and  actinomycin-D  in  a re- 
gional system  has  been  effective  against 
other  sarcomas.  Because  of  the  histological 
similarity  of  tumor  to  soft  tissue  sarcoma, 
regional  perfusion  with  this  combination  is 
recommended,  followed  by  radical  surgery. 

Fenfluramine  in  Treatment  of  Obesity  — G. 

M.  Kneebone  (Univ  of  Adelaide,  Dept  of 
Child  Health,  Adelaide,  Australia).  Med 
J Aust  2 :833-835  (Nov  9)  1968. 

A double-blind  study  with  tablets  contain- 
ing 20  mg  of  fenfluramine  was  conducted  in 
22  obese  patients  and  it  was  found  to  be 
an  effective  anorectic  drug,  producing  sus- 
tained moderate  weight  loss  after  a ten-week 
course  without  dietary  restriction.  A num- 
ber of  patients  sustained  side  effects,  but 
none  of  these  was  severe. 
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Down  Memory  Lane 


1.  To  the  military  surgeon  is  due  the 
priceless  acquisition  to  our  country  of  the 
Panama  Canal,  for  without  his  scientific 
discovery  of  the  means  of  transmission  of 
malaria  and  yellow  fever,  and  his  masterly 
sanitary  administration  founded  upon  such 
knowledge,  its  construction  would  have  re- 
mained an  impossibility. 

2.  It  is  possible  to  discharge  a patient 
free  from  gonorrhoea  both  clinically  and 
in  the  laboratory. 

3.  In  the  beginning  of  gastric-ulcer  sur- 
gery all  ulcer  cases  were  assumed  by  some 
surgeons  to  be  operable. 

4.  If  we  knew  the  number  of  our  men 
in  the  service  that  were  not  required  to 
register,  I think  the  number  of  defectives 
could  be  shown  to  be  not  more  than  20%, 
and  those  unfit  for  any  kind  of  military 
service  not  more  than  13%. 

5.  Readers  of  the  Journal  are  advised 
that  the  mail  service  is  to  blame  for  any 
delay  in  the  arrival  of  the  Journal.  Publi- 
cation is  practically  on  time. 

6.  Nebraska  has  never  been  able  to  take 
its  place  in  the  Census  Bureau’s  approved 
Area  of  Vital  Statistics. 

7.  The  name  and  title  of  this  organiza- 
tion shall  be  The  Medical  Veterans  of  the 
World  War. 

8.  After  Sternberg  had  described  this 
organism  Frankel,  the  German  bacteriolo- 
gist, proceeded  to  “discover”  the  same  or- 
ganism, and  with  their  usual  habit  of  grab- 
bing everything  in  sight,  his  German  con- 
freres accorded  to  him  the  credit  of  the 
discovery  ignoring  Sternberg’s  priority,  and 
the  profession  in  our  own  country  followed 
tamely  after  them. 

9.  Is  it  not  possible,  even  highly  prob- 
able, that  our  efforts  for  securing  legisla- 
tion in  the  interests  of  the  people  for  more 
rational  medical  service,  sanitation  and  pre- 
vention of  disease  have  been  misdirected 
energy  ? 

Nebraska  State  Medical  Journal 
April,  1919 


ANSWERS  TO  “THE  DOCTOR’S 
DICTIONARY” 

a.  Leishmania. 

Liter. 

Left. 

Lumbar. 

Length. 

Ligament. 

Pound. 

b.  Object  sorting  test. 

c.  No  complaints. 

d.  Free  fatty  acids. 

e.  Ureteropelvic  junction. 


Short-Term  Group  Psychotherapy  for  Post- 
Myocardial  Infarction  Patients  and  Their 
Wives  — C.  A.  Adsett  and  J.  G.  Bruhn 
(Dept  of  Psychiatry,  McMaster  Univ, 
Hamilton,  Ontario).  Canad  Med  Assoc  J 
99:577-584  (Sept  28)  1968. 

Ten  coronary  patients  experiencing  diffi- 
culty in  long-term  adaptation  to  their  heart 
attacks  were  offered  focused  short-term 
group  psychotherapy.  Six  patients  partici- 
pated in  ten  biweekly  group  meetings  while 
their  wives  met  for  parallel  group  therapy. 
The  patients  showed  continuing  anxiety 
about  further  attacks,  loss  of  self-esteem, 
and  conflict  over  dependency-independency. 
The  wives  saw  themselves  as  responsible  for 
their  husbands,  were  overly  protective, 
anxious  about  the  uncertain  future  and  felt 
guilty  about  the  husband’s  disability.  Physi- 
ological monitoring  at  six-week  intervals  re- 
vealed higher  cholesterol  during  and  follow- 
ing therapy  and  higher  uric  acid  following 
therapy.  No  change  occurred  in  pulse,  blood 
pressure,  or  EGG  and  no  anginal  attacks  were 
experienced  during  therapy  sessions.  As  a 
result  of  therapy,  patients  and  wives  ap- 
peared to  achieve  an  improved  psychosocial 
adaptation. 
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Dr.  Berton  joins  U of  N 
medical  center 

Dr.  William  M.  Berton  has  been  named 
professor  of  pathology  at  the  University  of 
Nebraska  Medical  Center  in  Omaha.  Dr. 
Berton  has  been  at  the  University  of  Ten- 
nessee since  1954,  as  an  assistant  professor 
until  1959,  as  an  associate  professor  until 
1965,  and  as  a professor  since  1965.  He 
was  an  instructor  in  pathology  at  Duke  Uni- 
versity from  1952  until  1954. 

Creighton  and  Immanuel  affiliate 

A teaching  affiliation  between  the  Creigh- 
ton University  School  of  Medicine  and  Im- 
manuel Hospital  was  announced  by  officials 
of  the  two  institutions. 

Immanuel,  in  the  capacity  of  a teaching 
hospital,  will  be  involved  in  undergraduate 
and  post-graduate  educational  activities  of 
Creighton’s  department  of  obstetrics  and 
gynecology. 

Dr.  Joseph  Holthaus,  associate  dean  of 
Creighton’s  School  of  Medicine,  said,  “We 
are  most  pleased  to  institute  this  affiliation 
with  Immanuel  and  are  certain  it  will  lead 
to  improved  educational  programs  for  our 
students,  interns  and  residents. 

“Additionally,’’  he  continued,  “it  will  make 
possible  an  improved  service  to  our  patients. 
We  look  forward  to  a long  and  beneficial  re- 
lationship for  both  Creighton  University  and 
Immanuel  Hospital.” 

C.  Clifton  Nelsen,  chairman  of  the  Board 
of  Trustees  of  Immanuel,  Inc.,  governing 
body  of  Immanuel  Hospital,  said,  “Immanuel 
has  been  involved  in  education  for  almost  75 
years.  This  nev/  link  with  Creighton  is  an- 
other significant  step  in  the  Immanuel  con- 
cept of  concern  for  patient  care  coupled  with 
dedicated  use  of  its  facilities  as  a teaching 
hospital  for  the  training  of  nurses,  techni- 
cians and  doctors.  We,  too,  are  looking  for- 
ward to  this  n^w  association  with  Creigh- 
ton.” 


Mr.  Nelsen  also  pointed  out  that  Immanuel 
Hospital  for  many  years  has  been  associat- 
ed with  the  University  of  Nebraska  College 
of  Medicine  in  its  medical  education  pro- 
grams. He  said  the  University  of  Nebraska 
relationship  dates  back  to  1948,  and  was 
recently  reaffirmed  with  a revised  contract 
for  resident  training  at  Immanuel. 

Creighton’s  new  connection  with  Im- 
manuel brings  to  five  the  number  of  teach- 
ing hospitals  affiliated  with  the  Creighton 
School  of  Medicine.  The  others  are  Creigh- 
ton Memorial  St.  Joseph,  Douglas  County, 
Veterans  Administration,  and  Childrens. 

Creighton  now  will  divide  its  patient  re- 
sponsibilities in  the  department  of  obstetrics 
and  gynecology  between  St.  Joseph’s  Hos- 
pital and  Immanuel  Hospital,  according  to 
Dr.  Holthaus,  pennitting  expansion  of  its 
service  into  more  sections  of  the  city. 

Forced  by  the  Interstate  to  give  up  its 
clinic  in  the  downtown  Omaha  area,  Creigh- 
ton now  is  developing  a new  clinic  facility  in 
the  proximity  of  St.  Joseph  Hospital.  The 
Creighton  University  campus  is  about  equal 
distance  between  Immanuel  Hospital  and  St. 
Joseph  Hospital. 

“It  is  evident  that  both  of  these  hospitals 
have  roles  to  play  in  the  management  of 
our  obstetrical  service,”  said  Dr.  Holthaus. 

Dr.  Robert  Langdon,  who  is  a member 
of  Immanuel’s  active  medical  staff,  has  been 
named  director  of  the  Creighton-Imrnanuel 
program  and  a part-time  member  of  the 
Creighton  faculty  as  clinical  instructor. 
Medical  students,  interns  and  residents  in 
obstetrics  and  gynecology  from  Creighton 
will  be  stationed  at  Immanuel  under  his 
guidance. 

Members  of  the  Creighton  University 
medical  school  faculty  will  hold  consulting 
staff  appointments  at  Immanuel  Hospital, 
officials  said. 

Dr.  Davis  at  U of  N 

Dr.  Richard  B.  Davis  has  been  named  an 
associate  professor  of  internal  medicine,  di- 
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vision  of  hematology,  at  the  University  of 
Nebraska  Medical  Center,  Omaha. 

Dr.  Davis  is  an  assistant  professor  of 
internal  medicine  at  the  University  of  Min- 
nesota. 

Continuing  education 

Several  changes  have  been  made  in  the 
continuing  education  schedule  originally  an- 
nounced for  May  at  the  University  of  Ne- 
braska Medical  Center. 

Genetics  in  general  practice  has  been 
changed  from  May  8 and  9 to  Monday  and 
Tuesday,  May  5 and  6.  Dr.  Richard  Eisen, 
director  of  the  University  of  Nebraska’s  di- 
vision of  human  genetics,  is  coordinator  of 
the  course,  which  will  review  principles  of 
the  rapidly  expanding  areas  of  human  gen- 
etics and  provide  practical  applications  of 
these  principles  to  clinical  situations. 

Registration  fee  of  $40  includes  two 
luncheons.  The  course  carries  twelve  hours 
of  credit  in  the  American  Academy  of  Gen- 
eral Practice.  Sessions  will  be  at  the  Ne- 
braska Psychiatric  Institute  on  the  Omaha 
campus. 

The  course  on  psychiatry  and  the  general 
practitioner  has  been  re-scheduled  for  Mon- 
day and  Tuesday,  May  12  and  13.  Dr.  Rus- 
sell M.  Wilder  of  the  Menninger  Foundation, 
Topeka,  Kansas,  will  be  a guest  speaker. 
Dr.  William  F.  Roth,  Jr.,  professor  of  psy- 
chiatry, is  coordinator  of  the  course,  which 
will  be  conducted  at  the  Nebraska  Psychi- 
atric Institute. 

Registration  fee  of  $40  includes  two  lunch- 
eons. The  course  carries  twelve  hours  of 
AAGP  credit. 

The  course  on  diagnostic  procedures  in 
cardiology,  scheduled  for  May  14  to  16, 
has  been  cancelled. 

A new  course  has  been  added  to  the 
original  schedule.  It  will  be  devoted  to 
otolaryngology  and  offered  May  15  to  17. 
Guest  faculty  will  include  Dr.  Paul  G.  Bunk- 
er, a consultant  in  otorhinolaryngology  from 
Aberdeen,  South  Dakota.  Other  guests  in- 


clude Dr.  Thomas  T.  Smith,  professor  and 
chaiiTnan  of  the  department  of  otorhino- 
laryngology at  the  Creighton  University 
School  of  Medicine,  and  Dr.  Robert  Hawkins, 
associate  professor  of  otorhinolaryngology  at 
Creighton. 

Coordinator  of  the  course  is  Dr.  Charles 
T.  Yarington,  Jr.,  associate  professor  and 
chairman  of  the  department  of  otorhino- 
laryngology. Registration  fee  of  $40  in- 
cludes two  luncheons.  The  course  carries 
12  hours  of  AAGP  credit. 

At  the  final  course  of  the  year.  May  22 
to  24,  Col.  John  P.  Stapp  will  report  on  his 
recent  research  in  establishing  human  im- 
pact tolerance.  Col.  Stapp  is  chief  medical 
scientist  for  the  National  Highway  Safety 
Bureau  and  was  formerly  with  the  Armed 
Forces  Institute  of  Pathology. 

Moderator  of  this  course,  “Surgery  and 
the  Fourteenth  Annual  Trauma  Day,”  will 
be  Dr.  Carl  Sasse,  Jr.,  assistant  professor  of 
surgery. 

This  course  carries  12  hours  of  AAGP 
credit.  Registration  fee  of  $40  includes  two 
luncheons. 

Dr.  Van  Leeuwen  acting  peds  head 

Dr.  Gerard  Van  Leeuwen  has  been  named 
acting  chairman  of  the  department  of  pedi- 
atrics at  the  University  of  Nebraska  Medi- 
cal Center.  Dr.  Van  Leeuwen  joined  the 
University  of  Nebraska  faculty  in  July, 
1968. 

A neonatologist.  Dr.  Van  Leeuwen  was 
an  assistant  professor  at  the  University  of 
Missouri  from  1964  to  1968.  He  was  a Na- 
tional Institutes  of  Health  Fellow  and  in- 
structor at  Missouri  from  1962  to  1964. 

Dr.  Van  Leeuwen  took  his  residency  at 
the  University  of  Missouri  and  interned  at 
Butterworth  Hospital,  Grand  Rapids,  Mich- 
igan. He  is  a graduate  of  the  University 
of  Missouri  College  of  Medicine  and  Calvin 
College  in  Grand  Rapids,  Michigan. 

Dr.  Van  Leeuwen  succeeds  Dr.  Robert 
Kugel  who  has  been  named  Dean  of  the 
University  of  Nebraska  College  of  Medicine. 
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DR.  RICHARD  L,  EGAN 
Dean 

Creighton  University  School  of  Medicine 
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The  Funny  Bone 


1.  That’s  What  They  Said. 

“Viola!” 

2.  The  Oldest  Medical  Joke. 

“Heart  specialist:  three  flights  up.” 

3.  How  Much  Do  You  Weigh? 

“The  doctor  weighed  me  in  his  office.” 

4.  Department  Of  Definitions. 

“Visual  precipitation”:  snow. 

5.  Do  You  Believe  It? 

The  butterfly  was  originally  called  the 
flutterby. 

6.  On  The  Chart. 

“Bilaterally  symmetrical.” 

7.  Slow  Death  Of  The  English  Language. 
“The  dose  was  reduced  to  nil.” 

8.  Pet  Peeve. 

“$99.99.” 

9.  Remember. 

Arterial  infusions? 

10.  The  Surgeon’s  Cry. 

“We’re  lost,  but  we’re  making  good 
time.” 

11.  Q & A. 

Q:  “Have  you  had  this  all  your  life?” 

A:  “No,  onlj-  since  I was  three  days 
old.” 

(He’s  50). 

— F.C. 


Juvenile  Rheumatoid  Arthritis  Persisting 
Into  Adulthood  — R.  Jeremy  et  al  (Univ  of 
Washington  School  of  Medicine,  Seattle). 
Amer  J Med  45:419-434  (Sept)  1968. 

In  46  adults  whose  rheumatoid  arthritis 
commenced  in  childhood,  the  disease  ap- 
peared similar  to  adult-onset  disease.  In  18 


patients  severe  hip  disease  was  the  major 
debilitating  feature.  Mono-articular  and 
pauci-articular  arthritis  rarely  persisted  as 
such  with  long-active  disease.  Systemic  man- 
ifestations, comm.on  in  childhood  juvenile 
rheumatoid  arthritis,  were  uncommon  in  this 
group.  Abnormalities  of  the  hips,  cervical 
spine,  and  sacroiliac  joints  were  associated 
with  polyarticular  disease  and  functional  im- 
pairment. Tests  for  rheumatoid  factor  were 
positive  in  13  patients.  There  was  no  rela- 
tionship between  the  presence  of  rheumatoid 
factor  and  age,  duration,  or  severity  of  dis- 
ease. Many  patients  with  active  arthritis  in 
adulthood  were  seronegative.  After  years 
of  symptom-free  remission,  11  patients  with 
apparently  mild  disease  in  childhood  had  se- 
vere exacerbations  in  adulthood. 


Ceruloplasmin  and  Green  Plasma  in  Women 
Taking  Oral  Contraceptives,  in  Pregnant 
Women,  and  in  Patients  With  Rheumatoid 
Arthritis  — L.  A.  D.  Tovey  and  G.  H. 
Lathe  (Dept  of  Chemical  Pathology, 
School  of  Medicine,  Leeds,  England). 
Lancet  2:596-600  (Sept  14)  1968. 

About  1%  of  blood  donations  reaching 
the  Leeds  Regional  Blood  Transfusion  Lab- 
oratory have  green  plasma.  Most  of  these 
come  from  women  taking  oral  contraceptives 
and  who  constitute  about  6%  of  the  blood 
donor  population.  The  three  conditions  in 
which  green  plasmia  is  found  all  have  elevat- 
ed amounts  of  the  blue  plasma  protein,  ceru- 
loplasmin. A reduction  in  yellow  pigments, 
previously  reported  in  rheumatoid  arthritis, 
makes  the  green  color  easier  to  notice.  The 
extractable  yellow  pigments  of  normal  plas- 
mas are  mainly  heme  and  carotenoids.  A 
comparison  of  the  amount  of  yellow  pig- 
ments in  plasma  from  women  taking  contra- 
ceptive steroids  with  those  not  on  this  treat- 
ment showed  no  systematic  difference.  The 
rise  in  ceruloplasmin  in  women  on  oral  con- 
traceptives is  probably  due  to  the  estrogen 
components,  ethinyl  estradiol  or  mestranol. 
Both  of  these  produce  the  effect. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS: 

April  6 — Alliance,  Central  High  School 
Building 

April  20  — Ainsworth,  Elementary  Grade 
School 

May  4 — McCook,  St.  Catherine’s  Hos- 
pital 

May  25  — Kearney,  Elks  Lodge 

AMERICAN  COLLEGE  OF  CHEST  PHYSI- 
CIANS — Diagnosis,  evaluation,  and 
treatment  of  lung  cancer,  April  7-9,  1969. 
Write  to:  Clifton  Mountain,  M.D.,  ACCP, 
112  East  Chestnut  Street,  Chicago,  Illi- 
nois 60611. 


LARYNGOLOGY  AND  BRONCHOESOPHA- 
GOLOGY  — Postgraduate  course;  con- 
ducted by  the  Department  of  Otolaryn- 
gology of  the  Illinois  Eye  and  Ear  Infirm- 
ary and  the  College  of  Medicine  of  the 
University  of  Illinois  at  the  Medical  Cen- 
ter; April  14  through  April  25,  1969. 
Write  to:  the  Department  of  Otolaryn- 
gology, College  of  Medicine,  University  of 
Illinois  at  the  Medical  Center,  P.  0.  Box 
6998,  Chicago,  Illinois  60680. 


NEBRASKA  ASSOCIATION  OF  MEDI- 
CAL ASSISTANTS  — Third  Annual  Con- 
vention, April  18,  19  and  20,  1969,  Elks 
Club  and  Holiday  Inn,  Norfolk,  Nebraska. 
Theme:  Professionalism  Through  Educa- 
tion. All  personnel  who  work  under  the 
direction  of  a physician  in  a medical  of- 
fice or  medical  laboratory  are  eligible  to 
attend.  Write  to  Dorothy  Wetzler,  Pub- 
licity Chairman,  812  South  5th  Street, 
Norfolk,  Nebraska  68701. 

AMERICAN  COLLEGE  OF  CHEST  PHYSI- 
CIANS — Pulmonary  care  in  children; 
April  24-26,  1969.  Write  to  Charles  L. 
Swarts,  M.D.,  ACCP,  112  East  Chestnut 
Street,  Chicago,  Illinois  60611. 


NEBRASKA  STATE  MEDICAL  ASSOCIA- 
TION — 101st  Annual  Session;  April  28- 
May  1,  inclusive,  Fontenelle  Hotel,  Omaha, 
Nebraska. 

FUN  NIGHT  — Tuesday,  April  29,  1969; 
Mediterranean  Cruise  aboard  the  S.S. 
Happy  Hollow;  presenting  Dick  Walters 
attractions;  continental  cuisine,  $15.00 
per  person. 

AMERICAN  CANCER  SOCIETY  — Na- 
tional conference  on  breast  cancer  for 
physicians  and  allied  scientists ; Shoreham 
Hotel,  Washington,  D.C.,  May  8,  9,  and 
10,  1969.  Write  to:  The  ACS,  Nebraska 
Division,  4201  Dodge  Street,  Omaha,  Ne- 
braska 68131. 

NATIONAL  SOCIETY  FOR  THE  PRE- 
VENTION OF  BLINDNESS  — Annual 
Conference,  May  14,  15,  and  16,  1969; 
Pfister  Hotel,  Milwaukee,  Wisconsin.  The 
address  of  the  NSPB  is:  79  Madison  Ave- 
enue.  New  York,  N.Y.  10016. 

POSTGRADUATE  SEMINAR  — The  Med- 
ical Staff  of  Childrens  Memorial  Hospital, 
Omaha,  Nebraska,  announces  its  Ninth 
Annual  Postgraduate  Seminar  to  be  held 
May  16th  and  17th,  1969.  The  topic  is 
“Behavorial  Pediatrics.”  The  speakers 
will  be  James  G.  Hughes,  M.D.,  Professor 
and  Chairman  of  Pediatrics,  University 
of  Tennessee  School  of  Medicine,  Memphis, 
Tennessee,  and  Jerome  L.  Schulman,  M.D., 
Director  of  Child  Guidance  and  Child  De- 
velopment Clinics,  Children’s  Memorial 
Hospital,  Chicago,  Illinois.  Reservations 
may  be  made  with  and  further  informa- 
tion obtained  from:  Theodore  R.  Pfundt, 
M.D.,  Medical  Director,  Childrens  Memorial 
Hospital,  Omaha,  Nebraska  68105. 

AMERICAN  MEDICAL  ASSOCIATION’S 
118th  ANNUAL  CONVENTION  — New 
York,  New  York,  July  13-17,  1969. 
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SEVENTH  ANNUAL  SEMINAR  ON  THE 
MEDICAL  ASPECTS  OF  COMPETITIVE 
ATHLETICS  — August  22,  1969,  Hotel 
Cornhusker,  Lincoln,  Nebraska. 


AMERICAN  COLLEGE  OF  CHEST  PHYSI- 
CIANS — Myocardial  infarction;  Septem- 
ber 11-13,  1969.  Write  to:  Fouad  A.  Ba- 
shour,  M.D.,  ACCP,  112  East  Chestnut 
Street,  Chicago,  Illinois  60611. 


AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE,  Nebraska  Chapter,  Annual 
Scientific  Meeting  — At  the  New  Tower 
Motel,  78th  and  Dodge  Street,  Omaha,  Ne- 
braska, September  18  and  19,  1969.  The 
Secretary  of  the  Nebraska  Chapter  of  the 
AAGP  is  John  A.  Brown,  M.D.,  1620  M 
Street,  Lincoln,  Nebraska  68508. 


DISEASES  COMMON  TO  ANIMALS  AND 
MAN  — 11th  Annual  Midwest  Interpro- 
fessional Seminar;  Memorial  Union,  Iowa 
State  University,  Ames,  Iowa,  September 
22-23,  1969.  Write  to:  Dr.  Vaughn  A. 
Staton,  Professor  and  Head,  Veterinary 
Diagnostic  Laboratory,  College  of  Veter- 
inary Medicine,  Iowa  State  University, 
Ames,  Iowa  50010. 


AMERICAN  COLLEGE  OF  CHEST  PHYSI- 
CIANS — Intensive  management  of  pul- 
monary diseases;  October  16-18,  1969. 

Write  to:  Reuben  Chemiack,  M.D.,  ACCP, 
112  East  Chestnut  Street,  Chicago,  Illinois 
60611. 


AMERICAN  COLLEGE  OF  CHEST  PHYSI- 
CIANS — First  Fall  scientific  assembly 
35th  annual  meeting) ; October  29  - No- 
vember 2,  1969.  Write  to:  Alfred  Soffer, 
M.D.,  ACCP,  112  East  Chestnut  Street, 
Chicago,  Illinois  60611. 


OMAHA  MID-WEST  CLINICAL  SOCIETY 
— 37th  Annual  Postgraduate  Assembly, 
November  3,  4 and  5,  1969.  Write  to: 


Director  of  Clinics,  1040  Medical  Arts 
Building,  Omaha  68102. 

NATIONAL  EASTER  SEAL  SOCIETY  for 
Crippled  Children  and  Adults  — 1969  Con- 
vention, November  19-22,  in  Columbus, 
Ohio;  the  Sheraton-Columbus  will  be  the 
headquarters  hotel.  The  address  of  the 
society  is:  2023  W.  Ogden  Ave.,  Chicago, 
Illinois  60612. 


Diverticulitis  in  the  Elderly  — B.  P.  Colcock 
(Lahey  Clinic  Foundation,  Boston).  Geri- 
atrics 23:122-127  (Nov)  1968. 

Emergency  surgery  in  elderly  patient  car- 
ries a higher  mortality  rate  than  elective  sur- 
gery, especially  for  diverticulitis  of  the  colon, 
which  frequently  leads  to  perforation  or  ob- 
struction of  the  large  bowel.  If  surgery  is 
reserved  for  the  treatment  of  these  compli- 
cations, the  morbidity  associated  with  the 
surgical  treatment  will  remain  high.  To 
avoid  a fatality,  patients  with  complicated 
diverticulitis  often  require  two  or  three  oper- 
ations and  spend  a total  of  several  weeks  in 
the  hospital.  The  mortality  and  particularly 
the  morbidity  associated  with  surgical  treat- 
ment can  be  greatly  reduced  by  an  elective 
resection  in  patients  with  recurrent  or  per- 
sistent diverticulitis.  If  resection  of  the  dis- 
eased bowel  is  carried  out  on  a well-prepared 
colon,  it  carries  very  little  risk  even  in  the 
elderly  patient.  The  disease  is  completely 
removed  by  one  operation  and  the  patient 
spends  less  than  two  weeks  in  the  hospital. 

Elevated  Intraocular  Pressure  in  Prone  Po- 
sition — S.  W.  Hyams  (8  Yockebed  St, 
Haifa,  Israel),  Z.  Friedman,  and  E.  Neu- 
mann. Amer  J Ophthal  66:661-672  (Oct) 
1968. 

Lying  in  the  prone  position  for  one  hour 
produces  a significant  rise  of  intraocular 
pressure  in  the  majority  of  eyes  with  angle- 
closure  glaucoma.  The  value  of  this  phe- 
nomenon as  a provocative  test  for  angle- 
closure  glaucoma  was  investigated.  The 
prone-position  test  is  specific  for  angle- 
closure  glaucoma,  is  more  sensitive  than  the 
darkroom  test,  and  is  at  least  as  safe. 
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1.  Medical  art  show 

Sponsored  by  the  Woman’s  Auxiliary  to 
the  Nebraska  State  Medical  Association, 
April  28  - May  1.  Paintings,  drawings,  pho- 
tographs, ceramics,  and  sculpture.  Entries 
must  be  the  original  work  of  the  exhibitor, 
and  cannot  have  been  shown  in  the  Medical 
Art  Salon  in  Lincoln  last  year. 

RULES 

Who  may  exhibit  • Members  of  the  N.S.M. A., 
their  wives,  their  dependent  children. 
There  will  be  a Junior  Division,  12  and 
under. 

Limit  of  entries:  Suggested  three  to  an  ex- 
hibitor. As  many  will  be  hung  as  space 
allows. 

Framing:  Paintings,  photographs,  etc.,  must 
be  framed  or  mounted  on  heavy  paper. 

Labels:  All  entries  must  have  the  artist’s 
name  and  addess  securely  attached,  and 
either  sale  price  or  N.F.S. 

Notice  of  intent  to  exhibit:  Must  be  made 
on  form  below  by  April  15,  1969. 


AWARDS 

First,  Second  and  Third  Place  ribbons  will 
be  awarded  in  the  various  fields  according 
to  popular  ballot.  There  will  be  3 fields: 
painting,  drawing  and  sculpture  in  Junior 
Division. 

Liability:  All  Vv^ork  will  be  insured  during 

the  show. 

Entries  must  be  delivered  to  the  Omaha 
Room,  Fontenelle  Hotel,  Sunday,  April  27, 
1-5  p.m.  There  will  be  help  in  unloading  cars 
in  front  of  hotel. 

All  entries  are  to  be  picked  up  Thursday, 
May  1,  9-12  noon. 


INTENT  TO  EXHIBIT 
Due  April  15,  1969 

Clip  and  mail  to  Mrs.  John  Filkins,  8680  Cedar  Street,  Omaha,  Nebraska  68124 


I intend  to  exhibit  the  following  in  the  Medical  Art  Show,  April  28  - May  1 : 
Type  of  Work  Title  Size 


Name 


Name 


Address. 


Address. 
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2.  Rural  health  committee 

Have  you  heard  about  the  “Homemaking 
Unlimited”  coach?  It  is  a mobile  demon- 
stration unit  developed  by  the  State  Heart 
Association  and  the  Nebraska  School  of 
Home  Economics.  This  unit  was  conceived 
with  the  idea  of  aiding  and  assisting  the  53,- 
000  handicapped  homemakers  in  our  state, 
and  features  a kitchen  center  arranged  for 
the  convenience  of  homemakers  who  must 
work  while  seated  — also  a bathroom  unit, 
storage  area,  nutrition  center  — all  de- 
signed with  the  physically  limited  person 
in  mind. 

The  Rural  Health  Committee  has  cooper- 
ated with  the  Extension  Service  by  inform- 
ing doctors  and  their  wives  when  the  home- 
making coach  was  coming  to  their  commun- 
ity. Many  doctors  wives  have  acted  as  host- 
esses when  the  unit  was  in  their  town. 

The  “Homemaking  Unlimited”  coach  was 
on  display  at  the  AMA  convention  in  San 
Francisco  last  June  and  this  year  at  the 
AMA  convention  in  New  York  a film  about 
the  coach  will  be  shown.  This  film  is  be- 
ing developed  by  the  University  of  Nebraska 
School  of  Home  Economics  and  the  Women’s 
Committee  of  the  President’s  Committee  on 
Rehabilitation. 

The  Rural  Health  Committee  has  been  in- 
vestigating the  possibility  of  supporting  the 
Medic- Alert  Foundation.  We  feel  this  very 
worthy  organization  should  be  backed  by  our 
State  Association  as  well  as  the  Auxiliary. 
Medic-Alert  Foundation  is  a nonprofit,  char- 
itable, tax-exempt  organization,  founded  in 
1956  and  dedicated  to  educating  and  encour- 
aging individuals  to  wear  on  their  person 
identification  of  any  medical  problems  that 
should  be  known  in  an  emergency. 

For  several  years  our  committee  has  as- 
sisted the  Rural  Health  Committee  of  the 
State  Medical  Association  with  their  pro- 
gram on  Junior  Medical  Day.  This  pro- 
gram is  in  the  planning  stage  and  is  tenta- 
tively scheduled  for  next  fall. 

Mrs.  Charles  F.  Ashby, 
Chm.,  Rural  Health  Com. 


Books 


Physiology  of  the  Gastrointestinal  Tract  by  E. 
Clinton  Tester,  Jr.,  M.D.,  F.A.C.P.;  Ching-Chung 
Chou,  M.D.,  Ph.D.;  Higino  C.  Laureta,  M.D.; 
Gaston  R.  Vantrappen,  M.D.,  and  Agg,  H.  O. 
Published  December  1968  by  the  C.  V.  Mosby 
Company,  Saint  Louis,  Missouri.  262  pages  with 
106  illustrations.  Price  $10.7.5. 

Oriented  toward  the  medical  student,  the  goal  of 
this  book  is  to  present  current  concepts  of  physi- 
ology. The  orientation  is  more  clinical  than  in  other 
texts,  since  information  is  provided  about  disturb- 
ances in  normal  physiologic  mechanisms  found  in 
certain  disease  stares. 

This  volume  delineates  the  areas  of  physiologic 
knowledge  most  relevant  to  medical  practice.  The 
alimentary  canal  and  accessory  organs  constitute 
a sprawling  system.  Since  the  organs  of  the  gas- 
trointestinal tract  live  on  their  circulation,  the  re- 
gional circulation  is  discussed  first.  This  is  fol- 
lowed by  discussion  of  the  mechanical  factors  of 
digestion,  and  finally  by  the  secretory  and  ab- 
sorptive functions  of  the  gastrointestinal  tract. 

— Frederick  Nebe,  M.D. 


Questions  and  Answers  on  Contact  Lens  Practice 
by  Jack  Hartstein,  B.S.  (Med.),  O.D.,  M.D.  Pub- 
lished by  the  C.  V.  Mosby  Company,  Saint  Louis. 
199  pages  with  90  illustrations.  Price  $10.75. 

This  book  is  essentially  a compilation  of  prac- 
tical information  in  contact  lens  fitting,  and  is  an 
outgrowth  of  material  gathered  in  preparation  for 
lectures  and  seminars  given  at  McMillan  Hospital, 
Washington  University  School  of  Medicine,  St. 
Louis;  and  for  an  annual  course  in  contact  lenses 
for  ophthalmologists,  presented  at  the  meetings 
of  the  American  Academy  of  Ophthalmology  and 
Otolaryngology. 

Written  in  question  and  answer  form,  the  book 
readily  and  concisely  provides  essential  information 
to  the  contact  lens  practitioner,  as  well  as  a de- 
tailed step-by-step  procedure  in  the  work-up  and 
care  of  the  contact  lens  patient. 

The  book  contains  90  illustrations,  charts,  graphs, 
and  diagrams. 

— Frederick  Nebe,  M.D. 


Surgical  Pathology  by  Lauren  V.  Ackerman,  M.D. 
in  collaboration  with  Harvey  R.  Butcher,  Jr., 
M.D.  Published  October  1968  by  the  C.  V.  Mosby 
Company,  Saint  Louis,  Missouri.  1140  pages  with 
1268  figures.  Price  $27.50. 

Dr.  Ackerman  is  a professor  of  Surgical  Path- 
ology and  Pathology  at  the  Washington  University 
School  of  Medicine,  St.  Louis,  Mo.,  Surgical  Path- 
ologist in  Chief  to  Bames  and  affiliated  Hospitals 
and  St.  Louis  Children’s  Hospital,  St.  Louis,  Mo.,  and 
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Consultant  to  the  Armed  Forces  Institute  of  Path- 
ology. 

Dr.  Butcher  is  a professor  of  Surgery  at  the 
Washington  University  School  of  Medicine,  St.  Louis, 
Mo. 

This  fourth  edition  of  Surgical  Pathology  has  been 
extensively  revised  since  its  first  printing  in  1953. 
Dr.  Malcolm  H.  McGavran,  who  revised  the  section 
on  the  Dermatoses  in  the  third  edition,  has  again 
assumed  this  responsibility.  In  addition,  he  has 
completely  rewritten  the  section  on  tumors  of  the 
skin.  Dr.  Morton  E.  Smith  has  collaborated  with 
Dr.  Lorenz  E.  Zimmerman  and  Miss  Eleanor  V.  Paul 
in  the  revision  of  the  chapter  on  the  eyes  and 
ocular  adnexa.  Dr.  Walter  C.  Bauer  and  Dr.  Mal- 
colm H.  McGavran  have  again  illustrated  the  place 
of  electron  microscopy  in  surgical  pathology  in  the 
revision  of  the  chapter  on  ultrastructure  and  sur- 
gical pathology. 

This  book  is,  and  can  only  be,  an  introduction 
to  the  vast  field  of  surgical  pathology.  It  does  not 
pretend  to  replace  in  any  way  the  textbooks  of 

general  pathology,  but  rather  to  supplement  them. 

The  contents  are  not  as  complete  as  they  might  be 
because  emphasis  has  been  placed  on  the  common 
rather  than  the  rare  lesions  and  are,  to  a great 
extent,  based  on  the  author’s  personal  experi- 

ences. 

The  book  has  been  written  for  the  medical  stu- 
dent as  well  as  for  those  physicians  who  are 
daily  and  intimately  concerned  with  surgical  path- 
ology. This  must  of  necessity  include  not  only 

the  surgeon  and  the  pathologist,  but  also  those 
physicians  in  other  fields  who  are  affected  by  its 
decisions,  such  as  the  radiologist  and  the  internist. 
Gross  pathology  has  been  stressed  throughout  with 
an  attempt  to  correlate  the  gross  findings  with 
the  clinical  observations.  The  many  figures  have 
been  selected  as  typical  of  the  various  surgical 
conditions,  although  in  a few  instances  the  author 
has  been  unable  to  resist  showing  some  of  the  more 
interesting  rare  lesions  he  has  encountered.  Con- 
cluding each  chapter  there  is  a bibliography  listing 
those  references  which  are  not  only  relatively  recent 
and  readily  available,  but  also  those  which  will 
lead  the  reader  to  a more  detailed  knowledge  of 
the  subject. 

— Frederick  Nebe,  M.D. 


Renal  Disease  in  Childhood  by  John  A.  James, 
M.D.  (Edin.)  M.R.C.P.,  D.C.H.  Published  No- 
vember 1968  by  the  C.  V.  Mosby  Company,  Saint 
Louis,  Missouri.  371  pages  with  104  illustra- 
tions. 

Dr.  John  A.  James  is  a professor  of  Pediatrics  at 
the  University  of  Southern  California  School  of 
Medicine,  Los  Angeles.  He  is  head  physician  of 
Pediatric  Inpatient  Services,  Los  Angeles  County — 
University  of  Southern  California  Medical  Center, 
Los  Angeles,  California. 

The  current  surge  of  medical  interest  in  renal 
disease  is  due  largely  to  the  introduction  of  revo- 
lutionary new  methods  of  medical  and  surgical 
treatment,  and  it  is  gratifying  that  children  with 
renal  disease  are  sharing  in  these  exciting  thera- 
peutic advances.  The  need  for  a clinically  oriented 
book  covering  the  major  renal  diseases  of  childhood 


has  become  increasingly  apparent  in  the  light  of 
these  developments. 

This  book  serves  as  a concise  practical  guide  for 
pediatricians,  urologists,  general  practitioners,  and 
residents  in  training  who  may  be  called  upon  to 
care  for  children  with  renal  diseases.  Therefore, 
diagnosis  and  treatment  are  emphasized  rather 
than  etiology,  pathology  and  pathogenesis;  more 
detailed  discussions  of  individual  renal  disorders  can 
be  found  in  the  chapter  references  and  in  the 
standard  texts  listed  as  general  references.  The 
articles  cited  appear  for  the  most  part  in  clinical 
journals  that  will  be  readily  available  to  most 
physicians. 

Because  renal  disease  is  a complex  and  incom- 
pletely understood  area  of  medicine,  the  author 
has  necessarily  had  to  omit  or  condense  much 
controversial  material  in  order  to  cover  the  essen- 
tial subject  matter  in  a book  of  this  size.  He 
has,  however,  been  able  to  include  sufficient  basic 
information  to  permit  a rational  discussion  of  diag- 
nosis and  treatment  of  each  individual  disease. 

—Frederick  Nebe,  M.D. 


Hearing  Mechanisms  in  Vertebrates,  a CIBA  Foun- 
dation Symposium,  edited  by  A.  V.  S.  De  Reuck 
and  Julie  Knight.  Published  September  1968  by 
Little,  Brown  and  Company,  Boston,  Massachu- 
setts. 324  pages  with  107  illustrations.  Price 
$12.00. 

In  this,  the  fourth  in  a series  of  symposia  on 
sensory  function  held  at  the  CIBA  Foundation, 
vertebrate  hearing  mechanisms  are  dealt  with 
through  both  formal  papers,  providing  a survey 
of  current  research,  and  in  the  published  informal 
discussions  of  the  papers  by  the  group  of  twenty- 
four  specialists  who  attended  the  meeting.  These 
24  specialists  represented  universities  and  hospitals 
in  eight  different  countries:  England,  U.S.A., 

Australia,  Denmark,  Norway,  Sweden,  Germany, 
and  Switzerland.  This  combination  of  the  formal 
and  the  informal,  the  factual  and  the  speculative, 
affords  readers  a perspective  not  only  of  current 
developments  in  the  field  but  also  of  areas  where 
further  investigation  may  be  most  rewarding. 

The  symposium  begins  with  an  account  of  hear- 
ing in  fish.  From  there  it  proceeds  to  life  emerg- 
ing on  to  dry  land  and  the  adaptations  connected 
with  terrestrial  existence.  Then,  with  the  excep- 
tion of  a paper  on  hearing  in  birds  and  one  on 
orientation  through  sound  in  fish,  the  rest  of  the 
symposium  is  devoted  to  mammalian  hearing, 
culminating  in  contributions  dealing  with  central 
nervous  phenomena. 

— Frederick  Nebe,  M.D. 


Cooking  for  Your  Celiac  Child  by  Charlotte  Baum 
and  Norman  Keifetz.  Published  1969  by  Dial 
Press,  New  York,  New  York.  240  pages  (SVz" 
by  8 ’A").  Price  $5.95. 

For  anyone  who  has  had  the  task  of  cooking 
for  a celiac  child  or  of  advising  a mother,  this 
book  should  be  a real  “gold  mine”  of  information. 
The  book  contains  a foreword  which  is  basically 
general  information  concerning  the  celiac  syndrome 
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and  gluten  intolerance  written  at  the  level  of  the 
laity.  In  addition,  there  are  lists  of  gluten-free 
foods  and  lists  of  foods  that  are  prohibited  because 
of  their  gluten  content.  These  lists  are  very  useful, 
and  there  are  some  180  pages  of  recipes  for  foods 
that  are  gluten-free.  This  includes  breads,  des- 
serts, puddings,  gelatins,  dressings,  sauces,  eggs, 
soups,  cookies,  and  even  candies.  At  the  back  of 
the  book  are  listed  many  foods,  not  only  by  type, 
but  also  by  trade  name,  which  can  be  used  because 
of  their  absence  of  glutens.  Also  listed  are  sources 
of  other  gluten-free  foods  in  different  states  in 
the  country. 

This  book  should  be  an  excellent  addition  to  the 
library  of  anyone  who  has  contact  with,  or  cares  for 
children  with  celiac  syndrome. 

— Dale  W.  Ebers,  M.D. 


Anticoagulants  in  “Irreversible”  Acute  Renal 
Failure  — P.  Kincaid-Smith,  B.  M.  Saker, 
and  K.  F.  Fairley  (Royal  Melbourne  Hosp, 
Melbourne) . Lancet  2 :1360  - 1363  (Dec 
28)  1968. 

Siv  consecutive  cases  of  oliguric  renal  fail- 
ure shown  histologically  to  be  due  to  glome- 
rulonephritis or  obstructive  lesions  in  ar- 
terioles and  glomeruli  improved  consider- 
ably following  continuous  high-dose  infu- 
sion of  heparin,  which  was  given  in  addition 
to  steroids  and  immunosuppressive  drugs. 
Prompt  improvement  in  renal  function  fol- 
lowed heparin  infusion.  This  method  may 
have  some  direct  effect  on  the  underlying 
lesion  as  has  been  demonstrated  in  animals. 
Two  patients  died  from  diffuse  vascular  le- 
sions in  other  organs,  but  four  were  well  at 
two  to  nine  months  after  the  onset  of  the 
renal  failure,  with  blood  urea  levels  between 
23  and  40  mg/100  ml. 

Observations  During  Anesthesia  for  Cardiac 
Homotransplantation  in  Ten  Patients  — 

A.  S.  Keats  et  al  (Baylor  Univ  College  of 
Medicine,  Houston).  Anesthesiology  30: 
192-198  (Feb)  1969. 

Observations  made  during  the  anesthetic 
management  of  ten  cardiac  transplantations 
in  man  are  summarized.  Hypotension,  seri- 
ous arrhythmias,  or  circulatory  failure  oc- 
curred in  seven  recipients  during  anesthesia 
and  before  transplantation.  Hypotension  and 


cardiac  dilatation  followed  transplantation  in 
nine  recipients,  and  was  dramatically  re- 
versed, initially  by  calcium  chloride  and  fi- 
nally by  digitalis.  Early  cardiac  failure  was 
attributed  to  acute  denervation  of  the  heart. 
Two  recipients  were  given  a second  anes- 
thetic two  to  three  weeks  after  transplan- 
tation. The  anticipated  depression  of  the 
denervated  heart  by  general  anesthesia  was 
not  observed. 

Coronary  Heart  Disease:  Study  of  Risk  Fac- 
tors in  400  Patients  Under  60  Years  — R. 
Mulcahy,  N.  Hickey,  and  B.  Maurer  (Cor- 
onary Heart  Disease  Research  Unit,  St 
Vincent’s  Hosp,  Dublin).  Geriatrics  24: 
106-114  (Jan)  1969. 

A number  of  factors  which  may  be  asso- 
ciated with  coronary  heart  disease  were 
studied  in  400  affected  male  patients  under 
60  years  of  age.  The  results  of  this  retro- 
spective study  conform  closely  to  results 
from  a number  of  prospective  surveys  in 
confirming  the  association  of  cigarette  smok- 
ing, hypertension,  diabetes,  and  idiopathic 
hypercholesterolemia  with  coronary  heart 
disease.  In  addition,  the  subjects  under 
study  showed  abnormal  serum  cholesterol 
and  glucose  tolerance. 

Rubber  Boot  Dermatitis  in  Newfoundland: 
Survey  of  30  Patients  — J.  B.  Ross  (8 
Campbell  Ave,  St  John’s,  Newfoundland). 
Canad  Med  Assoc  J 100:13-19  (Jan  4) 
1969. 

Thirty  patients,  presenting  with  an  al- 
lergic contact  dermatitis  starting  about  the 
legs  and  subsequently  found  allergic  to  the 
rubber  of  long  boots  by  patch  testing,  were 
studied  over  a two-year  period.  Many  of 
the  patients  had  a long  history  with  the 
condition  unrecognized.  Detailed  patch  test- 
ing revealed  no  specific  chemical  cause.  The 
prognosis  was  poor  in  almost  one  half  of  the 
patients,  apparently  due  to  geographic  and 
socioeconomic  factors.  A plea  for  an  alter- 
native, non-allergic,  waterproof,  long  boot 
is  made,  and  attention  drawn  to  the  condition 
as  an  industrial  dermatosis  with  workmen’s 
compensation  aspects. 
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Heart  chamber  booklet 

A summary  of  the  proceedings  of  a 1967 
Summer  Workshop  on  the  subject  of 
“Measurement  of  Heart  Chamber  Volumes 
and  Dimensions”  has  been  published  in 
booklet  form  b,/  the  American  Heart  As- 
sociation. 

Sponsored  by  AHA’s  Council  on  Basic 
Science,  the  workshops  are  designed  to  pro- 
vide an  opportunity  for  discussion  and  evalu- 
ation of  the  current  state  of  knowledge  con- 
cerning some  general  area  of  basic  cardio- 
vascular research.  At  the  1967  sessions  in 
Denver,  “it  was  possible  to  concentrate  in 
one  place  a significant  representation  of 
all  the  leading  laboratories  studying  this 
problem  in  the  United  States,”  according  to 
the  31-page  booklet’s  foreword,  written  by 
Dr.  Edward  W.  Hawthorne,  Chairman  of  the 
Council  on  Basic  Science. 

Copies  of  the  publication  are  available 
without  cost  in  limited  quantities  from  the 
AHA  Distribution  Department,  44  East  23rd 
Street,  New  York,  N.Y.  10010. 


Drug  Abuse 

Physician  response  to  the  American  Medi- 
cal Association’s  newly  developed  “Drug 
Abuse  Information  Program”  has  been  over- 
whelming. 

Since  being  introduced,  the  extensive  kit 
— containing  materials  tailor-made  for  a 
communitywide  public  relations  campaign 
aimed  at  educating  the  public  about  the 
serious  drug  abuse  problem  and  methods 
of  overcoming  it  — has  been  reprinted  three 
times.  Through  November,  more  than  3,000 
of  the  kits  had  been  distributed  on  a selec- 
tive basis,  primarily  to  physicians. 

Demand  from  schools,  the  military,  gov- 
ernment agencies,  hospitals  and  other  health 
professionals  involved  in  health  education 
on  drug  abuse  has  been  heavy,  again  mani- 
festing the  universal  severity  of  the  prob- 
lem and  desire  among  health  professionals 


to  take  part  in  programs  aimed  at  com- 
bating drug  abuse. 

You  can  receive  a copy  of  the  “Drug 
Abuse  Information  Program”  kit  by  writing 
to  the  Program  Services  Department,  Amer- 
ican Medical  Association,  535  North  Dear- 
born Street,  Chicago,  Illinois  60610.  When 
ordering  quantities,  please  state  briefly  why 
multiple  copies  are  needed  so  handling  can 
be  expedited. 


Cholesterol  study 

The  summary,  conclusions  and  tables  of  a 
report  on  “The  Effect  of  Plasma  Cholesterol 
Lowering  Diet  in  Male  Survivors  of  Myo- 
cardial Infarction”  have  been  reprinted  for 
distribution  by  the  American  Heart  Asso- 
ciation. 

The  material  v/as  excerpted  from  the  com- 
plete report  by  Paul  Leren,  M.D.,  of  a five- 
year  study  of  412  males,  aged  30-64,  dis- 
charged from  medical  departments  in  Oslo, 
Norway,  with  a first  diagnostic  of  myo- 
cardial infarction. 

Purpose  of  the  study  was  to  evaluate 
what  effect  a reduction  of  the  plasma  cho- 
lesterol concentration  by  means  of  diet 
would  have  on  morbidity  and  mortality  from 
coronary  heart  disease  (CHD  relapses)  in 
male  survivors  of  myocardial  infarction. 

Copies  of  the  summary  may  be  obtained 
without  charge  from  local  Heart  Associa- 
tions or  the  AHA  National  Office,  44  East 
23rd  St.,  New  York,  N.Y.  10010.  The  com- 
plete report,  at  $7.50,  may  be  secured  from 
Norwegian  University  Press,  Box  142,  Bos- 
ton, Mass.  02113. 


Alcoholism 

“Treating  Alcoholism,”  a 10-foot,  self- 
contained  exhibit,  was  unveiled  in  Septem- 
ber at  the  28th  International  Congress  on 
Alcohol  and  Alcoholism  in  the  nation’s  cap- 
ital. 
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It  was  produced  jointly  by  the  American 
Medical  Association’s  Council  on  Mental 
Health,  its  Committee  on  Alcoholism  and 
Drug  Dependence,  and  the  Exhibits  Section 
of  the  P r o g r a m Services  Department. 
“Treating  Alcoholism”  was  developed  over 
a period  of  five  months  and  was  based  pri- 
marily on  the  treatment  section  of  the 
AMA’s  Manual  on  Alcoholism. 

It  is  designed  for  viewing  by  professional 
audiences  and  may  be  booked  by  state  and 
county  medical  societies  beginning  January 
1,  1969.  A minimum  of  two  months’  ad- 
vance booking  notice  is  required,  except  dur- 
ing the  exceptionally  busy  spring  and  fall 
seasons  when  three  months’  notice  is  re- 
quested. The  exhibit  — weighing  365 
pounds  — is  provided  on  a loan  basis  at 
no  cost,  except  for  round-trip  shipping 
charges. 

Reservation  information  may  be  secured 
directly  from  the  AMA  Exhibits  Section, 
535  North  Dearborn  Street,  Chicago,  Illi- 
nois 60610. 


Xerography  of  the  Breast  — J.  N.  Wolfe 
(Wayne  State  Univ,  School  of  Medicine, 
Detroit).  Geriatrics  23:117-121  (Oct) 
1968. 

Xerography  of  the  breast,  compared  with 
conventional  film  mammography,  appears  to 
have  definite  and  significant  advantages. 
Most  important,  xerograms  are  easier  to  inter- 
pret. Much  less  irradiation  is  needed  to  pro- 
duce an  image  of  good  quality,  and  the 
process  is  dry,  carried  out  in  a lighted  room, 
and  more  economical.  Primary  imitations 
are  in  the  equipment,  which  can  be  easily 
overcome  by  the  manufacturer. 

Carbon  Monoxide  in  Detroit,  New  York,  and 
Los  Angeles  Air  — J.  M.  Colucci  and  C. 
R.  Begeman  (General  Motors  Research 
Lab,  Warren,  Mich).  Environ  Sci  Technol 
3:41-47  (Jan)  1969. 

Atmospheric  carbon  monoxide  concentra- 
tions measured  at  12  street-level  locations 
were  generally  about  50%  higher  in  Los  An- 


geles than  in  Detroit  or  New  York.  They 
were  highest  in  commercial  areas,  intermedi- 
ate in  freeway  areas,  and  lowest  in  residen- 
tial areas.  Average  concentrations  on  week- 
ends were  about  20%  lower  than  on  week- 
days. Concentrations  were  generally  high- 
est in  autumn  and  lowest  in  spring,  reflect- 
ing an  inverse  relationship  with  wind  speed. 
Atmospheric  carbon  monoxide  concentra- 
tions coiTelated  closely  with  traffic  density 
in  Detroit  and  New  York,  but  less  closely  in 
Los  Angeles. 

Comparison  of  Lincomycin  With  Penicillin  in 
Acute  Otitis  Media  in  Children  — R.  B. 

Taylor  et  al  (66  Forest  Glen  Rd,  New 
Paltz,  NY).  Amer  J Dis  Child  117:139- 
141  (Feb)  1969. 

One  hundred  and  twenty  acute  middle  ear 
infections  in  children  age  4 to  12  years 
were  treated  with  penicillin  G or  lincomycin 
(Lincocin)  hydrochloride.  All  patients  were 
followed  with  weekly  examinations  and  serial 
audiometry.  Penicillin  - treated  patients 
showed  more  rapid  response  to  therapy  and 
fewer  side  effects  than  lincomycin-treated 
patients.  There  was  no  difference  between 
the  two  groups  in  the  number  of  weeks  until 
hearing  and  the  tympanic  membrane  re- 
turned to  nonnal. 

Booster  Effect  of  Oral  Poliovaccine  — Trials 
in  Persons  Previously  Immunized  With 
Inactivated  Vaccine  — R.  H.  McCollough 
et  al  (J.  Hillis  Miller  Health  Center,  Univ 
of  Florida,  Gainesville).  Amer  J Dis 
Child  117:161-168  (Feb)  1969. 

The  neutralizing  antibody  response  of  200 
inactivated  poliovaccine  (IPV)  immunized 
children,  6 through  9 years  of  age,  to  one 
and  two  doses  of  oral  trivalent  poliovaccine 
is  presented.  Prior  to  the  initial  feeding, 
30%,  4%,  and  46.5%  of  the  group  lacked 
neutralizing  antibody  at  1:8  for  types  1,  2, 
and  3 poliovirus,  respectively.  A single  dose 
of  trivalent  vaccine  was  an  effective  boost- 
er in  children  who  had  received  four  or  more 
IPV  injections.  The  percentage  of  children 
with  titers  of  1:16  or  greater  after  one  feed- 
ing was  type  1.  91%,  type  2,  99%,  and 
type  3,  90%.  There  was  little  advantage 
in  a second  feeding  eight  weeks  later. 
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Meet  Our  New  Mem  bers 


Brouillette,  Richard,  M.D York 

Cutshall,  R.,  M.D ...Norfolk 

Satterfield,  R.,  M.D.  Norfolk 

Travnicek,  R.,  M.D Wilber 


Comparison  of  Efficacy  of  Three  and  12 
Months’  Anticoagulant  Therapy  After 
Myocardial  Infarction  — S.  Ritland  (Medi- 
cal Dept,  Drammen  Hosp,  Drammen,  Nor- 
way) and  T.  Lygren.  Lancet  1:122-124 
(Jan  18)  1969. 

In  a controlled  clinical  trial  208  patients 
with  myocardial  infarction  were  randomized 


into  two  groups.  The  patients  in  group  A 
were  given  anticoagulant  treatment  for  three 
months,  those  in  group  B,  for  12  months. 
All  the  patients  were  under  70  years  of 
age  and  had  no  previous  myocardial  infarc- 
tion. Ten  patients  were  withdrawn  from 
the  investigation,  leaving  101  patients  in 
group  A and  97  in  B.  The  comparability  be- 
tween the  two  groups  was  good.  Treatment 
was  moderately  intense.  The  average  mean 
prothrombin  - proconvertin  value  per  week 
was  24.8%  in  group  B during  the  12  months. 
In  group  A,  nine  patients  had  11  reinfarc- 
tions, four  sudden  deaths  occurred,  and  the 
mortality  was  6.9%.  In  group  B there  were 
five  reinfarctions,  seven  sudden  deaths,  and 
a mortality  of  8.3%.  There  were  three  extra- 
cardiac thromboembolic  episodes  in  group 
A and  none  in  B.  None  of  these  episodes 
proved  fatal.  One  patient  died  of  subarach- 
noidal hemorrhage.  No  statistically  signif- 
icant difference  between  the  groups  with 
regard  to  death  rate  or  reinfarction  rate 
could  be  demonstrated. 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  CollcRe  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 

American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 
Edwaid  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 

American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 

American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
Laurentius  O.  Underdahl,  M.D. 

1 East  45  Street 

New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street,  New  York  10,  New  York 

National  Hemophilia  Foundation 

25  West  39th  St.,  New  York,  N.Y.  10018 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive,  Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 

515  Busse  Hy.,  Park  Ridge,  Illinois 

American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 

3410  Geary  Boulevard 
San  Francisco  18,  California 

The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive,  Chicago  11,  Illinois 

American  IMedical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 

535  North  Dearbon  St.,  Chicago  10,  Illinois 

American  Urological  Association 
Rubin  Flocks,  M.D.,  Secretary 
State  University  of  Iowa  Hospitals, 

Iowa  City,  Iowa 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  New  York 

International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Dr.,  Chicago  10,  Illinois 

National  IMiiltipIe  Sclerosis  Society 

257  Park  Avenue  South,  New  York  10,  N.Y. 

Vocational  Rehabilitation  Administration 

Mary  E.  Switzer,  Commissioner,  Washington,  D.C. 
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THINGS  YOU  SHOULD  KNOW 
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This  program  is  acceptable  for  16  credit 
hours  by  the  American  Academy  of  Gen- 
eral Practice. 
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REGISTRATION  — Mezzanine,  Fontenelle  Hotel, 
8:30  a.m.,  Tuesday,  Wednesday,  and  Thursday, 
April  29,  30,  May  1,  1969. 

GENERAL  SESSIONS  — Ballroom  and  North 
Room. 


OF  SPECIAL  INTEREST 


PAST  PRESIDENT’S  BREAKFAST  — Thursday, 
May  1st,  7:00  a.m..  West  Room. 

SOCIAL  HOUR  — Honoring  the  President  of  the 
Nebraska  State  Medical  Association  and  the 
President  of  the  Woman’s  Auxiliary.  Omaha 
Room,  Fontenelle  Hotel,  6:00  p.m.,  Wednesday, 
April  30th. 


ANNUAL  BANQUET  — Ballroom,  Fontenelle 
Hotel,  7:00  p.m.,  Wednesday,  April  30th.  Pre- 
sentation of  Fifty-Year  Pins.  Banquet  Enter- 
tainers — Homer  and  Jethro. 


MEDICAL  ART  SHOW  — While  attending  the  Ses- 
sion, plan  to  visit  the  Medical  Art  Show  in 
the  Omaha  Room  on  the  lower  level  of  the  Fon- 
tenelle Hotel.  Vote  for  your  favorites  early 
as  balloting  closes  Wednesday,  April  30th. 
Ribbons  will  be  awarded  at  the  Annual  Banquet. 


NEBRASKA  HIGH  SCHOOL  TEAM  PHYSICIANS 
ASSOCIATION  — An  organizational  breakfast 
meeting  will  be  held  Tuesday,  April  29th,  7:30 
a.m..  North  Room,  Fontenelle  Hotel. 


FUN  NIGHT  — Tuesday,  April  29th.  A truly  un- 
usual evening  enjoying  a Mediterranean  Cruise 
aboard  the  S.  S.  Happy  Hollow.  Cocktails, 
6:30  p.m.  Continental  Cuisine,  8:00  p.m.  Floor- 
show  featuring  top  name  entertainment  and 
dan?ing  to  follow.  Happy  Hollow  Club,  1701 
South  105th  Street.  $30.00  per  couple  (includes 
4 cocktails).  RESERVATIONS  LIMITED. 
Make  reservations  through  Omaha  - Douglas 
County  Medical  Society,  8601  West  Dodge  Road, 
Omaha.  John  Filkins,  M.D.,  General  Entertain- 
ment Chairman. 

GOLF  TOURNAMENT  — Highland  Country  Club, 
Monday,  April  28th,  12:00  noon.  Buffet  lunch 
available  after  11:00  a.m.  Edward  M.  Mala- 
shock,  M.D.,  Chairman. 

TRAP  SHOOT  — Omaha  Country  Club,  Monday, 
April  28th,  1:00  p.m.  Richard  A.  Pirotte,  M.D., 
Chairman. 

BOWLING  — Rose  Bowl,  Monday,  April  28th,  1:00 
p.m.  Maurice  Steinberg,  M.D.,  Chairman. 

SPORTSMAN’S  DINNER  — Highland  Country 
Club,  Monday,  April  28th;  social  hour  at  5:30 
p.m.  and  dinner  at  7:30  p.m.  Edward  M.  Mala- 
shock,  M.D.,  Chairman. 

ANCILLARY  MEETINGS 

ANNUAL  BUSINESS  MEETING  — Nebraska 
Chapter,  American  College  of  Surgeons,  Sun- 
day, April  27th,  7:00  p.m..  North  Room,  Fon- 
tenelle Hotel. 

BREAKFAST  MEETING  — Nebraska  State  Ob- 
stetric and  Gynecologic  Society,  Tuesday,  April 
29th,  7:30  a.m..  Forum  Room,  Fontenelle  Hotei. 

ALUMNI  MEETING  AND  SOCIAL  HOUR  --  Uni- 
versity of  Nebraska  College  of  Medicine,  Tues- 
day, April  29th,  5:00-6:00  p.m..  Forum  Room, 
Fontenelle  Hotei. 

UNIVERSITY  OF  NEBRASKA  PRECEPTOR 
BREAKFAST  — Wednesday,  April  30th,  7:30 
a.m..  West  Room,  Fontenelle  Hotel. 

ANNUAL  MEETING  — Nebraska  Association  of 
Pathologists,  Wednesday,  April  30th,  4:00  p.m.. 
Forum  Room,  Fontenelle  Hotel. 
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Officers 


FRANK  H.  TANNER,  M.D. 
Fresident  1968-1969 


J.  WHITNEY  KELLEY,  M.D, 
President  1969-1970 


President 

J.  Whitney  Kelley,  M.D. Omaha 

Vice  President 

H.  V.  Hunger,  M.D. Lincoln 

Secretary-Treasurer 

Paul  J.  Maxwell,  M.D. Lincoln 


Editor 

Frank  Cole,  M.D.  Lincoln 

Executive  Secretary 

Kenneth  Neff Lincoln 


Board  of  Councilors 

District  Term  Expires 

1.  Leroy  W.  Lee,  M.D.,  Omaha 1969 

2.  John  T.  McGreer,  Jr.,  M.D.,  Lincoln 1969 

3.  William  Glenn,  M.D.,  Falls  City 1969 

4.  Robert  Benthack,  M.D.,  Wayne 1969 

5.  H.  D.  Kuper,  M.D.,  Columbus 1970 

6.  Houtz  Steenburg,  M.D.,  Aurora 1970 

7.  C.  F.  Ashby,  M.D.,  Geneva 1970 

8.  Robert  Waters,  M.D.,  O’Neill 1970 

9.  H.  V.  Smith,  M.D.,  Kearney 1971 

10.  Charles  W.  Landgraf,  Jr.,  M.D.,  Hastings-  1971 

11.  Bruce  F.  Claussen,  M.D.,  North  Platte 1971 

12.  A.  J.  Alderman,  M.D.,  Chadron 1971 

Chairman,  Board  of  Councilors 
H.  D.  Kuper,  M.D.,  Columbus 1970 

Speaker,  House  of  Delegates 
William  E.  Nutzman,  M.D.,  Kearney 1971 


Vice  Speaker,  House  of  Delegates 
Harry  W.  McFadden,  Jr.,  M.D.,  Omaha 1971 

Delegates  to  A.M.A. 

Earl  F.  Leininger,  M.D.,  McCook  1969 

John  R.  Schenken,  M.D.,  Omaha 1970 

Alternate  Delegates  to  A.M.A. 

W.  C.  Kenner,  M.D.,  Nebraska  City 1969 

R.  F.  Sievers,  M.D.,  Blair 1970 

Board  of  Trustees 

R.  Russell  Best,  M.D.,  Omaha,  Chairman 1969 

George  B.  Salter,  M.D.,  Norfolk 1970 

Carl  Frank,  M.D.,  Scottsbluff 1971 

H.  V.  Nuss,  M.D.,  Sutton  1972 

Paul  J.  Maxwell,  M.D.,  Lincoln 
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GUEST  SPEAKERS 


William  R.  Anderson, 
M.D. 

Iowa  City,  Iowa 

Doctor  Andei*son  graduated 
from  the  University  of  Iowa 
College  of  Medicine  in  1958. 
He  currently  serves  as  Asso- 
ciate Professor  of  Obstetrics  and 
Gynecology  at  the  University  of 
Iowa  Medical  School.  His  pri- 
mary interests  are  in  gyneco- 
logical pathology,  corpus  lu- 
teum.  and  ultra  - structural 
study.  He  is  a member  of  the 
Johnson  County  Medical  Society 
and  served  as  Chairman  of  the 
Johnson  Countv  Cancer  Crusade 
in  1966. 


Stanley  E.  Crawford,  ]\I.D. 

San  Antonio,  Texas 

Doctor  Crawford  graduated 
from  the  University  of  Texas 
Medical  Branch  at  Galveston  in 
1948.  He  has  served  as  Pro- 
fessor and  Chairman.  Depart- 
ment of  Pediatrics  of  the  Uni- 
versity of  Texas  Medical 
School  at  San  Antonio,  and 
Pediatrician  in  Chief  of  the 
Robert  B.  Green.  Bexar  Coun- 
ty Teaching  Hospital  at  San 
Antonio.  Doctor  Crawford  has 
been  named  Chairman  of  the 
Section  on  Pediatrics  of  the 
American  Medical  Association 
for  1968-1969.  Doctor  Craw- 
ford has  authored  numerous 
articles  relating  to  pediatric 
practice  and  treatment  proce- 
dures. 


Theodore  C.  Bedwell, 

Jr.,  M.I). 

Baltimore.  Maryland 

Doctor  Bedwell  graduated 
from  the  Baylor  University 
College  of  Medicine  in  1933. 
He  also  received  an  MPH  De- 
gree in  1951  from  Johns  Hop- 
kins School  of  Hygiene  and 
Public  Health.  Doctor  Bed- 
well  currently  serves  as  Chief 
Medical  Officer  of  the  Bureau 
of  Health  Insurance  of  the  So- 
cial Security  Administration. 
He  retired  in  1968  in  the  grade 
of  Major  General  after  30  years 
in  the  Air  Force  and  was 
awarded  the  Distinguished  Serv- 
ice Medal.  During  his  mil.tary 
career  he  served  as  Command 
Surgeon  for  SAC.  Offutt  Air 
Force  Base.  Nebraska,  and 
Commander  of  the  Aerospace 
Medical  Division.  Brooks  Air 
Force  Base.  Texas.  His  com- 
mand of  5,000  had  a mission  of 
education,  research,  and  train- 
ing in  the  Air  Force.  Two 
years  prior  to  retirement,  he 
served  as  Director  of  Staff. 
Deputy  Assistant  Secretary  for 
Defense  for  Health  and  Medi- 
cine. 


Joseph  R.  Christian,  ]\I.D. 

Chicago.  Illinois 

Doctor  Christian  graduated 
from  the  Loyola  University 
School  of  Medicine  in  1944. 
He  currently  serves  as  Chair- 
man, Division  of  Pediatrics. 
Presbyterian  - St.  Luke’s  Hos- 
pital. He  also  serves  as  Pro- 
fessor of  Pediatrics  at  the 
University  of  Illinois  College 
of  Medicine.  Doctor  Christian 
is  Editor  of  PEDIATRICS  DI- 
GEST and  Consulting  Editor  of 
CLINICAL  MEDICINE.  Doctor 
Christian  also  serves  as  Director 
of  the  Birth  Defects  Special 
Treatment  Center  at  Presby- 
terian-St.  Luke’s  Hospital  spon- 
sored by  the  National  Founda- 
tion-March of  Dimes.  His 
bibliography  also  includes  over 
60  articles  relating  to  pedi- 
atric problems  and  methods  of 
treatment. 


Sam  W.  Downing,  M.D. 

Denver,  Colorado 

Doctor  Downing  graduated 
from  the  Jefferson  Medical  Col- 
lege of  Philadelphia  in  1960. 
He  currently  serves  as  Clinical 
Instructor  of  Obstetrics  and 
Gynecology  at  the  Colorado 
University  Medical  Center  and 
on  the  Obstetncs  and  Gynecol- 
ogy Teaching  Staff  of  Presby- 
terian Hospital  and  Mercy  Hos- 
pital. Doctor  Downing  is  in 
the  private  practice  of  obstet- 
rics and  gynecology  in  Denver, 
and  his  special  interests  in  this 
field  are  sex  education  in  the 
schools,  contraception  counsel- 
ling, abortion  counselling,  and 
female  pelvic  cancer.  He  is  a 
member  of  the  Colorado  Asso- 
ciation for  the  Study  of  Abor- 
tion (C.A.S.A.)  and  was  active 
in  the  foi*mulation  and  liber- 
alization of  Colorado’s  recent 
abortion  laws. 


Charles  A.  Dafoe,  M.D. 

Denver,  Colorado 

Doctor  Dafoe  graduated  from 
the  University  of  Michigan 
Medical  School  in  1956.  He 
serves  as  Clinical  Instructor  in 
Obstetrics  and  Gynecology  at 
the  University  of  Colorado 
Medical  School.  Doctor  Dafoe 
is  also  Chairman.  Committee  on 
Medical  Termination  of  Preg- 
nancy of  the  Colorado  Medi- 
cal Society  and  Chairman.  Fam- 
ily and  Sex  Education  Com- 
mittee of  the  Colorado  Obstet- 
rics and  Gynecology  Society. 
He  is  a member  of  the  Abor- 
tion Committee  of  the  Pres- 
byterian Medical  Center  and  a 
member  of  the  Young  Adult 
Committee  of  Montview  Pres- 
byterian Church,  responsible  for 
developing  a Sex  Education 
Program  in  the  total  education 
ministry  with  young  people. 
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Louis  F.  Hayes,  M.D. 

Detroit,  Michigan 

Doctor  Hayes  graduated  from 
the  Wayne  State  University  Col- 
lege of  Medicine  in  1947.  He 
was  in  general  practice  in 
rural  Michigan  for  twenty  years 
and  served  as  a member  of  the 
Michigan  State  Medical  Society 
House  of  Delegates  for  twelve 
years.  He  was  Vice  Speaker  of 
the  House  of  Delegates  and  a 
member  of  the  Council  of  the 
Michigan  State  Medical  So- 
ciety for  four  years.  Doctor 
Hayes  was  a member  of  the 
Michigan  Blue  Shield  Board  of 
Directors  for  five  years  : and 
was  named  Vice  President  for 
Medical  Affairs  of  Michigan 
Blue  Sh'eld  in  January  of  196^. 


GUEST  SPEAKERS 


Walter  H.  Judd,  M.D, 

Washington,  D.C. 

Doctor  Judd  graduated  from 
the  University  of  Nebraska  Col- 
lege of  Medicine  in  1923,  He 
served  as  a medical  missionary 
to  China  for  10  years  and  fol- 
lowing his  election  in  1943. 
served  for  20  years  as  a mem- 
ber of  Congress  from  Minne- 
sota. His  major  efforts  have 
been  in  helping  to  develop  the 
new  and  vital  role  America  is 
compelled  to  play  in  today’s 
contracted  and  dangerously  di- 
vided world  with  its  threats 
to  our  very  survival  as  a free 
nation.  Doctor  Judd  is  now  a 
Contributing  Editor  of  Reader’s 
Digest  and  provides  a brief  daily 
commentary  on  world  events  on 
1,100  radio  stations.  He  con- 
tinues to  speak  to  interested 
groups  all  over  the  country, 
particularly  in  college  and  uni- 
versity communities.  Twenty- 
five  universities  and  colleges 
have  conferred  on  Doctor  Judd 
honorary  doctorate  degrees.  Doc- 
tor Judd  also  serves  as  Vice 
Chairman  of  the  Judicial  Coun- 
cil of  the  American  Medical 
Association. 


Mr.  J.  F.  Follmann,  Jr. 

New  York,  New  York 

Mr.  Follmann  is  Director  of 
Information  and  Research  of 
the  Health  Insurance  Associa- 
tion of  America,  a non-profit 
voluntary  association  of  330 
insui’ance  companies  writing 
health  insurance.  Mr.  Follmann 
serves  as  a Consultant  to  the 
American  Medical  Association, 
the  American  Dental  Associa- 
tion, and  the  American  Phar- 
maceutical Association.  He 
also  serves  government  at  vari- 
ous levels.  He  has  acted  as 
Consultant  to  such  Federal 
agencies  as  the  President’s 
Committee  on  Migratory  Labor, 
the  U.S.  Labor  Department,  the 
U.S.  Department  of  Defense, 
and  the  U.S.  National  Commit- 
tee on  Vital  and  Health  Statis- 
tics. He  is  the  author  of  a re- 
cently published  book  “Medical 
Care  and  Health  Insurance.” 
and  many  texts,  studies,  mono- 
graphs, and  articles. 


Homer  & Jethro 

‘‘The  Beatles  of  the  Stone  Age” 

Homer  (Henry  Doyle)  Haynes 
and  Jethro  (Kenneth  C.)  Burns 
made  their  professional  debut 
some  years  ago  over  WNOX  in 
Knoxville,  Tenn.  Their  mirth- 
filled  road  to  success  led  them 
to  Chattanooga,  Cincinnati 
(WLW)  and  on  to  Chicago 
(WLS  and  the  National  Barn 
Dance).  About  ten  years  ago, 
the  TV  and  popular  music  au- 
dience first  took  notice  of  these 
Kook  Brothers  and  no  longer 
were  they  considered  simply 
a country  comic  act.  In  the 
last  few  months,  they  have  ap- 
peared on  all  major  TV  net- 
works, and  this  coming  season, 
will  again  play  before  top  au- 
diences from  New  York  to  Las 
Vegas  and  Los  Angeles.  Their 
RCA  Victor  albums  — Town 
and  Country  satires  on  popular 
songs  — are  continually  on  best 
seller  lists.  Homer  & Jethro 
have  been  rated  in  tnade  papers 
as  the  top  Town  and  Country 
Comedy  Singing  Team  for 
many  years.  Not  only  natural- 
born  wits,  they  are  also  out- 
standing musicians  — Homer 
on  guitar  and  Jethro  on  man- 
dolin. 


Francis  C.  Jackson,  M.D. 

Pittsburgh,  Pennsylvania 

Doctor  Jackson  graduated 
from  the  University  of  Virginia 
School  of  Medicine  in  1943. 
He  currently  serves  as  Profes- 
sor of  Surgery  at  the  Univer- 
sity of  Pittsburgh  School  of 
Medicine  and  Chief  Surgeon  at 
Veteran’s  Administration  Hos- 
pital in  Pittsburgh.  His  areas 
of  interest  include  surgical 
problems  of  cirrhosis,  as  we’l 
as  esophageal  varices,  and  emer- 
gency and  disaster  medical  serv- 
ices. Since  1961  he  has  chaired 
a Cooperative  Study  for  Veter- 
ans Administration  on  the  life 
history  of  esophageal  varices 
and  for  over  ten  years,  has  been 
a member  of  AMA’s  Committee 
on  Disaster  Medical  Care,  serv- 
ing as  its  Chairman.  More  re- 
cently, Doctor  Jackson  has  been 
appointed  Chairman  of  the 
Sub-Committee  on  Disaster  Sur- 
gery of  the  Trauma  Committee 
of  the  American  College  of 
Surgeons.  He  has  been  the  re- 
cipient of  a number  of  awards 
in  these  fields. 


Herbert  H.  Kerr,  M.D. 

McLean,  Virginia 

Doctor  Kerr  graduated  from 
the  University  of  Pennsylvania 
School  of  Medicine  in  1938. 
He  currently  serves  as  Director 
of  the  Health  Services  Division. 
Medical  Services  Administration, 
Department  of  Health.  Educa- 
tion and  Welfare.  Doctor  Kerr 
served  in  Western  Europe  dur- 
ing World  War  II  while  in  the 
Army  Medical  Corps.  He 
transferred  to  the  Air  Force 
in  1950.  and  developed  the 
original  Dependents’  Medicare 
Bill,  now  known  as  CHAMPUS. 
Recently  he  was  Surgeon  of  the 
Alaskan  Command  and  Direc- 
tor of  Medical  Material  for  the 
Department  of  Defense.  He  re- 
tired from  the  USAF  in  August 
and  joined  the  Department  of 
HEW  in  September  of  1968. 
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William  P.  Mikkelsen,  M.D. 

Los  Angeles.  California 

Doctor  Mikkelsen  graduated 
from  the  University  of  South- 
ern California  School  of  Medi- 
cine in  1946.  He  has  been  in 
the  private  practice  of  Sur- 
gery in  Los  Angeles  since 
1952.  Doctor  Mikkelsen  is  a 
Clinical  Professor  of  Surgery 
at  the  University  of  Southern 
California : Chairman,  Depart- 

ment of  Surgery,  Hospital  of 
the  Good  Samaritan  : and  a 

member  of  the  Senior  Attending 
Staff  of  the  Los  Angeles  Coun- 
ty-University of  Southern  Cali- 
fornia Medical  Center.  He 
serves  on  the  Consultant  Staff 
of  Childrens  Hospital,  St.  Vin- 
cents Hospital,  Santa  Fe  Coast 
Lines  Hospital,  and  Veteran’s 
Administration  Hospital  at  Long 
Beach. 


Clyde  Stanfield,  M.D. 

Denver,  Colorado 

Doctor  Stanfield  graduated 
from  the  University  of  Ne- 
braska College  of  Medicine  in 
1942.  He  is  currently  in  the 
private  practice  of  psychiatry 
in  Denver  and  serves  as  Assist- 
ant Clinical  Professor  of  Psy- 
chiatry at  the  University  of 
Colorado  Medical  Center.  Doc- 
tor Stanfield  is  Chief  of  the 
Psychiatric  Section  of  St.  Jo- 
seph’s Hospital  : on  the  Abor- 
tion Committee  of  St.  Luke’s 
Hospital  ; and  a Consultant  to 
the  Abortion  Committee  of 
Presbyterian  Medical  Center. 
He  is  also  Chairman  of  the 
Council  on  Socio-Economics  of 
the  Colorado  Medical  Society. 


Richard  D.  Lamm,  Esq. 

Denver,  Colorado 

Mr.  Lamm  graduated  from 
the  University  of  California 
Law  School  in  1961.  He  is  both 
a Certified  Public  Accountant 
and  an  Attorney  at  Law.  He 
is  presently  serving  his  second 
term  in  the  Colorado  State 
Legislature,  where  he  repre- 
sents Denver,  Colorado.  Mr. 
Lamm  was  the  chief  sponsor, 
in  1967,  of  Colorado’s  new  Lib- 
eralized Abortion  Law. 


Walter  L.  Palmer, 

M.D.,  Ph.D. 

Chicago,  Illinois 

Doctor  Palmer  graduated  from 
Rush  Medical  College  of  Chi- 
cago in  1921  and  received  his 
Ph.D.  from  the  University  of 
Chicago  in  1926.  Doctor  Palmer 
is  currently  the  Richard  T. 
Crane  Professor  of  Medicine, 
Emeritus,  of  the  University  of 
Chicago.  After  interning  in 
the  Cook  County  and  Presby- 
terian Hospitals  in  Chicago,  he 
spent  one  year  in  the  medical 
clinics  of  Vienna  and  Berlin. 
He  returned  in  1927  to  take 
an  appointment  on  the  faculty 
of  the  University  of  Chicago. 
In  1926,  Doctor  Palmer  married 
Elizabeth  Ricketts,  the  daugh- 
ter of  Doctor  Howard  T.  Rick- 
etts. Two  of  their  three  sons 
are  on  the  medical  staff  of  the 
University  of  Chicago.  Since 
his  academic  retirement.  Doctor 
Palmer  has  engaged  in  the  pri- 
vate practice  of  medicine  at 
Woodlawn  Hospital,  Chicago. 


Gordon  C.  Sauer,  M.D. 

Kansas  City,  Missouri 

Doctor  Sauer  graduated  from 
the  University  of  Illinois  Col- 
lege of  Medicine  in  1945.  He 
currently  serves  as  Clinical 
Professor  of  Medicine  (Derma- 
tology) and  Head  of  the  Section 
of  Dermatology  at  the  Univer- 
sity of  Kansas  School  of  Medi- 
cine. Doctor  Sauer  is  the  au- 
thor of  the  “Manual  of  Skin 
Diseases”  and  “Teen  Skin”  as 
well  as  numerous  articles  on 
dermatology  and  syphilology. 
He  is  a member  of  the  Ameri- 
can Dermatological  Association 
and  also  the  Society  of  In- 
vestigative Dermatolog>'. 


Benjamin  H.  Sullivan, 

Jr.,  M.D. 

Cleveland.  Ohio 

Doctor  Sullivan  graduated 
from  the  George  Washington 
University  School  of  Medicine 
in  1938.  He  currently  serves 
as  a Staff  Member.  Department 
of  Gastroenterology  of  the 
Cleveland  Clinic.  He  was  As- 
sociate Professor  of  Gastro- 
enterology at  the  University  of 
Pennsylvania  Graduate  School 
of  Medicine  before  joining  the 
staff  of  the  Cleveland  Clinic  in 
January  of  1963.  Gastrointest- 
inal endoscopy  has  been  one  of 
his  major  interests  since  1950. 
He  is  currently  President  of  the 
American  Society  for  Gastroin- 
testinal Endoscopy. 
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GUEST  SPEAKERS 


Technical  Exhibitors 


William  P.  Wendt,  M.D. 

Milwaukee,  Wisconsin 

Doctor  Wendt  graduated  from 
the  Marquette  University  School 
of  Medicine  in  1939.  He  is 
Assistant  Clinical  Professor  of 
Obstetrics  and  Gynecology  at 
Marquette  School  of  Medicine, 
and  Immediate  Past  President 
of  the  Milwaukee  Gynecological 
Society.  Doctor  Wendt  is  ac- 
tively engaged  in  the  private 
practice  of  obstetrics  and 
gynecology  in  Milwaukee.  About 
15%  of  his  time  has  been 
spent  in  teaching  medical  stu- 
dents and  residents  with  special 
emphasis  on  the  care  of  the 
private  patient  and  the  respon- 
sibilities of  the  practitioner. 
He  has  a preference  to  interject 
experiences  gained  from  the 
daily  exposure  to  patients  with 
their  subjective  and  objective 
manifestations  when  instruct- 
ing medical  students. 


Abbott  Laboratories,  North  Chicago,  Illinois 


Arch  W.  Templeton,  M.D. 

Kansas  City,  Kansas 

Doctor  Templeton  graduated 
from  the  University  of  Ne- 
braska College  of  Medicine  in 
1957.  He  currently  serves  as 
Professor  and  Chairman.  De- 
partment of  Radiology  of  the 
Kansas  University  Medical  Cen- 
ter. Doctor  Templeton  previ- 
ously served  as  Associate  Pro- 
fessor of  Radiology  and  Head, 
Section  of  Diagnostic  Radiology 
at  the  University  of  Missouri 
Medical  Center.  His  special 
interests  are  research  in  com- 
puter radiology,  research  in 
heart  disease  and  special  proce- 
dure radiology. 


American  Cancer  Society,  Nebraska  Division,  Inc., 
Omaha,  Nebraska 

American  Medical  Building  Guild,  Madison, 
Wisconsin 

Apache  Oil  Programs,  Inc.,  Minneapolis,  Minnesota 
Ayerst  Laboratories,  New  York,  New  York 
Blue  Cross  - Blue  Shield,  Omaha,  Nebraska 
Bristol  Laboratories,  Syracuse,  New  York 
Carnrick  Laboratories,  Cedar  Knolls,  New  Jersey 


Ciba  Pharmaceutical  Company,  Summit,  New  Jersey 
Coca-Cola  Company,  Skokie,  Illinois 


Dictaphone  Corporation,  Rye,  New  York 

Donley  Medical  Supply  Company,  Lincoln,  Nebraska 

Hugo  Heyn  Company,  Omaha,  Nebraska 

Kirkpatrick,  Pettis,  Smith,  Polian,  Inc.,  Omaha, 
Nebraska 

Lakeside  Laboratories,  Milwaukee,  Wisconsin 

Loma  Linda  Foods,  Riverside,  California 

Merck  Sharp  & Dohme,  West  Point,  Pennsylvania 

Mutual  of  Omaha,  Omaha,  Nebraska 

Nebraska-South  Dakota  Regional  Medical  Program, 
Lincoln,  Nebraska 

Nebraska  3M  Business  Products  Centers 
Pitney-Bowes,  Inc.,  Omaha,  Nebraska 


Dwight  L.  Wilbur,  M.D. 

San  Francisco*  California 

Doctor  Wilbur  gained  his 
Medical  Degree  (with  honors) 
in  1926  from  the  University 
of  Pennsylvania,  and  his  MS 
in  Medicine  from  the  Univer- 
sity of  Minnesota.  Doctor  Wil- 
bur was  installed  the  123rd 
President  of  the  American  Med- 
ical Association  in  June  of 
1968.  For  six  years  he  served 
as  a Consulting  Physician  at 
the  Mayo  Clinic,  and  for  the 
past  31  years  he  has  been  on 
the  Clinical  Faculty  at  Stan- 
ford’s School  of  Medicine,  where, 
since  1949,  he  has  been  Clinical 
Professor  of  Medicine.  A prac- 
ticing physician  for  40  years, 
and  an  internist  and  gastro- 
enterologist, Doctor  Wilbur  is 
Chief  of  Medical  Service  at 
French  Hospital  in  San  Fran- 
cisco. Doctor  Wilbur  was  elect- 
ed to  the  A.M.A.  Board  of 
Trustees  in  1963.  Doctor  Wil- 
bur’s father,  the  late  Ray  Ly- 
man Wilbur,  M.D.,  served  as  the 
A.M.A.’s  76th  President  in  1923- 
24.  Doctor  Wilbur  and  his 
wife  are  the  parents  of  three 
sons,  two  of  whom  are  physi- 
cians. 


Professional  Credit  Control,  Inc.,  Lincoln,  Nebraska 

Progammed  Learning,  Inc.,  Garden  City,  New  York 

Sandoz  Pharmaceuticals,  Hanover,  New  Jersey 

W.  B.  Saunders  Company,  Philadelphia,  Penn- 
sylvania 

Sobering  Corporation,  Union,  New  Jersey 
G.  D.  Searle  and  Company,  Chicago,  Illinois 
Smith,  Miller  & Patch,  Inc.,  New  York,  New  York 
E.  R.  Squibb  & Sons,  New  York,  New  York 
Upjohn  Company,  Kalamazoo,  Michigan 
Warren-Teed  Pharmaceuticals  Inc.,  Columbus,  Ohio 
Westamerica  Securities,  Inc.,  Omaha,  Nebraska 
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Scientific  Sessions  Committee 


John  D.  Coe,  M.D.,  Chairman Omaha 

Charles  Ashby,  M.D.  Geneva 

Richard  Booth,  M.D. Omaha 

Warren  Q.  Bradley,  M.D. Lincoln 

C.  R.  Brott,  M.D. Beatrice 

Bruce  F.  Claussen,  M.D. Noi-th  Platte 

R.  E.  Garlinghouse,  M.D. Lincoln 

Russell  L.  Gorthey,  M.D. Lincoln 

Paul  J.  Maxwell,  M.D. Lincoln 
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6:00  Social  Hour,  Omaha  Room 
7:00  Annual  Banquet,  Ballroom 


PROGRAM 

Nebraska  State  Medical  Association 
lOlst  Annual  Session 


Announcements 


House  of  Delegates 


1st 

Session:  Sunday,  April 
South  Room 

27, 

1969, 

4:00 

p.m. 

2nd 

Session:  Monday,  April 
South  Room 

28, 

1969, 

9:00 

a.m. 

3rd 

Session:  Thursday,  May 

1, 

1969, 

7:30 

a.m. 

South  Room 


Board  of  Councilors 

1st  Session:  Sunday,  April  27,  1969,  6:00  p.m.. 
South  Room 

2nd  Session:  Monday,  April  28,  1969,  11:00  a.m.. 
West  Room 

3rd  Session:  Wednesday,  April  30,  1969,  3:00  p.m.. 
West  Room 


Board  of  Trustees 

Tuesday,  April  29,  1969,  7:30  a.m..  West  Room 


TUESDAY,  APRIL  29,  1969 
8:30  Registration,  Mezzanine 
8:30  Exhibits  Open 

OPENING  CEREMONIES  — Ballroom 

Robert  J.  Morgan,  M.D.,  Alliance, 
Presiding 

10:00  Welcome 

— Frank  H.  Tanner,  M.D.,  President,  Lincoln 
10:05  Invocation 

— Reverend  Vincent  L.  Decker,  S.J.,  Assist- 
ant Professor  of  Theology,  Creighton  Uni- 
versity 

10:10  Presidential  Address 

— Frank  H.  Tanner,  M.D.,  Lincoln 

10:20  Installation  of  Incoming  President 
— J.  Whitney  Kelley,  M.D.,  Omaha 

10:30  In  Memoriam 

— George  B.  Salter,  M.D.,  Norfolk 

10:40  VISIT  THE  EXHIBITS 


Nominating  Committee 


1st 

Session:  Tuesday,  April  29, 
West  Room 

1969, 

, 4:00 

p.m., 

2nd 

Session:  Wednesday,  April 
a.m..  West  Room 

30, 

1969, 

10:00 

3rd 

Session:  Wednesday,  April 
p.m..  West  Room 

30, 

1969, 

4:00 

11:00  Keynote  Address 

“Medicine  and  the  Costs  of  Health  Care” 

— Dwight  L.  Wilbur,  M.D.,  San  Francisco, 
California,  President,  American  Medical 
Association 

12:00  Noon  Luncheon,  Ballroom 

— J.  Whitney  Kelley,  M.D.,  President, 
Presiding 

“The  Physician’s  Responsibility  as  a Citizen” 
— Walter  H.  Judd,  M.D.,  Washington,  D.C. 


VISIT  THE  EXHIBITS 
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Nebraska  S.  M.  J. 


PROGRAM 


TUESDAY  AFTERNOON,  APRIL  29,  1969  TUESDAY  AFTERNOON,  APRIL  29,  1969 

LECTURES  — SECTION  A 


Ballroom 


2:00  VISIT  THE  EXHIBITS  2:00  VISIT  THE  EXHIBITS 

2:30  MEDICAL  — SURGICAL  SYMPOSIUM  2:30  MEDICAL  — SURGICAL  SYMPOSIUM 

“UPPER  GASTROINTESTINAL  BLEED-  (See  Opposite  Page) 

ING” 

— Fred  Paustian,  M.D.,  Omaha,  Moderator 

— Francis  C.  Jackson,  M.D.,  Pittsburgh, 

Pennsylvania 

— William  P.  Mikkelsen,  M.D.,  Los  Angeles, 

California 

— Benjamin  H.  Sullivan,  Jr.,  M.D.,  Cleveland, 

Ohio 

—Arch  W.  Templeton,  M.D.,  Kansas  City, 

Kansas 


Questions  and  Answers 


3:45  VISIT  THE  EXHIBITS 


LECTURES  — SECTION  B 
North  Room 


OBSTETRICS  and  GYNECOLOGY  LECTURES  PEDIATRICS  LECTURES 

—Robert  H.  Messer,  M.D.,  Omaha,  Moderator  —Theodore  R.  Pfundt,  M.D.,  Omaha,  IMod- 

erator 


4:00  “Rhogam  in  Your  Obstetrical  Practice” 

— William  R.  Anderson,  M.D.,  Iowa  City, 
Iowa 


4:00  “Chronic  Active  Hepatitis” 

— Stanley  E.  Crawford,  M.D.,  San  Antonio, 
Texas 


4:20  “The  Lack  of  Utopia  in  Birth  Control” 

— William  P.  Wendt,  M.D.,  Milwaukee, 
Wisconsin 


4:20  “Childhood  Lead  Poisoning” 

— Joseph  R.  Christian,  M.D.,  Chicago,  Illinois 


4:40  Questions  and  Answers 


4:40  Questions  and  Answers 


6:30  Fun  Night,  Happy  Hollow  Club 


6:30  Fun  Night,  Happy  Hollow  Club 


PROGRAM 

WEDNESDAY  MORNING,  APRIL  30,  1969 
GENERAL  SESSION 
Ballroom 

8:30  VISIT  THE  EXHIBITS 

9:00  SYMPOSIUM  ON  ABORTION 

— Sam  W.  Downing,  M.D.,  Denver,  Colo- 
rado, Moderator 

— Charles  A.  Dafoe,  M.D.,  Denver,  Colorado 
— Richard  D.  Lamm,  Esq.,  Denver,  Colorado 
— Clyde  Stanfield,  M.D.,  Denver,  Colorado 

10:30  VISIT  THE  EXHIBITS 


11:00  ANNUAL  DISTINGUISHED  NEBRASKA 
LECTURE 

Sponsored  by  the  Nebraska  Medical  Foundation 

— Frank  H.  Tanner,  M.D.,  Immediate  Past 
President,  Moderator 


GENERAL  SESSION 
(See  Opposite  Page) 


Guest  Lecturer 

“Problems  in  Crohn’s  Disease” 

— Walter  L.  Palmer,  M.D.,  Chicago,  Illinois 


12:00  VISIT  THE  EXHIBITS 


12:15  Noon  Luncheon,  Ballroom 

— Frank  H.  Tanner,  M.D.,  Immediate  Past- 
President,  Presiding 

“Your  Association  Reports” 
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Nebraska  S.  M.  J. 


PROGRAM 


WEDNESDAY  AFTERNOON,  APRIL  30,  1969 
LECTURES  — SECTION  A 
Ballroom 

1:30  VISIT  THE  EXHIBITS 

SURGERY  LECTURES 

— John  P.  Heinke,  M.D.,  Scottsbiuff,  Mod- 
erator 

2:00  “Pre-operative  Management  of  Patients  With 
Liver  Disease” 

— Francis  C.  Jackson,  M.D.,  Pittsburgh, 
Pennsylvania 

2:20  “The  Pathogenesis  and  Management  of  Acute 
Cholecystitis” 

— William  P.  Mikkelsen,  M.D.,  Los  Angeles, 
California 

2:40  Questions  and  Answers 

3:00  VISIT  THE  EXHIBITS 

OBSTETRICS  and  GYNECOLOGY  LECTURES 

— William  L.  Rumbolz,  M.D.,  Omaha,  Mod- 
erator 

3:30  “Cervical  Cytology,  Premalignant  Detection, 
Techniques,  and  Evaluation” 

— William  R.  Anderson,  M.D.,  Iowa  City, 
Iowa 

3:50  “Hemorrhagic  Problems  in  Gynecology” 

— William  P.  Wendt,  M.D.,  Milwaukee, 
Wisconsin 

4:10  Questions  and  Answers 

4:30  VISIT  THE  EXHIBITS 

6:00  Social  Hour  — Omaha  Room 

7:00  Annual  Banquet  — Ballroom 

— John  D.  Coe,  M.D.,  President,  Omaha- 
Douglas  County  Medical  Society,  Presiding 

Presentation  of  50-Year  Pins 

—HOMER  & JETHRO 

“Hilarious  Singing  Humorists  and 
Fabulous  Instrumentalists” 

April,  1969 


WEDNESDAY  AFTERNOON,  APRIL  30,  1969 

LECTURES  — SECTION  B 
North  Room 

1:30  VISIT  THE  EXHIBITS 

PEDIATRICS  LECTURES 

— John  M.  Thomas,  M.D.,  Omaha,  Moderator 

2:00  “Nephrotic  Syndrome” 

— Stanley  E.  Crawford,  M.D.,  San  Antonio, 
Texas 

2:20  “Management  of  the  Child  With  Fever  of 
Undetermined  Origin” 

— Joseph  R.  Christian,  M.D.,  Chicago,  Illinois 

2:40  Questions  and  Answers 
3:00  VISIT  THE  EXHIBITS 

MEDICINE  LECTURES 

— C.  D.  Bell,  M.D.,  Lincoln,  Moderator 

3:30  “Dermatologic  Manifestations  of  Systemic 
Disease” 

— Gordon  C.  Sauer,  M.D.,  Kansas  City, 
Missouri 

3:50  “Peroral  Endoscopy  — Present  Status” 

— Benjamin  H.  Sullivan,  Jr.,  M.D.,  Cleve- 
land, Ohio 

4:10  Questions  and  Answers 
4:30  VISIT  THE  EXHIBITS 
6:00  Social  Hour  — Omaha  Room 

7:00  Annual  Banquet  — Ballroom 

— John  D.  Coe,  M.D.,  President,  Omaha- 
Douglas  County  Medical  Society,  Presiding 

Presentation  of  50- Year  Pins 

—HOMER  & JETHRO 

“Hilarious  Singing  Humorists  and 
Fabulous  Instrumentalists” 
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PROGRAM 


Past  Presidents 


THURSDAY,  MAY  1,  1969 


Nebraska  State 


Medical  Association 


GENERAL  SESSION 


Ballroom 


8:30  VISIT  THE  EXHIBITS 

9:30  SYMPOSIUM  ON  SOCIO-ECONOMICS 

— Robert  S.  Long,  M.D.,  Omaha,  Moderator 


MEDICARE 

— Theodore  C.  Bedwell,  Jr.,  M.D.,  Baltimore, 
Maryland,  Chief  Medical  Officer,  Bureau 
of  Health  Insurance,  Social  Security  Ad- 
ministration 


MEDICAID 

— Herbert  H.  Kerr,  M.D.,  McLean,  Virginia, 
Director,  Health  Services  Division,  Medical 
Services  Administration,  Department  of 
Health,  Education  and  Welfare 


BLUE  CROSS -BLUE  SHIELD 

— Louis  F.  Hayes,  M.D.,  Detroit,  Michigan, 
Vice  President  for  Medical  Affairs  of 
Michigan  Blue  Shield 


COMMERCIAL  CARRIER 

— Mr.  J.  F.  Follmann,  Jr.,  New  York,  New 
York,  Director  of  Information  and  Re- 
search, Health  Insurance  Association  of 
America 


12:00  Meeting  adjourned 


Gilbert  C.  Monell.  M.D.  

James  H.  Peabody,  M.D.  . 

N.  B.  Larsh,  M.D.  

R.  R.  Livingston,  M.D. 

A.  Bowen.  M.D.  

H.  P,  Mathewson,  M.D.  ^ 

John  Black,  M.D.  

L.  H.  Robbins.  M.D.  

J.  P.  Peck,  M.D.  

L.  J.  Abbott,  M.D.  

E.  M.  Whitten,  M.D.  

Harvey  Link,  M.D.  

S.  D.  Mercer,  M.D,  

M.  W.  Stone,  M.D.  

A.  H.  Sowers,  M.D. 

Victor  H.  Coffman,  M.D. 

F.  G.  Fuller,  M.D.  

W.  W.  Knapp,  M.D. 

Richard  C.  Moore,  M.D.  _ 
George  H.  Peebles,  M.D.  _ 

Milton  Lane,  M.D.  

J.  C.  Denise,  M.D. 

D.  A.  Walden,  M.D.  

Charles  Inches,  M.D.  

M.  L.  Hildreth.  M.D. 

A.  S.  von  Mansfelde,  M.D, 

H.  B.  Lowry.  M.D. 

J.  E.  Sumners,  M.D.  

F.  D.  Haldeman,  M.D. 

Wilson  O.  Bridges,  M.D.  _ 

A.  R.  Mitchell,  M.D.  

Robei't  McConaughy,  M.D. 

H.  M.  McClanahan,  M.D.  _ 

Wm.  B.  Eby,  M.D.  

A.  B.  Anderson.  M.D. 

B.  R.  Crummer,  M.D. 

R.  C.  McDonald.  M.D.  

A.  F.  Jonas,  M.D.  

F.  A.  Long.  M.D.  

Harold  Gifford,  M.D.  

L.  M.  Shaw,  M.D.  

P.  H.  Salter.  M.D.  

J.  P.  Lord,  M.D.  

A.  D.  Nesbit,  M.D.  

I.  N.  Pickett,  M.D.  

D.  C.  Bryant,  M.D.  

L.  P.  Gilligan,  M.D.  

E.  W.  Rowe,  M.D.  

W.  F.  Milroy,  M.D.  

C.  L.  Mullins,  M.D.  

J.  M.  Bannister,  M.D. 

H.  W.  Orr,  M.D.  

M.  S.  Moore,  M.D.  

B.  B.  Davis,  M.D.  

B.  F.  Bailey.  M.D.  

Morris  Nielsen,  M.D.  

Palmer  Findley,  M.D.  

H.  J.  Lehnhoff,  M.D.  

H.  E.  Potter.  M.D.  

B.  R.  McGrath,  M.D. 

F.  S.  Owen.  M.D.  

K.  S.  J.  Hohlen.  M.D. 

Lucian  Stark.  M.D.  

A.  E.  Cook,  M.D.  

Adolph  Sachs,  M.D.  

Joseph  Bixby,  M.D.  

Claude  A.  Selby,  M.D. 

George  W.  Covey,  M.D. 

R.  W.  Fouts,  M.D. 

Homer  Davis,  M.D.  

A.  L.  Miller,  M.D.  

Clayton  F.  Andrews,  M.D. 

W.  P.  Wherry,  M.D. 

Dexter  D.  King.  M.D. 

A.  L.  Cooper.  M.D.  

Floyd  L.  Rogers.  M.D. 

Charles  McMartin,  M.D, 

Earle  G.  Johnson.  M.D. 

G.  E.  Charlton.  M.D.  

J.  E.  M.  Thomson,  M.D.  . 
J.  D.  McCarthy,  M.D. 

C.  H.  Sheets.  M.D.  

D.  B.  Steenburg,  M.D. 

Harold  S.  Morgan,  M.D. 

James  F.  Kelly,  M.D. 

Earl  F.  Leininger,  M.D.  _ 
Wm.  E.  Wright,  M.D. 

J.  M.  Woodward,  M.D. 

R.  Russell  Best.  M.D. 

Fay  Smith,  M.D,  

E.  E.  Koebbe,  M.D. 

Fritz  Teal,  M.D.  

A.  J.  Offerman.  M.D. 

O.  A.  Kostal.  M.D.  

R.  F.  Sievers,  M.D.  

R.  E.  Garlinghouse.  M.D.  . 
Willis  D.  Wright.  M.D.  __ 

Dan  A.  Nye,  M.D.  

Robert  J.  Morgan,  M.D.  - 
Frank  H.  Tanner,  M.D. 


Omaha 

Omaha 

.Nebraska  City 

Plattsmouth 

.Nebraska  City 

Omaha 

Plattsmouth 

Lincoln 

Omaha 

Fremont 

-Nebraska  City 

Millard 

Omaha 

—South  Omaha 

Lincoln 

Omaha 

Grand  Island 

Lincoln 

Omaha 

Lincoln 

Kearney 

Omaha 

Beatrice 

Scribner 

Lyons 

Ashland 

Lincoln 

Omaha 

Ord 

Omaha 

Lincoln 

York 

Omaha 

Ainsworth 

Pawnee  City 

Omaha 

Fremont 

Omaha 

Madison 

Omaha 

Osceola 

Norfolk 

Omaha 

Tekamah 

Odell 

Omaha 

O’Neill 

Lincoln 

Omaha 

Broken  Bow 

Omaha 

Lincoln 

Gothenburg 

Omaha 

Lincoln 

Blair 

Omaha 

Lincoln 

Fairbury 

Grand  Island 

Omaha 

Lincoln 

Norfolk 

Randolph 

Omaha 

Geneva 

North  Platte 

Lincoln 

Omaha 

Genoa 

Kimball 

Lincoln 

Omaha 

York 

Scottsbluff 

Lincoln 

Omaha 

Grand  Island 

Norfolk 

Lincoln 

Omaha 

Cozad 

Aurora 

Lincoln 

Omaha 

McCook 

Creighton 

Lincoln 

Omaha 

Imperial 

Columbus 

Lincoln 

Omaha 

Hastings 

Blair 

Lincoln 

Omaha 

Kearney 

Alliance 

Lincoln 
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Nebraska  S.  M.  J. 


Woman's  Auxiliary 


MRS.  P.  BRYANT 
OLSSON 


Lexinsrton.  Nebraska 


President,  1968-1969 


44th  ANNUAL  MEETING 
OF  THE 

WOMAN’S  AUXILIARY  TO  THE 
NEBRASKA  STATE  MEDICAL  ASSOCIATION 

A CORDIAL  INVITATION  IS  EXTENDED  TO 
EACH  PHYSICIAN’S  WIFE  IN  NEBRASKA.  WE 
URGE  YOU  TO  REGISTER  AND  ATTEND  THE 
ENTIRE  PROGRAM  AS  OUTLINED  ON  THE 
FOLLOWING  PAGES. 

Registration — 

Monday,  April  28  — 12:30  to  3:00  p.m.,  Mezza- 
nine, Fontenelle  Hotel 

Tuesday,  April  29  — 8:00  to  3:00  p.m..  Mezza- 
nine, Fontenelle  Hotel 

Wednesday,  April  30  — 8:00  to  10:00  a.m..  Mez- 
zanine, Fontenelle  Hotel;  11:30  to  12:30  p.m., 
Omaha  Country  Club 


CONVENTION  COMMITTEES 


.MRS.  ROBERT  H. 
McINTIRE 

Hastings,  Nebraska 

President,  1969-1970 


General  Chairman — 
Mrs.  Colin  Schack 


Social  Chairmen — 

Mrs.  Henry  Kammandel 
Mrs.  John  Coe 


Reservations — 

Mrs.  James  Kelly,  Jr. 


Registration — 

Mrs.  Willis  Wright 


Medical  Art  Salon — 

Mrs.  John  Filkins 
Mrs.  Arnold  Lempka 


Table  Decorations — 
Mrs.  Albert  Black 


Transportation — 

Mrs.  Carl  Sasse 


MRS.  J.  PAUL 
SAUVAGEOT 

Akron,  Ohio 

Honored  Guest  Speaker 
Woman’s  Auxiliary 

Communications  Chairman 
Woman’s  Auxiliary 
to  the  American 
Medical  .Yssociation 


Tickets — 

Mrs.  Robert  Lovgren 

Publicity — 

Mrs.  Chester  Farrell 

Finance — 

Mrs.  Keith  McCormick 
Music — - 

Mrs.  H.  W.  McFadden 

Hostess  Auxiliary — 

Omaha-Douglas  County  Medical  Society 
Auxiliary 


April,  1969 
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12:30- 

3:00 

8:00- 

3:00 

8:30 


11:00 


12:00 


1:45 


6:30 

8:00- 

10:00 

8:30 

11:30- 

12:30 

12:30 


6:00 

7:00 


Woman's  Auxiliary 
PROGRAM 

MONDAY,  APRIL  28,  1969 

Registration,  Mezzanine,  Fontenelle  Hotel 
TUESDAY,  APRIL  29,  1969 


Registration,  Mezzanine,  Fontenelle  Hotel 

Pre-Convention  Executive  Board  Meeting, 
South  Room 

(1969-1970  Board  Members  Included) 

Mrs.  P.  Bryant  Olsson,  Presiding 
Reports  of  Officers  and  State  Chairmen 

Keynote  Address,  Ballroom 

“Medicine  and  the  Costs  of  Health  Care” 

— Dwight  L.  Wilbur,  M.D.,  President,  Amer- 
ican Medical  Association 

Combined  Auxiliary  and  Association  Lunch- 
eon, Ballroom 

“The  Physician’s  Responsibility  as  a Citi- 
zen” 

— Walter  H.  Judd,  M.D.,  Washington,  D.C. 

Annual  Business  Meeting,  South  Room 
Mrs.  P.  Bryant  Olsson,  Presiding 
Reports  of  County  Presidents 
Memorial  Service 
Election  of  Officers 
Installation  of  New  Officers 

FUN  NIGHT  Happy  Hollow  Club 

WEDNESDAY,  APRIL  30,  1969 

Registration,  Mezzanine,  Fontenelle  Hotel 

Post-Convention  Executive  Board  Meeting, 
North  Room 

Mrs.  Robert  H.  Meintire,  Presiding 
(1968-1969  Board  Members  Included) 


MEDICAL  ART  SHOW 

While  attending  the  Session,  plan  to  visit  the 
Medical  Art  Show  in  the  Omaha  Room  on  the 
lower  level  of  the  Fontenelle  Hotel.  Vote  for  your 
favorites  early  as  balloting  closes  Wednesday,  April 
30th.  Ribbons  will  be  awarded  at  the  Annual  Ban- 
quet Wednesday  night. 

A display  of  Auxiliary  projects  and  of  challeng- 
ing, informational  literature  will  also  be  present  in 
the  Omaha  Room  during  the  Session. 


Registration,  Omaha  Country  Club 

Luncheon,  Omaha  Country  Club 

Tickets  and  Information  on  Transportation 
to  the  Country  Club  available  at  the  Regis- 
tration Desk,  Fontenelle,  Hotel 

Guest  Speaker:  Mrs.  J.  Paul  Sauvageot, 

Communications  Chairman,  Woman’s  Aux- 
iliary to  the  American  Medical  Association 

Fashion  Show  — Nebraska  Clothing  Com- 
pany’s Poppy  Shop 

Models  Hair  Fashions  — 

Mr.  Jerry’s  West 

Social  Hour  — • Omaha  Room 

To  honor  the  Presidents  of  the  Nebraska 
State  Medical  Association  and  the  Wom- 
an’s Auxiliai’y 

Annual  Banquet  — Ballroom 

Presentation  of  50- Year  Pins 

Homer  and  Jethro 
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ABBOTT  LABORATORIES,  North  Chicago,  Illi- 
nois — Abbott  Laboratories  will  feature  Normosol® 
solutions,  modern  successors  to  normal  saline  and 
dextrose  solutions,  providing  physiologic  concen- 
tration of  the  principle  ions  of  normal  plasma;  and 
Iberet®-500,  a comprehensive  hematinic  with  con- 
trolled-release  iron,  B-complex,  and  500  mg.  of 
vitamin  C to  insure  optimal  iron  absorption. 

AMERICAN  CANCER  SOCIETY,  NEBRASKA 
DIVISION,  Omaha,  Nebraska  — The  American 
Cancer  Society  is  going  to  demonstrate  the  ver- 
satility of  its  8mm  films,  along  with  materials 
available  for  implementing  Professional  Program- 
ming in  Cancer  detection  and  control. 

AMERICAN  MEDICAL  BUILDING  GUILD, 
Madison,  Wisconsin  — American  Medical  Building 
Guild  specializes  in  the  turn-key  design  and  con- 
struction of  Medical  and  Dental  buildings.  They 
offer  assistance  in  land  selection  and  financing. 
This  exhibit  is  staffed  by  qualified  architectural 
representatives  to  answer  preliminary  questions 
relating  to  building  problems. 

APACHE  CORPORATION,  Minneapolis,  Minne- 
sota — Apache  Oil  Programs,  Inc.  organizes,  offers 
and  manages  drilling  programs  for  those  whose 
taxable  incomes  render  attractive  and  justify  the 
inherent  risk  of  oil  participation. 

BLUE  CROSS -BLUE  SHIELD,  Omaha,  Nebras- 
ka — Representatives  will  be  available  to  furnish 
information  and  to  discuss  new  concepts  of  prepay- 
ment health  care. 

BRISTOL  LABORATORIES,  Syracuse,  New 
York  — You  are  cordially  invited  to  visit  the 
Bristol  Laboratories  exhibit.  Booth  #28.  We  are 
announcing  the  first  chewable  broad-spectnim  anti- 
biotic. NEW  POLYCILLIN  (ampicillin  trihydrate) 
CHEWABLE  TABLETS.  A complete  line  of  Poly- 
cillin  (ampicillin  trihydrate)  for  the  whole  family 
of  Patients.  Polycillin  Pediatric  Drops,  Polycillin 
Oral  Suspension,  Polycillin  Chewable  Tablets,  Poly- 
cillin Capsules,  and  Polycillin-N  for  Injection. 
There’s  a Bidstol  Antibiotic  for  almost  every  bac- 
terial infection. 

CARNRICK  LABORATORIES,  Cedar  Knolls, 
New  Jersey  — The  display  will  be  promoting  our 
Non-Ergotamine  product  for  all  type  vascular  head- 
aches including  migraine  and  tension.  Pocket  hand- 
kerchiefs with  Midrin  samples  will  be  passed  out 
to  all  physicians.  We  will  also  be  promoting  our 
oral  estrogen  product  Hormonin  which  is  not  animal 
nor  is  it  synthetic,  but  identical  with  what  the 
woman  produces  in  her  own  ovaries. 


CIBA  PHARMACEUTICAL  COMPANY,  Sum- 
mit, New  Jersey  — Ciba  Professional  Service  Rep- 
resentatives will  be  pleased  to  discuss  Esimil. 

COCA-COLA  COMPANY,  Skokie,  Illinois  — Ice 
cold  Coca-Cola  served  through  the  courtesy  and 
cooperation  of  the  Coca-Cola  Bottling  Company  of 
Omaha,  Nebraska,  and  the  Coca-Cola  USA. 

DICTAPHONE  CORPORATION,  Rye,  New  York 
— For  the  busy  doctor.  Dictaphone  offers  a com- 
plete line  of  dictating  machines  and  systems,  from 
deluxe  office  units  to  ultraportable,  battery  powered 
dictating  equipment.  Hospitals  will  be  particu- 
larly interested  in  the  new  Dictaphone  System  180 
which  provides  up  to  3 hours  of  recording  capability 
from  internal  or  regular  dial  telephones. 

HUGO  HEYN  COMPANY,  Omaha,  Nebraska 
Hugo  Heyn  Company  the  Edison  Voicewriter  dis- 
tributor for  Nebraska,  Western  Iowa,  and  Eastern 
South  Dakota  will  show  the  latest  Edison  dictating 
machines  including  pocket-size  portables  and  of- 
fice systems. 

KIRKPATRICK,  PETTIS,  SMITH,  POLIAN, 
INC.,  Omaha,  Nebraska  — General  information  on 
investments  ranging  from  tax-exempt  municipal 
bonds  and  fully  taxable  corporate  bonds  to  indi- 
vidual common  stocks  and  mutual  funds.  There 
will  also  be  material  available  on  the  Keogh  Plan. 
(Retirement  Plan  for  the  Self-Employed)..  Quali- 
fied men  will  be  on  hand  at  all  times  to  answer  any 
questions  you  might  have. 

LAKESIDE  LABORATORIES,  Milwaukee,  Wis- 
consin — You  are  cordially  invited  to  visit  the 
Lakeside  Booth  #20  to  discuss  Noi-pramin  — Can- 
til  — Imferon  and  other  Lakeside  Products  for 
patients  you  see  every  day. 

LOMA  LINDA  FOODS,  Riverside,  California  — 
Soyalac  — For  problem  as  well  as  regular  feed- 
ing — Fiber  free,  milk  like  in  appearance  and 
quality.  Contains  all  of  the  natural  nutrients  and 
trace  minerals  of  the  Soybean.  The  source  of  the 
fat  content  is  the  Soybean  oil  only  naturally  high 
in  the  unsaturates.  The  degree  of  general  accept- 
ability, for  infants,  children  and  adult  usage,  is 
excellent.  Please  request  Recipe  Booklets. 

MERCK  SHARP  & DOHME,  West  Point,  Penn- 
sylvania — The  Merck  Sharp  & Dohme  exhibit 
features  subjects  of  scientific  interest.  Technical- 
ly trained  personnel  are  present  to  discuss  the 
scope  and  variety  of  these  seiwices. 

MUTUAL  OF  OMAHA,  Omaha,  Nebraska  — 
Insurance  information  will  be  available  along  with 
current  infonnation  on  Medicare. 
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NEBRASKA  -SOUTH  DAKOTA  REGIONAL 
MEDICAL  PROGRAM,  Lincoln,  Nebraska  — The 
Nebraska-South  Dakota  Regional  Medical  Program 
Exhibit  outlines  the  objectives,  activities  and  prog- 
ress of  the  Regional  Medical  Programs  across  the 
country.  It  includes  a map  indicating  and  identi- 
fying both  planning  and  operational  programs  cur- 
rently underway. 

NEBRASKA  3M  BUSINESS  PRODUCTS  CEN- 
TERS — The  exhibitors  are  Systems  Sales,  Omaha; 
Exon’s,  Inc.,  Lincoln;  and  Modern  Methods,  Hast- 
ings. Representatives  will  show  the  complete  Ac- 
counts Receivable  System  “Control-O-Fax  Systems” 
— including  the  New  Q statement.  Two  Dry  Photo 
Copiers  — the  107  and  the  Copy-Mite.  New  3M 
Statement  Machine  an  automatic  billing  machine 
that  does  much  more  — this  unique  business  tool  is 
more  than  just  a statement-maker,  it  also  makes 
perfect  white  copies  of  all  kinds  of  business  or- 
iginals . . . Laminates  — makes  professional  look- 
ing transparencies  . . . addresses  42  adhesive 
backed  mailing  labels  in  4 seconds. 

PITNEY-BOWES,  INC.,  Omaha,  Nebraska  — 
Pitney-Bowes,  Inc.,  originator  of  the  postage  meter 
and  metered  mail.  Complete  Mailing  Center  Equip- 
ment, Folding  & Inserting  Machines,  Addresser- 
Printers,  Mailing  Scales,  MailOpeners,  Counters  & 
Imprinters,  Tax  Stamping  Machines.  Stop  at 
Booth  #25  and  see  our  automatic  billing  system 
for  doctors. 

PROFESSIONAL  CREDIT  CONTROL,  INC.,  Lin- 
coln, Nebraska  — We  offer  you  a professional  ap- 
proach to  your  collection  problems  — from  debtor 
to  doctor  — with  all  payments  made  directly  to  you 
for  more  accurate  accounting  and  better  patient 
relations.  Prompt,  persuasive  and  courteous  at  the 
lowest  possible  cost. 

PROGRAMMED  LEARNING,  INC.,  Garden  City, 
New  York  — Engaged  in  one  of  the  nation’s  most 
dynamic  industries.  Programmed  Education.  The 
firm  makes  available  to  professional  men  as  well 
as  to  students  on  all  levels,  the  most  dramatic 
technological  advance  in  the  remedial  and  develop- 
mental reading  field,  the  automated  speed  reading 
pacer. 

SANDOZ  PHARMACEUTICALS,  Hanover,  New 
Jersey  — Sandoz  Pharmaceuticals  cordially  invites 
you  to  visit  our  display  at  booth  #16,  where  we  are 
featuring  Mellaril,  Sansert,  Cafergot  P-B,  Fiorinal 
and  Fiorinal  with  codeine.  Any  of  our  representa- 
tives in  attendance,  will  gladly  answer  questions 
about  these  and  other  Sandoz  products. 

W.  B.  SAUNDERS  COMPANY,  Philadelphia, 
Pennsylvania  — Saunders  will  have  on  display  a 
complete  line  of  their  medical  books,  including  many 
new  titles  and  new  editions. 


SCHERING  CORPORATION,  Union,  New  Jersey 
— Sobering  Laboratories  invites  you  to  visit  their 
exhibit.  Booth  Space  #9,  where  their  representatives 
will  be  available  to  discuss  with  you  any  ques- 
tions you  may  have  on  Etrafon0,  Drixoral0, 
Valisone0,  Garamycin®,  Celestone®  Soluspan®  In- 
jection, Tinactin®,  Afrin®,  or  any  other  Sobering 
product. 

G.  D.  SEARLE  & COMPANY,  Chicago,  Illinois  — 
You  are  cordially  invited  to  visit  the  Searle  booth 
where  our  representatives  will  be  happy  to  answer 
any  questions  regarding  Searle  Products  of  Re- 
search. Featured  will  be  information  on  Ovulen-21, 
Enovid,  Aldactazide,  Flagyl,  Lomotil,  Pro-Banthine 
and  other  drugs  of  interest. 

SMITH,  MILLER  & PATCH,  INC.,  New  York, 
New  York  — Smith,  Miller  & Patch,  Inc.  will  fea- 
ture Kondremul,  our  specialty  bowel  regulator  for 
the  geriatric  patient;  our  hemitinic  tablets,  Vitron- 
C and  Vitron-C  Plus;  and  some  ophthalmic  prod- 
ucts for  ocular  conditions  encountered  in  General 
Practice. 

E.  R.  SQUIBB  & SONS,  New  York,  New  York— 
Members  of  the  medical  profession  who  search  for 
better  agents  to  prevent  and  treat  disease  are  eager 
to  learn  of  new  products  and  improvement  in  prod- 
ucts. Since  therapeutic  advances  are  constantly 
being  introduced  to  the  professional  market,  much 
valuable  product  information  is  available.  Your 
inquiries  about  the  latest  results  of  our  research 
will  be  welcomed. 

UPJOHN  COMPANY,  Kalamazoo,  Michigan  — 
Professional  representatives  of  The  Upjohn  Com- 
pany are  eager  to  contribute  to  the  success  of 
your  meeting.  They  are  here  to  discuss  the  prod- 
ucts of  Upjohn  research  designed  to  assist  you  in 
the  practice  of  your  profession.  They  welcome 
your  inquiries  and  comments. 

WARREN -TEED  PHARMACEUTICALS  INC., 
Columbus,  Ohio  — Warren-Teed  Pharmaceuticals 
Inc.  will  feature  Kaon  Elixir  and  Tablets  and  Mo- 
dane  at  their  display  in  Booth  No.  36. 

WESTAMERICA  SECURITIES,  Omaha,  Nebras- 
ka — Unique  Tax-Saving  Investments  is  the  1969 
theme  of  Westamerica  Securities,  Inc.,  specialists 
in  Mutual  Funds  and  Member — Pacific  Coast  Stock 
Exchange.  You  may  recall  hearing  Dr.  Edward 
Annis  present  this  message  at  the  Westamerica 
Securities  booth  in  Lincoln  last  year.  Barbara 
Krejci  and  Jim  Arnold  will  be  on  hand  to  illus- 
trate how  you  might  reduce  your  tax  burden 
through  investments  in  diversified  oil  drilling  pro- 
grams as  well  as  to  offer  unbiased  advice  on  over 
300  Mutual  Funds. 

Other  Exhibitors  at  the  Annual  Session 
Ayerst  Laboratories,  New  York,  New  York 
Donley  Medical  Supply  Company,  Lincoln,  Nebraska 
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THE  GREEKS  HAD  A WORD  FOR  IT 

How  parts  of  the  body  got  their  English 
names  is  at  once  a great  mystery  and  a 
simple  exercise  in  etymology.  The  word 
“back”  comes  from  AS  baec,  which  makes 
sense.  The  Greek  word  for  kidney  is  ne- 
phros,  the  Latin  is  ren;  we  use  both  in  ne- 
phrosis and  renal,  but  not  for  the  kidney. 
The  Greeks  said  kardia,  the  Romans  cor, 
for  the  heart.  Foot  comes  from  AS  fot. 
Eye  is  ophthalmos  in  Greek  and  oculus  in 
Latin,  but  neither  of  these  in  English.  The 
Greek  kolon  has  persisted,  together  with  thy- 
roeides,  splen  (it’s  Latin,  too),  larynx, 
pharynx,  trachys,  oisophagos,  and  periton- 
aion.  Surviving  Latinisms  include  armus, 
duodeni,  stomachus,  clavicula,  femur,  hu- 
merus, ligamentum,  thymus  (the  Greeks 
said  thymos),  tibia,  ulna,  umbilicus,  and 
uterus. 

Head  is  kephale  in  Greek,  caput  in  Latin. 
Neck  is  just  AS  hnecca;  we  like  that. 
Tongue  is  Latin  lingua  and  Greek  glossa. 
Brain  is  Greek  enkephalos,  Latin  encephal- 
on. Liver  is  hepar  in  Greek,  jecur  in  Latin; 
whatever  happened  to  jecur?  Pollex  is 
Latin  for  thumb,  manus  for  hand,  unguis 
for  nail,  junctio  for  joint,  naris  for  nostril; 
elbow  is  cubitus  and  chin  is  mentum. 

Tears  are  lacrimae  in  Latin,  dakrya  in 
Greek;  blood  is  sanguis  (or  cruor)  in  Latin, 
haima  in  Greek.  Mouth  is  os  in  Latin;  the 
lung  is  pneumon  (or  pleumon)  in  Greek 
and  pulmo  in  Latin.  Labium  is  Latin  for 
lip,  costa  is  rib.  The  nose  is  rhis  in  Greek, 
nasus  in  Latin. 

But  we  have  come  up  with  some  beauties 
in  our  philological  pursuit.  Muscle  is  Latin, 
but  it  comes  from  mus,  mouse,  because 
muscles  moving  under  the  skin  looked  like 
mice.  Rectum  means  straight,  and  it  is 
just  the  straight  part  of  the  intestine;  the 
rectus  abdominis  goes  straight  down.  The 
sigmoid  is  S-shaped.  Clavicle  comes  from 
the  Latin  for  key,  fibula  from  buckle,  ab- 
domen from  “to  hide,”  pelvis  from  (Greek) 
“trough,”  tibia  from  (L.)  pipe  or  flute, 
and  trachea  from  the  Greek  word  meaning 
rough.  Scrotum  is  bag  in  Latin,  but  anus 


may  derive  from  the  Latin  for  ring,  or  the 
AS  for  “to  sit.” 

— F.C. 


WHAT  PRICE  CULTURE? 

Not  too  many  years  ago,  doctors  were  con- 
sidered the  most  intellectual  people  in  the 
community.  We  were  respected  for  being 
educated,  well-informed,  and  cultured.  Our 
opinions  were  sought  everywhere.  We  were 
mayors,  sat  on  school  boards,  and  became 
patrons  of  the  arts.  Few  persons  went  to 
college  then;  most  do  now.  Medical  train- 
ing was  brief  (you  could  even  apprentice 
yourself),  while  with  everybody  specializ- 
ing, it  takes  years  now.  Long  years,  so 
that  the  doctor  is  old  when  his  practice  is 
young. 

Shall  we  go  from  high  school  to  medical 
school?  Well,  it  would  save  four  years,  but 
the  price  includes  philosophy,  literature  art, 
French,  music,  mathematics,  and  history. 
Shall  we  graduate  early  and  practice  longer, 
or  ought  we  to  acquire  culture?  Longer 
practice  means  more  doctors,  but  quantity 
is  a poor  substitute  for  quality. 

Is  your  doctor  less  of  a doctor  if  he  knows 
no  poetry,  does  not  recognize  music,  and 
cannot  tell  one  painter  from  another?  What 
of  the  surgeon  who  operates  on  the  gall- 
bladder and  cannot  spell  gallbladder?  Do 
we  submit  to  his  care  with  misgivings,  or 
do  spelling  and  surgery  have  nothing  in 
common  ? 

Being  well-informed  is  more  important 
today  than  ever  before.  With  newspapers 
and  magazines,  radio  and  TV,  one  is  without 
an  excuse  for  not  knowing  where  Biafra 
is  and  what  goes  on  in  Anguilla. 

Perhaps  things  are  different.  No  time, 
as  Galois  said,  going  out  to  die.  Too  much 
to  know.  But  is  there  not  time  for  poetry? 

And  is  there  not  a need? 

—F.C. 
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COLOR  ME  BLUE 

We  are  all  stereotyped.  The  cartoonist 
sees  the  chef  with  a big  hat,  the  butcher 
wearing  a straw  skimmer,  the  aviator  with 
a scarf  and  goggles,  the  cowboy  and  his 
spurs;  and  the  doctor? 

We  used  to  wear  beards.  Now  we’re 
drawn  differently;  we  have  a new  image, 
you  might  say.  Caricaturists  show  us  with 
head-mirrors,  though  not  one  doctor  in  fifty 
wears  one  or  knows  how  to  use  it.  They 
used  to  picture  us,  and  still  do,  with  our 
little  black  bags,  but  other  things  have  be- 
come hallmarks  of  our  profession.  There 
is  the  stethoscope,  best  worn  around  the 
neck  when,  not  in  use.  Then  there  are  the 
white  coat,  the  tongue  depressors,  the  scalpel 
(the  British  use  a lancet),  the  ambulance, 
and  the  smell  of  ether  or  iodoform. 

But  we  like  the  picture  of  the  tired  doc- 
tor, sitting  with  an  untasted  cup  of  coffee; 
that's  what  a doctor  looks  like  to  us.  He’s 
a doctor’s  doctor.  He’s  putting  in  more 
hours  per  week  than  anybody  else. 

Color  him  tired. 

— F.C. 

THE  MORTALITY  RATE:  WORDS 
AND  NUMBERS 

Numbers  (percent)  Words 

0 Dismiss  patient. 

10 Excellent. 

15 Very  good. 

20 Good  recovery. 

30 Good. 

40 As  well  as  can  be 

expected. 

50 Fair. 

60 Serious. 

70 Guarded. 

80 Poor. 

90 Dangerous. 

99 He’s  taken  a turn  for 

the  worse. 

100 May  we  have  a post? 

—F.C. 


Emergency  Resuscitation  and  Life  Support 
Vehicle  — J.  J.  Nobel  and  R.  M.  Rauch 
(Emergency  Care  Research  Center,  Phila- 
delphia). Med  Res  Eng  7:11-16  (Fourth 
Quarter)  1968. 

In  a mobile  emergency  life  support  and 
cardiopulmonary  resuscitation  system,  de- 
veloped for  routine  clinical  use  in  the  hos- 
pital and  in  the  field,  the  patient  is  placed 
upon  a folding  litter  surface  to  become  an 
integral  part  of  a man-machine  system.  The 
relationship  of  equipment  and  resuscitation 
team  members  to  the  patient  is  such  that  the 
proper  sequence  of  action  demanded  by  the 
medical  emergency  is  carried  out  with  im- 
proved efficiency  and  great  rapidity.  Swift 
establishment  of  an  airway,  ventilation,  as- 
sisted circulation  with  a mechanical  ex- 
ternal cardiac  compressor,  an  intravenous 
route,  drug  administration,  monitoring  of 
EKG,  defibrillation,  pacemaking,  and  record 
keeping  are  accomplished  with  minimum 
confusion  and  effort.  Self-contained  oxygen 
and  electric  sources  make  the  vehicle  inde- 
pendent of  external  power  and  permit  trans- 
portation of  the  patient  with  resuscitation 
procedures  underway.  Provision  has  been 
made  for  future  addition  of  hypothermia, 
cardiopulmonary  bypass  units,  and  other 
equipment  to  further  increase  the  vehicle’s 
range. 


Effect  of  Anesthesia  on  Intracranial  Pres- 
sure in  Patients  With  Space-Occupying 
Lesions  — W.  B.  Jennett  et  al  (Dept  of 
Neurosurgery,  Univ  of  Glasgow,  Glasgow, 
Scotland).  Lancet  1:61-64  (Jan  11)  1969. 

Volatile  anesthetic  agents  (halothane, 
trichloroethylene,  and  methoxyflurane)  pro- 
duced a greater  rise  in  intracranial  pres- 
sure in  patients  with  intracranial  space- 
occupying  lesions  than  in  patients  with  nor- 
mal cerebrospinal  fluid  pathways.  Blood 
pressure  was  reduced  and  cerebral  perfusion 
fell  strikingly.  The  increased  intracranial 
pressure  would  be  expected  to  accentuate 
internal  brain  hernias  and,  if  the  skull  were 
opened,  to  result  in  difficult  operating  con- 
ditions and  external  herniation  of  the 
brain. 
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ORIGINAL  ARTICLES 


Medical  Reports: 

The  Judge's  View 


My  discussion  today  is  essential- 
ly in  two  parts:  One;  what  we 
of  the  Nebraska  Workmen’s 
Compensation  Court  feel  should  be  included 
in  medical  reports  that  we  are  to  receive 
and  two ; a discussion  of  evaluation  of  perma- 
nent impairments  under  the  Nebraska  Work- 
men’s Compensation  Act. 

Before  getting  to  these  however,  I want 
to  just  mention  that  part  of  this  discussion 
entitled  Confidential  Information,  at  least 
from  the  judge’s  point  of  view.  You  are, 
of  course,  aware  of  the  physician-patient 
privilege.  Once  an  action  is  instituted  in 
any  court  to  recover  damages  for  personal 
injuries  or  in  which  the  physical  or  mental 
condition  is  one  of  the  issues  involved,  that 
person  instituting  such  action  is  deemed  to 
have  waived  that  privilege.  I don’t  believe 
it  is  necessary  to  go  into  any  lengthy  discus- 
sion of  that. 

Now,  as  to  Medical  Reports. 

I should  like  to  make  it  clear  at  the  out- 
set that  I will  be  discussing  medical  reports 
from  the  point  of  view  of  the  Workmen’s 
Compensation  Court.  It  may  be  that  attor- 
neys representing  injured  clients  or  the  in- 
surance companies  want  something  more  or 
less  than  what  we  need  and  other  courts 
dealing  with  personal  injuries  may  want 
something  other  than  what  we  need.  For 
example,  in  personal  injury  litigation  there 
may  be  great  stress  on  the  elements  of  pain 
and  suffering,  mental  anguish,  and  person- 
ality damage.  We  are  not  so  concerned 
with  these  unless  they  contribute  to  an  im- 
pairment or  loss  of  earning  capacity.  For 
the  most  part,  however,  I believe  our  needs 
will  coincide  with  what  is  generally  needed 
for  any  final  injury  report.  It  is  important 
to  understand  that  in  either  a personal  in- 
jury action  or  a workmen’s  compensation 
case  the  pathological  and  clinical  findings 
are  the  same  and  the  extent  of  permanent 
physical  impairment  and  its  resulting  loss 
of  physical  function  is  the  same.  I will  not 
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discuss  the  form  reports  as  ordinarily  these 
are  the  initial  reports  that  we  may  not  ever 
see.  The  reports  that  we  generally  deal  with 
are  the  final  reports.  The  Nebraska  Work- 
men’s Compensation  act  allows  us  to  receive 
in  evidence,  on  the  original  hearing  of  a 
disputed  case,  a written  medical  report  of 
an  attending  or  examining  physician  or  sur- 
geon which  has  been  signed  by  such  physi- 
cian. If  there  is  an  appeal  from  the  decision 
of  the  judge  after  this  original  hearing, 
medical  reports  may  only  be  received  by 
agreement  of  all  parties  to  the  suit.  The 
more  information  we  have  at  the  trial  of 
the  original  hearing,  the  more  intelligent  is 
the  decision  we  can  make.  The  better  our 
decision  is,  the  less  chance  there  is  of  an 
appeal  and  consequently  the  less  need  there 
will  be  for  physicians  to  testify  in  person. 
I fully  realize  that  preparing  reports  can  be 
a tedious  job,  but  I must  emphasize  that  the 
better  and  the  more  complete  the  reports 
are,  the  less  you  will  be  called  upon  to  be 
away  from  your  office  for  hours  or  days 
to  testify  in  court.  Now,  what  do  we  want 
in  the  reports?  We  want  a past  history, 
particularly  if  it  may  be  contributory.  The 
past  history  should  include  inquiry  into  pre- 
viously existing  injuries,  disabilities,  sys- 
temic disease,  or  anomalies.  In  addition,  we 
want  a full  and  complete  history  beginning 
with  the  first  time  you  saw  the  patient, 
telling  us  who  he  is,  when,  where,  under 
what  circumstances,  and  for  what  reason 
you  saw  him.  Tell  us  what  caused  his  in- 
jury, and  possible  mechanism  of  the  injury, 
when  and  where  he  was  injured,  what  part 
of  his  body  was  injured,  and  how  he  was 
injured.  Bring  his  history  up  to  date  to 
the  time  of  his  visit  to  you,  being  as  complete 
as  you  can.  We  will  want  to  know  his  com- 
plaints, if  he  saw  other  physicians  and  the 
results  of  such  visits,  and  we  will  want  to 
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know  what  you  did,  as  for  example,  were 
x-rays  taken,  what  tests  were  made,  did  you 
do  a general  examination  or  did  you  limit 
your  examination  in  any  way?  We  will  want 
to  know  the  results  of  your  examination  and 
tests,  that  is,  what  were  the  findings,  both 
positive  and  negative,  of  your  examination, 
tests,  and  x-rays.  The  clinical  findings 
should  be  coordinated  with  the  history  in 
order  to  test  subjective  complaints  with  the 
nature  and  extent  of  the  injury.  Accurate 
measurements  of  the  injured  part  should  be 
compared  with  those  of  opposite  uninjured 
parts  to  determine  atrophy,  shortening,  and 
joint  motion.  We  want  to  know  your  treat- 
ment and  what  you  advised  him  to  do.  What 
were  the  results  of  your  treatment?  If  you 
saw  him  again,  we  will  want  an  interim  his- 
tory and  in  this  manner,  bring  him  up  to 
date  of  the  report,  telling  us  if  there  was 
improvement  or  not.  If  you  advised  him 
not  to  work,  we  will  need  that  informa- 
tion. If  you  advised  him  to  work,  we  also 
need  that  information.  If  he  could  work 
with  limitations,  tell  us  that  and  tell  us 
what  his  limitations  were.  The  date  you 
release  him  from  further  medical  care  should 
be  noted.  The  date  he  can  return  to  work 
should  also  be  noted.  Finally,  we  must  have 
your  opinion  as  to  the  evaluation  of  his 
physical  impairment,  an  opinion  of  whether 
or  not  it  is  permanent,  and  an  opinion  of 
whether  or  not  such  permanent  impairment 
was  caused  by  the  injury,  or  if  there  were 
other  contributing  factors.  If  there  were 
contributing  factors,  tell  us  what  they  were 
and  how  much  they  contributed  to  the  im- 
pairment. In  many  instances,  the  date  that 
you  release  him  from  medical  care  m.ay  be 
the  same  date  that  you  can  evaluate  his 
permanent  impairment,  but  it  may  not.  If 
you  do  release  him  from  treatment  but  can- 
not evaluate  him,  then  it  would  be  extreme- 
ly helpful  to  indicate  approximately  when 
you  think  an  evaluation  can  be  made. 

The  Workmen’s  Compensation  Act  in  Ne- 
braska, states  that  the  burden  of  proving 
a right  to  compensation  is  on  the  claimant. 
It  is  the  judge’s  job  to  determine  whether 
or  not  the  claimant  has  met  this  burden. 
In  attempting  to  determine  this,  it  is  neces- 
sary for  us,  in  many  cases,  to  take  into  con- 
sideration the  claimant’s  prior  history,  how 


the  injury  occurred,  and  whether  or  not  he 
was  on  the  job  when  the  injury  happened. 
We  must  determine  whether  or  not  there 
is  a casual  connection  between  the  accident 
and  his  disability,  and  whether  or  not  there 
is  a causal  connection  between  his  work 
and  his  disability,  whether  such  disability 
is  temporary  or  permanent.  We  must  de- 
termine how  much  temporary  disability  he 
sustained  both  as  to  length  of  time  of  such 
temporary  disability  and  as  to  the  extent 
or  percentage  of  such  temporary  disability. 

Finally,  we  must  determine  the  percentage 
of  any  permanent  disability.  In  making 
these  determinations,  the  report  containing 
the  information  I have  outlined  is  vital. 

Evaluation  of  Permanent  Impairment 

I have  been  using  the  word  “impairment” 
and  the  word  “disability”  and  I believe  that 
it  is  extremely  important  in  discussing 
evaluations  of  permanent  injuries  that  we 
recognize  that  there  is  a difference  between 
“impairment”  and  “disability.”  Impairment 
is  a purely  medical  term  and  a medical 
condition  and  is  defined  as  any  anatomic  or 
functional  abnormality  or  loss,  and  it  is  a 
permanent  impairment  when  there  is  any 
anatomical  or  functional  abnonnality  or  loss 
after  maximum  medical  rehabilitation  has 
been  achieved  and  which  abnormality  or  loss 
the  physician  considers  stable  or  non-pro- 
gressive at  the  time  the  evaluation  is  made. 
The  evaluation  or  rating  of  permanent  im- 
pairment is  a function  which  you  alone,  as 
physicians,  are  competent  to  perform.  This 
evaluation  of  permanent  impairment  is  an 
appraisal  of  the  nature  and  extent  of  the 
claimant’s  injury  as  it  affects  his  personal 
efficiency  in  the  activities  of  daily  living, 
such  as  self-care,  normal  living  postures, 
ambulation,  elevation,  traveling,  and  non- 
specialized  hand  activities.  Permanent  im- 
pairment is  a contributing  factor  to,  but  not 
necessarily  an  indication  of,  the  extent  of 
the  claimant’s  permanent  disability.  It  is 
the  physicians’  job  to  evaluate  the  perma- 
nent impairment.  It  is  the  judge’s  job  to 
evaluate  the  social  and  economic  effects 
of  permanent  impairment  in  making  their 
determination  of  permanent  disability.  In 
order  to  properly  and  competently  evaluate 
permanent  impairment,  you  as  physicians 
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must  have  an  adequate  and  complete  medical 
examination,  an  accurate  objective  measure- 
ment of  function,  and  you  must  avoid  sub- 
jective impressions  and  non-medical  factors. 
Disability  is  not  a purely  medical  condition 
but  is  a reduction  or  absence  of  actual  or 
presumed  ability  to  engage  in  gainful  activ- 
ity because  of  an  impaiiTnent  and  is  perma- 
nent when  no  fundamental  or  marked  change 
in  the  future  can  be  expected.  The  evalua- 
tion of  permanent  disability  is  the  judges' 
function  in  workmen’s  compensation  cases 
and  is  an  appraisal  of  the  claimant’s  pres- 
ent and  probable  future  ability  to  engage  in 
gainful  activity  as  it  is  affected  by  non- 
medical factors  such  as  age,  sex,  education, 
economic  and  social  environment,  and  the 
medical  factor  of  permanent  impairment. 
Because  of  the  fact  that  the  non-medical 
factors  are,  in  many  cases,  either  absent 
or  impossible  to  measure,  permanent  impair- 
ment is  in  fact  the  only  real  criterion  of 
permanent  disability  in  a great  many  cases. 

Disability  in  workmen’s  compensation 
cases  is  divided  into  two  categories,  perma- 
nent and  temporary.  Temporary  disability 
may  be  divided  into  temporary  partial  or 
temporary  total  disability  and  is  the  period 
that  the  injured  employee  is  submitting  to 
treatment,  is  convalescing,  is  suffering  from 
the  injury  and  is  unable  to  work,  either 
wholly  or  in  part  because  of  the  injury,  with 
a reasonable  expectation  of  substantial  im- 
provement. If  he  is  wholly  unable  to  work, 
it  is  total  and  if  he  is  able  to  do  part  of  his 
work,  it  is  partial.  The  extent  of  the  pemna- 
nent  disability  is  not  finally  determinable 
within  the  meaning  of  the  Workmen’s  Com- 
pensation Act  until  the  employee  is  restored 
insofar  as  the  nature  of  his  injuries  will 
permit. 

Permanent  disability  is  divided  into  perma- 
nent total  and  permanent  partial  disability. 
Permanent  partial  disability  is  further  di- 
vided into  permanent  injury  of  certain  spe- 
cific members,  and  permanent  partial  dis- 
ability of  the  rest  of  the  body  which  results 
in  a permanent  loss  of  earning  power. 

Permanent  total  disability  under  the  Work- 
men’s Compensation  Act  is  defined  in  terms 
of  employability  and  earning  capacity  and  not 
in  terms  of  loss  of  bodily  function.  Disabil- 


ity is  not  total  if  the  workman  who  was 
injured  is  still  capable  of  obtaining  and  per- 
forming remunerative  employment.  An  em- 
ployee may  be  able  to  obtain  trivial  occasional 
employment  under  rare  conditions  at  small 
remuneration  but  he  is  still  totally  disabled 
unless  he  is  able  to  get,  hold,  or  do  any 
substantial  amount  of  remunerative  work 
either  in  his  previous  occupation  or  any 
other  established  field  of  employment  for 
which  he  is  fitted.  Total  disability  does  not 
mean  a state  of  absolute  helplessness,  but 
means  disablement  of  an  employee  to  earn 
wages  in  the  same  kind  of  work,  or  work 
of  a similar  nature,  that  he  was  trained  for, 
or  accustomed  to  perform,  or  any  other  kind 
of  work  which  a person  of  his  mentality  and 
attainments  could  do. 

Permanent  partial  disability  of  the  body 
is  also  defined  in  terms  of  employability  and 
earning  capacity  and  not  in  terms  of  loss 
of  bodily  function.  In  fact,  the  Workmen’s 
Compensation  statute  says  that  compensa- 
tion for  disability  partial  in  character,  ex- 
cept for  permanent  partial  disability  of  spe- 
cific members,  shall  be  based  on  the  differ- 
ence between  the  wages  received  at  the  time 
of  the  injury  and  the  “earning  power” 
of  the  employee  thereafter.  Now,  what 
is  “earning  power?”  “Earning  power” 
has  been  defined  in  several  cases  but  the  one 
I think  is  best,  states  that  it  is  not  synony- 
mous with  wages  but  includes:  (1)  The 

ability  to  earn  wages  in  the  employment  in 
which  he  is  engaged  or  for  which  he  is  fit- 
ted; (2)  The  eligibility  to  procure  employ- 
ment generally;  (3)  The  ability  to  hold  a 
job  obtained;  and  (4)  The  capacity  to  per- 
form the  tasks  of  the  work  in  which  engaged. 
If  any  one  or  more  of  these  four  elements 
of  earning  power  are  affected  and  paiTially 
impaired  as  the  result  of  a compensable  ac- 
cident, and  the  disability  is  not  to  a specified 
member,  then  there  is  a partial  loss  of  “earn- 
ing power.” 

I have  stated  that  it  is  the  physician’s 
job  to  evaluate  the  permanent  impairment 
and  not  the  permanent  disability  or  loss  of 
earning  power.  If  disability  is  not  defined 
in  terms  of  loss  of  bodily  function,  then 
you  may  ask,  what  good  is  an  evaluation  of 
permanent  impairment  to  the  body?  The 
answer  is  that  losses  in  bodily  function  are 
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important  in  that,  and  insofar  as,  they 
relate  to  earning  capacity.  An  evaluation  of 
bodily  impairment  is  important  to  us  in  de- 
termining whether  or  not  and  to  what  ex- 
tent there  has  been  a loss  of  earning  power. 
And  it  is  important  to  us  in  many  cases 
where,  as  I have  already  stated,  the  non- 
medical factors  are  impossible  to  measure, 
or  are  absent,  and  thus  the  only  real  cri- 
terion we  have  to  measure  permanent  dis- 
ability is  your  evaluation  of  permanent  im- 
pairment. 

The  last  category  is  permanent  partial 
disability  of  a specific  member.  These  spe- 
cific classes  are  set  out  in  the  statutes  and 
are  the  thumb,  finger,  great  toe,  toes  other 
than  the  great  toe,  hand,  arm,  foot,  leg, 
eye,  ear,  hearing,  and  nose.  Disability  of 
these  specific  classes  are  measured  by  am- 
putation or  by  permanent  total  or  perma- 
nent partial  loss  of  the  use  or  function  of 
any  of  these  members.  Loss  of  use  and  func- 
tion of  specific  members  is  the  one  area 
where  medical  impairment  and  workmen’s 
compensation  disability  mean  the  same  thing. 
And,  it  is  in  this  area  that  we  have  the 
most  trouble  with  medical  reports.  Disabil- 
ity to  these  scheduled  members  have  sched- 
uled benefits  and  the  amount  of  benefits  is 
fixed  without  regard  to  the  extent  of  the 
subsequent  disability  with  respect  to  the 
particular  work  or  industry  in  which  the 
employee  was  engaged  at  the  time  of  his 
injury.  We  are  well  aware  of  the  fact 
that  the  truck  driver  who  loses  an  arm  may 
be  totally  disabled  from  performing  his  work 
as  a truck  driver.  We  are  also  well  aware 
that  a 100%  impairment  of  the  upper  ex- 
tremity is  equal,  medically,  to  60%  im- 
pairment of  the  whole  man ; however,  where 
the  workmen’s  compensation  law  fixes  the 
amount  of  compensation,  such  compensa- 
tion can  be  measured  only  in  the  manner  di- 
rected by  the  statute.  I recall  one  medical 
report  that  stated  that  a particular  patient 
had  lost  his  middle  finger  by  amputation  at 
the  distal  interphalangeal  joint  and  that  this 
was  equal  to  45%  impairment  to  this  finger, 
which  was  equal  to  9%  impairment  of  the 
hand,  which  was  equal  to  8%  impainuent 
of  the  upper  extremity,  and  that  this  was 
equivalent  to  5%  impairment  of  the  whole 
man.  Now,  all  of  this  may  be  interesting. 


but  it  is  not  what  we  need.  If  the  report 
stated  that  the  middle  finger  was  amputated 
at  the  distal  interphalangeal  joint  and 
stopped  there,  we  would  have  had  all  the 
information  we  needed.  Where  there  is  an 
amputation,  we  need  to  know  the  exact  site 
of  the  amputation.  The  statute  then  sets 
out  the  amount  of  disability  and  the  com- 
pensation to  be  paid.  Where  there  is  a loss 
of  use  and  function,  we  need  to  know  the 
percentage  of  such  loss  and  to  what.  If 
it  is  to  a finger,  say  so  and  stop  right  there. 
If  it  is  to  a foot  say  so,  and  stop  there.  Am- 
putation between  the  elbow  and  wrist  is 
considered  as  equivalent  to  the  loss  of  a 
hand  and  between  the  knee  and  the  ankle  is 
considered  as  the  loss  of  a foot.  Amputation 
at  or  above  the  elbow  is  the  loss  of  an  arm 
and  at  or  above  the  knee  is  the  loss  of  a 
leg.  For  loss  of  use  and  function,  the  same 
principles  apply.  If  you  are  rating  an  in- 
jury below  the  elbow  and  at  or  above  the 
wrist,  rate  it  as  a hand.  If  you  use  the 
AMA  Guides  to  Evaluation  of  Permanent 
Impairment,  you  may  have  to  work  back- 
ward in  finding  the  proper  rating.  For  ex- 
ample, this  Guide  states  that  amputation 
at  the  wrist  or  ankylosis  at  full  ulnar  devia- 
tion is  90%  impairment  of  the  upper  ex- 
tremity ; but,  we  do  not  want  the  rating 
to  the  upper  extremity.  We  need  the  hand 
disability  and,  in  this  case,  it  is  100%  of 
the  hand.  An  ankylosis  of  the  wrist  in  a 
neutral  position  is  shown  as  30%  impair- 
ment of  the  upper  extremity,  but  again,  we 
must  know  the  hand  disability  and  in  this 
case,  it  would  be  approximately  33%  or  pos- 
sibly 35%  impairment  of  the  hand  if  you 
want  to  round  it  off  to  the  nearest  5%  as 
this  Guide  suggests.  Now,  we  realize  that 
many  of  you  feel  that  this  causes  inequities 
and  is  wrong,  medically,  and  you  feel  that 
the  loss  of  a thumb,  for  example,  does  affect 
the  use  of  the  hand  and  should  be  com- 
pensated for  on  the  basis  of  a loss  of  use 
of  the  hand,  and  that  an  amputation  at  the 
wrist  does  affect  the  whole  upper  extrem- 
ity and  should  be  so  compensated  or  even 
perhaps  that  the  amputation  at  the  wrist 
should  be  compensated  on  the  basis  of  a loss 
of  earning  power,  and  I am  sure  that  many 
lawyers  and  judges  would  agree,  but  never- 
theless, in  workmen’s  compensation  cases 
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we  are  dealing  with  a specific  statute  and 
we  must  follow  it  and  measure  the  disability 
in  the  manner  directed  by  the  statute.  If 
there  is  to  be  any  change,  it  must  be  done  by 
changing  the  statute. 

So,  when  you  evaluate  impairments  to  the 
specific  members,  such  as  the  fingers,  the 
hand,  the  foot,  and  so  forth,  evaluate  just 
that  member.  If  the  injury  is  to  the  ankle, 
then  evaluate  the  foot  impairment.  If  the 
injury  is  to  the  toes  alone,  evaluate  the  toes. 
If  you  have  a hand  injury  and  a back  in- 
jury, evaluate  each  separately,  but  if  you  have 
a finger  and  hand  injury  with  an  impair- 
ment to  the  finger  and  to  the  same  hand 
from  the  same  accident,  then  evaluate  it  all 
as  a hand  impairment.  If  you  have  an  ankle 
and  knee  injury  in  the  same  accident  to  the 
same  leg,  you  can  evaluate  it  all  together  as 
a leg  impairment,  but  if  it  is  to  the  right 
ankle  and  the  left  knee,  evaluate  the  right 


foot  and  the  left  leg  separately.  Injury  to 
the  head  and  trunk,  exclusive  of  the  spe- 
cific members,  is  to  be  evaluated  on  the  basis 
of  impairment  of  the  whole  man.  For  ex- 
ample, a back  injury  is  evaluated  as  an  im- 
pairment of  the  whole  body.  If  you  have  a 
disc  injury  which  affects  a member,  evalu- 
ate the  whole  man,  but,  on  the  other  hand, 
if  you  have  a disc  injury  and  a separate 
injury  to  a member  and  each  results  in  an 
impairment,  then  evaluate  the  whole  body 
impairment  resulting  from  the  disc  injury 
and  separately  evaluate  the  member  impair- 
ment resulting  from  the  injury  to  the  mem- 
ber. I think  that  in  evaluating  impairments 
under  the  workmen’s  compensation  act,  if 
you  will  keep  in  mind  two  things,  you  can 
save  yourself  a lot  of  extra  work.  One, 
your  job  is  to  evaluate  impairment,  not  dis- 
ability, and  two,  when  evaluating  specific 
member  impairments,  evaluate  just  the  spe- 
cific member. 
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Court  Testimony: 

The  Physician  As  A Witness 
Appellate  Judge's  View* 


AS  you  will  have  noted  from  your 
program,  I am  the  fourth  and 
last  speaker  on  the  same  sub- 
ject. I hope  that  you  will  not  have  the  same 
reaction  as  that  of  a certain  little  girl.  A 
guest  in  the  home  discovered  that  the  little 
girl  had  a butterfly  collection  and  had  a 
rather  extensive  conversation  with  her 
about  butterflies.  After  his  departure,  he 
sent  her  a book  on  butterflies.  Upon  his 
next  visit,  he  asked  the  little  girl  about  the 
book.  Her  reply  was:  “I  really  learned 
more  about  butterflies  than  I wanted  to 
know.” 

I am  afraid  that  after  all  these  speeches, 
you  may  have  the  same  feeling  about  court- 
room testimony  by  a physician. 

I also  recall  an  occasion  in  St.  Paul,  Min- 
nesota, after  a debate,  when  the  newspaper 
spelled  my  name  as  “Half”  McCown.  Today 
may  give  rise  to  a repetition.  After  these 
three  fellows  finished,  I find  less  than  half 
of  my  speech  is  left.  In  any  event,  repetition 
with  a twist  may  not  be  entirely  useless  and 
I should,  therefore,  begin  by  saying  that, 
medically  speaking,  I need  some  history ; 
or  in  legal  language,  I need  to  lay  the  foun- 
dation, as  background  for  what  I have  to 
say  by  explaining  how  an  appellate  judge 
comes  in  contact  with  the  testimony  of  a 
medical  expert  witness. 

For  the  benefit  of  the  doctors,  an  appellate 
court  is  a reviewing  court  and  not  a trial 
court.  In  our  court,  we  never  hear  or  see 
a witness  testify.  The  medical  testimony 
of  a physician,  like  other  testimony,  is  taken 
down  by  the  court  reporter  at  the  actual 
trial,  and  we  see  only  the  printed  record  of 
it.  As  a result,  the  medical  testimony,  as 
we  review  it,  is  not  colored  by  the  person- 
ality nor  the  appearance  or  conduct  of  the 
doctor  on  the  witness  stand.  It  represents 
what  is  called  in  legal  parlance,  a “cold” 
record. 


HON.  HALE  McCOWN 


Each  profession  has  its  own  technical 
terminology.  While  technical  terminology 
is  not,  strictly  speaking,  a language,  it  is, 
in  our  professions,  at  least  sufficiently  ex- 
tensive to  require  both  a medical  and  a 
legal  dictionary.  When  the  English  lan- 
guage, which  is  difficult  enough  for  most 
of  us  as  it  is,  is  coupled  with  a technical 
professional  vocabulary  and  terminology, 
the  problem  of  understanding  one  another 
becomes  even  more  complicated. 

We  lawyers  use  legal  language.  You  doc- 
tors use  medical  language.  Neither  of  us 
fully  understands  the  other,  and  the  poor 
layman  ordinarily  doesn’t  understand  either 
one  of  us. 

This  fundamental  fact  of  technical  profes- 
sional language  is  the  source  of  one  of  the 
primary  problems  of  a medical  witness. 
That  problem  is  communication.  A basic 
problem  in  communication  is  to  know  what 
language  the  person  with  whom  you  are 
trying  to  communicate  understands.  The 
adversary  system  in  which  we  operate  has 
already  been  mentioned.  Under  that  system, 
the  jury  is  the  fact-finder,  even  as  to  medi- 
cal facts  or  opinions.  The  adversary  legal 
system  might  be  called  an  antique  that  is 
really  old,  but  still  used  and  usable.  It  was 
developed  to  provide  for  the  resolution,  by 
citizens,  of  factual  disputes  between  their 
peers.  Today  medical  factual  disputes  are 
no  longer  among  laymen  who  are  the  peers 
of  the  jury,  but  are  among  medical  men, 
but  these  medical  factual  disputes  are  still 
resolved  by  the  jury. 

Most  doctors  and  many  lawyers  and 
judges  feel  that  medical  disputes  should  be 
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resolved  by  medical  experts,  and  that  there 
is  a pressing  need  to  modify  our  methods  of 
administration  of  justice.  As  a result,  many 
plans  for  the  use  of  impartial  medical  ex- 
perts have  been  proposed  or  tried  and  some 
are  in  use  in  various  parts  of  the  country. 

Ordinarily,  attorneys  and  judges  are  more 
opposed  to  changes  in  the  jury  system  than 
doctors. 

It  is  quite  apparent  also  that  lawyers  and 
doctors  differ  substantially  in  their  views 
as  to  what  are  the  qualifications  of  a medical 
expert  witness.  Lawyers  ordinarily  empha- 
size courtroom  manner  or  effectiveness  with 
a jury,  while  the  doctors  ordinarily  believe 
that  only  the  expertise  of  the  witness  should 
be  important. 

Probably  the  most  troublesome  hurdle  to 
obtaining  adequate  medical  testimony  in 
court  is  a basic  difference  between  medical 
and  legal  institutions  on  the  issue  of  fact 
determination.  Physicians  are  dedicated  to 
the  scientific  method  in  which  objectivity 
is  emphasized.  The  attorneys  are  basically 
committed  to  the  adversary  method  where 
truth  is  established  by  deciding  between  the 
opposing  contentions  of  interested  parties. 
These  are  somewhat  subtle,  but  basic  differ- 
ences which  make  it  difficult  to  provide  a 
congenial  courtroom  atmosphere  for  the 
medical  expert  witness. 

Most  doctors  seem  to  react  adversely  to 
the  thought  that  it  is  necessary  to  “sell” 
their  medical  ideas  to  a group  of  laymen. 
The  very  idea  of  leaving  matters  in  the  field 
of  medical  expertise  to  a group  of  laymen 
is  distasteful.  There  are  many  lawyers  who 
also  agree,  and  this  should  lead  to  further 
efforts  on  the  part  of  both  professions  to 
ease  the  conflict  between  courts  and  doctors 
and  to  modify  the  adversary  system  in  such 
a fashion  that  it  will  come  closer  to  achiev- 
ing its  ultimate  objective  of  determining 
the  truth.  Hope  for  the  future  does  not 
change  the  hard  reality  of  the  present.  The 
main  thrust  of  remarks  here  this  morning, 
however,  should  be  directed  to  the  system 
as  it  is,  in  which  both  lawyers  and  doctors 
presently  have  to  operate. 

Under  that  system,  the  doctor’s  function, 
correctly  carried  out,  is  to  explain  or  make 


clear,  to  a jury  of  laymen,  and  to  a group 
of  lay  judges,  medical  facts  and  medical 
opinions. 

While  I am  sure  that  medical  terminology 
is  much  more  accurate  and  precise  for  use 
by  the  doctors,  it  is  not  effective  as  a 
means  of  communication  to  someone  who 
does  not  understand  it.  Yet  many  medical 
experts  tend  to  use  an  excessive  number  of 
technical  words,  terms,  or  phrases,  or  fail 
to  clarify  or  explain  the  terms  they  use. 
Some  doctors  seem  to  feel  that  the  use  of 
technical  terms  and  language  impresses  the 
jury.  Perhaps  it  is  a desire  to  foster  the 
divinity  image  of  doctors  which  I under- 
stand the  public  generally  is  reported  to 
have.  I think  the  real  reason  is  much  more 
likely  to  be  that  medical  language  is  so  fa- 
miliar to  the  doctor,  so  constantly  used,  and 
so  completely  bound  up  with  his  use  of  his 
native  English,  that  he  forgets  completely 
that  the  ordinary  layman  on  the  jury  may 
not  clearly  understand  even  the  most  com- 
mon medical  terms.  Even  the  use  of  the 
words  “trauma”  or  “traumatic,”  with  which 
both  lawyers  and  doctors  are  thoroughly 
familiar,  might  well  cause  a cerebral  post- 
concussive  state  for  some  jurors.  For  the 
benefit  of  the  lawyers,  that  merely  means 
“a  headache  after  concussion.” 

This  problem  of  communication  in  court 
testimony  may,  to  some  extent,  be  aggravat- 
ed by  a failure  to  distinguish  between  writ- 
ten medical  reports,  on  which  you  had  a 
separate  session  this  morning,  and  oral 
testimony  before  a court  and  jury.  The 
medical  report  is  designed  for  doctors.  In 
general,  the  written  medical  report  is  in 
precise,  concise  medical  terms,  intended  to 
be  read  and  understood  by  those  who  have 
the  necessary  background  to  read  and  inter- 
pret it.  Unfortunately,  on  occasion,  some 
doctors  testify  on  the  witness  stand  essen- 
tially as  though  they  were  making  a medical 
report.  It  has  even  happened,  fortunately 
infrequently,  that  doctors  testify  on  the  wit- 
ness stand  by  simply  reading  their  medical 
reports.  If  this  was  the  sum  total  of  medical 
testimony  in  a jury  trial,  the  probable  re- 
sult would  be  confusion  and  frustration  for 
the  jury.  Even  though  the  lawyers  who 
are  trying  the  case  may  be  thoroughly  fa- 
miliar with  the  particular  medical  terms  in- 
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volved  and  will  ordinarily  draw  out,  for 
the  benefit  of  the  jury,  the  explanation  of 
medical  terms  in  layman’s  language,  it  is 
occasionally  just  possible  that  an  ineffec- 
tive lawyer  and  an  ineffective  doctor  may  be 
working  together. 

The  doctor’s  problem  of  communication  to 
a jury  might  be  compared  by  analogy  to  the 
problem  of  thoroughly  explaining  to  a family 
group  of  varying  ages,  the  medical  condi- 
tions found,  and  the  diagnosis  and  prog- 
nosis for,  an  injured  or  diseased  member  of 
the  family.  It  may  give  the  doctor  hyper- 
tensive cardiovascular  disease  to  attempt  it, 
but  judges  and  lawyers,  and  even  most  doc- 
tors, would  probably  agree  it  was  worth  it 
for  a jury  trial  involving  the  substantial 
rights  of  individuals. 

One  reason  doctors  prefer  medical  term- 
inology is  the  fact  of  its  precision.  It  is  pre- 
cise, but  it  is  only  precise  to  someone  who 
understands  it.  It  may  need  to  be  coupled 
with  explanations  which  do  not  destroy  its 
precision  but  do  make  it  more  understandable 
to  laymen. 

Another  area  which  deals  indirectly  with 
communication  arises  in  the  use  of  visual 
aids  to  medical  testimony.  Ordinary  and 
common  examples  would  be  the  use  of  x-rays 
or  the  doctor’s  own  anatomy  to  demonstrate 
the  area  of  injury  or  disease.  This  is  where 
the  appellate  court  may  well  be  at  a loss 
to  know  which  particular  portion  of  an  ex- 
hibit or  of  his  own  body  he  is  referring  to. 
Even  for  a jury,  which  can  see  the  demon- 
stration, it  can  be  made  much  more  precise 
and  understandable  by  the  use  of  layman’s 
language  with  the  visual  aid.  Even  lay- 
man’s language  can  be  overly  complicated. 
One  of  the  most  common  examples  in  this 
sort  of  testimony  involves  the  use  of  terms 
like  “anterior”  and  “posterior”  instead  of 
“front”  and  “rear.”  One  might  speculate 
aboiit  the  possibility  of  a reflexive  kick  in  the 
posterior  delivered  from  a lateral  position. 

Although  the  good  lawyer  will  almost  in- 
variably make  sure  that  the  doctor  later 
explains  these  tenns  in  layman’s  language, 
it  is  frequently  much  more  effective  if  the 
doctor  make  such  terms  clear  as  he  testifies. 
There  are  even  some  instances  in  which  lay- 
man’s language  alone  is  sufficient. 


There  must  be,  and  is,  a definite  place 
within  the  adversary  system  for  the  doctor 
to  give  his  expert  opinion  without  unduly 
compromising  the  scientific  approach  that 
he  is  accustomed  to.  Probably  both  attor- 
neys and  doctors  would  agree  that  sometimes 
at  least,  it  appears  that  a jury  is  more  likely 
to  believe  a personable  physician  than  an 
equally  competent,  but  less  personally  at- 
tractive doctor.  It  is  probably  equally  true 
that  the  doctor  who  can  communicate  with 
the  jury  is  more  effective  than  one  who 
cannot.  Not  much  can  be  done  about  your 
personality,  but  the  ability  to  communicate 
can  be  substantially  improved  with  a little 
effort. 

The  second  major  point  I wish  to  discuss 
involves  the  relationship  of  the  doctor’s 
courtroom  testimony  to  the  adversary  legal 
system  under  which  personal  injury  litiga- 
tion is  conducted.  The  nature  of  that  sys- 
tem has  already  been  discussed  in  one  or  two 
aspects.  Essentially,  it  involves  an  adver- 
sary proceeding  in  which  there  is  one  side 
against  the  other  side.  Depending  on  your 
emotional  involvement,  maybe  it  is  the  “good 
guys”  and  the  “bad  guys.” 

Some  doctors  have  the  impression  that  a 
courtroom  trial  is  some  sort  of  complicated 
legal  game,  played  under  a rather  strange 
set  of  rules,  where  any  witness,  including 
a medical  expert,  must  be  on  one  side  or 
the  other,  and  the  only  objective  is  to  win 
the  game.  The  real  objective  of  our  system 
of  law  is  to  ascertain  the  truth  as  nearly  as 
possible.  This  requires  an  objective  view- 
point, which  courts  strive  to  achieve. 

The  parties  are,  of  course,  partisan,  and 
juries  tend  to  weigh  that  partisanship  in 
assessing  the  testimony  of  the  parties  them- 
selves. The  lawyers,  basically,  are  advocates 
and  are  bound  by  our  code  of  rules  to  sup- 
port the  legal  position  of  their  clients. 
Even  the  lawyer  who  is  a partisan  by  neces- 
sity and  by  the  requirements  of  the  law 
itself,  is  also  an  officer  of  the  court.  He 
is  not  ethically  permitted  to  use  evidence 
he  knows  to  be  false  in  the  trial  of  a case, 
nor  to  build  a case  on  imaginary  or  manu- 
factured facts  and  testimony. 

The  doctor  who  is  called  as  an  expert 
medical  witness  may  feel  that  he  also 
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should  be  a partisan  because  he  is  called 
by  one  side  or  the  other,  but  he  should  not  be 
a partisan  nor  an  adversary  for  the  legal 
cause  of  either  side.  Strictly  speaking,  he 
is,  of  course,  a partisan  in  a sense,  but  he  is 
properly  a partisan  only  for  his  own  medical 
opinion  and  the  science  and  art  of  medicine 
itself;  and  not  the  legal  cause  of  his  pa- 
tient. His  medical  opinion  ought  not  to  be 
stretched  or  diminished  by  the  partisan  ad- 
versary atmosphere  in  which  he  is  required 
to  produce  it  in  court.  It  is  difficult  for  lay- 
men to  understand  how  two  doctors  can 
come  with  completely  opposite  conclusions 
on  the  same  set  of  medical  facts,  and  this 
situation  is  frequently  the  result  of  medical 
partisanship  for  a legal  cause.  When  the 
doctor  attempts  to  become  a partisan,  it  is 
exactly  here  that  he  usually  leaves  himself 
open  to  the  greatest  possibility  of  attack 
by  the  lawyer  on  the  other  side. 

I suppose  that  some  doctors  feel  that  it 
is  their  duty,  where  their  own  patient  is 
involved,  not  only  to  do  the  best  possible 
job  they  can  for  him  medically,  but  also  to 
accomplish  the  best  legal  result  they  can 
for  him.  The  legal  job  is  the  lawyer’s  re- 
sponsibility and  only  the  medical  is  the  doc- 
tor’s. 

In  many  instances,  if  the  effort  on  the 
doctor’s  part  to  be  partisan  is  obvious,  the 
effect  on  the  jury  will  be  actually  the  oppo- 
site of  what  is  intended  by  the  doctor.  Even 
a cold  record  sometimes  seems  to  reflect 
partisanship  on  the  part  of  a medical  witness. 

Sometimes  a doctor’s  competitive  partisan 
instinct  may  be  generated  by  his  feeling 
that  the  “other”  lawyer  is  trying  to  put 
him  or  his  medical  opinion  in  a bad  light 
before  the  jury.  This,  of  course,  has  been 
attempted  on  occasion,  but  a lawyer’s  ef- 
forts along  this  line  are  often  generated  by 
indications  from  a doctor’s  testimony  that 
he  has  stretched  the  medical  facts  because 
of  his  own  partisanship.  It  is  almost  im- 
possible, however,  for  a lawyer  to  make  an 
honest,  thorough,  conscientious  medical  wit- 
ness appear  as  anything  else.  In  fact,  the 
good  lawyer  knows  better  than  to  try.  Any 
obvious  effort  on  the  part  of  any  lawyer 
to  twist  or  distort  an  honest  medical  ex- 
pert’s testimony  results  only  in  a reaction 


unfavorable  to  the  lawyer  and  favorable  to 
the  doctor. 

The  opposite  side  of  the  coin  of  partisan- 
ship for  a patient’s  legal  cause  arises  when 
the  doctor  treats  the  medical  problem  of  his 
patient  with  so  little  concern  that  he  does 
not  even  prepare  himself  to  testify  by  re- 
viewing his  own  medical  information.  The 
doctor  may  regard  a court  appearance  as  an 
imposition  on  his  time,  or  perhaps,  the  medi- 
cal problem  so  simple  and  uncomplicated  that 
he  feels  he  has  no  real  responsibility  for 
preparing  to  testify. 

I do  not  mean  to  suggest  that  a doctor 
ought  to  spend  an  inordinate  amount  of  time 
reviewing  every  minute  detail  of  his  medical 
charts  and  reports  for  the  case  of  the  simple 
arm  fracture,  but  I do  mean  to  suggest  that 
every  doctor  who  testifies  in  court  ought  to 
feel  an  obligation,  not  only  to  the  patient 
he  has  treated  or  examined,  but  also  to  the 
system  of  justice  which  requires  the  trial 
at  which  he  is  appearing.  It  is  the  same  sys- 
tem of  j ustice  which  protects  the  legal  rights 
of  the  doctor  himself,  and  every  other  citi- 
zen. 

There  is  probably  nothing  as  disconcert- 
ing to  a lawyer  who  is  asking  for  some 
critical  medical  evidence,  than  to  have  the 
doctor  say  he  doesn’t  remember.  It  would 
seem  that  if  a doctor  realized  that  the  only 
thing  he  is  supposed  to  be  supporting  is  his 
own  medical  opinion,  that  he  would  spend 
the  time  necessary  to  refresh  his  recollection 
at  least  as  to  the  vital  facts  which  form 
the  basis  upon  which  that  opinion  was 
founded.  A fresh  review  of  medical  facts 
about  which  a doctor  is  to  testify  will  not 
only  enable  him  to  be  more  accurate,  but 
will  also  make  it  easier  for  him  to  testify, 
and  to  make  that  testimony  clearly  under- 
standable and  effective. 

The  effectiveness  of  the  medical  expert 
witness  in  the  present  adversary  arena  of 
the  courtroom  does  not  depend  only  on  his 
ability  as  a physician,  but  on  his  thorough- 
ness and  objectivity  in  reaching  the  medical 
truth,  and  upon  his  ability  to  communicate 
the  medical  facts  and  his  opinion  to  the 
jury. 

In  our  legal  system,  the  doctor  plays  a 
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vital  role  in  the  administration  of  justice. 
The  system  is  not  perfect,  and  both  of  our 
professions  have  a stake  in  improving  it. 

The  constantly  increasing  complexities  of 
civilization,  at  times  seem  to  make  the  prob- 


lems of  establishing  truth  and  achieving  jus- 
tice in  our  society  almost  insurmountable. 
There  is  no  real  alternative  except  to  try. 
Both  of  our  professions  share  the  responsi- 
bility to  make  that  effort.  Working  together 
greatly  enhances  our  chances  of  success. 
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The  Teaching  of  Anemia  Diagnosis 
by  Digital  Computer 


The  computer  has  found  wide 
and  useful  application  for 
many  purposes,  but  its  utiliza- 
tion for  teaching  appears  to  be  just  begin- 
ning. The  possibilities  are  quite  varied  ac- 
cording to  the  purpose  of  the  educational 
experience,  the  number  and  type  of  par- 
ticipants and  the  sophistication  of  the  ma- 
terials and  equipment.  A prior  report  of 
hematology  clinic  patient  computer  output 
records  used  for  teaching  purposes  has  been 
recorded  in  this  Joumal.^-^ 

In  hematology,  the  diagnosis  of  anemia 
lends  itself  to  analysis  by  numbers,  in  that 
blood  counts  are  a starting  place  for  think- 
ing about  and  continuing  study  of  an  anemic 
individual.  Evaluation  of  anemia  is  a valu- 
able clinical  exercise  leading  to  underlying 
diagnostic  entities,  though  its  presence  is 
not  in  itself  a diagnosis.  This  subject  has 
been  taught  by  Dr.  Peyton  Pratt  in  a sys- 
tematic way  for  many  years  to  medical  stu- 
dents at  the  University  of  Nebraska.  This 
method  as  a thought  process  lends  itself  to 
programming  for  a digital  computer  based 
on  subclassifications  of  anemia  by  morphol- 
ogy or  indices  and  by  consideration  of  ab- 
solute reticulocyte  counts. 

The  use  of  the  digital  computer  as  an 
adjunct  to  medical  teaching  gives  the  stu- 
dent an  additional  stimulus  as  an  approach 
to  the  problem  in  a different  form,  and  con- 
tributes to  his  understanding  of  the  com- 
puter technology  involved  as  well  as  the  spe- 
cific clinical  problem  at  hand.  The  pres- 
ent effort  is  part  of  the  overall  program  of 
hematology  teaching  at  the  University  of 
Nebraska,  and  is  presented  here  in  its  be- 
ginning stage. 

Materials  and  Methods 

An  IBM  Model  1800  computer  with  time 
sharing  potential  was  utilized  with  appro- 
priate ancillary  equipment,  including  a 
card  reader,  typewriter  input,  tape  and  disc 
storage,  and  typewriter  or  printer  output. 
A teletype-dataphone  was  used  to  communi- 
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cate  with  the  computer,  giving  the  potential 
of  using  telephone  lines  anywhere  in  the 
woi'ld.  The  data  necessary  for  the  pro- 
gram include  10  common  laboratory  tests 
(red  cell  count,  hemoglobin,  hematocrit, 
reticulocyte  count,  white  cell  count,  platelet 
count,  differential  count,  Coombs  tests, 
serum  iron,  BUN),  and  four  objective 
signs  (age,  spleen,  liver,  and  lymph  node 
size).  The  program  can  be  used  for  teach- 
ing purposes  with  the  teletype,  requiring 
sequential  responses  by  the  students;  or  the 
program  can  read  data  from  a source  of 
simultaneous  input. 

Program  Basis  and  Results 

A program  was  originally  devised  follow- 
ing the  systematic  method  for  anemia  diag- 
nosis as  utilized  by  Dr.  Peyton  Pratt  in 
medical  student  teaching.  A program  was 
designed  using  only  four  statements 
(WPJTE,  READ,  IF,  CALCULATE)  and 
was  subsequently  written  in  FORTRAN. 

The  student  initiates  the  conversation  by 
dialing  the  appropriate  numbers  on  the  tele- 
type-dataphone combination.  The  computer 
is  available  on  a time  sharing  basis  to  com- 
municate with  several  students  at  the  same 
time,  and  indicates  its  readiness  by  printing 
out  the  rules  to  follow  in  the  student’s  re- 
sponse. The  student  types  in  the  values 
from  a clinical  “case;”  including  the  red  cell 
count,  hemoglobin,  hematocrit,  and  reticu- 
locyte count.  The  computer  types  back  the 
numbers  entered  to  show  that  no  mistake 
has  been  made  in  the  entry,  the  calculates 
and  prints  out  the  indices  and  absolute  re- 
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ticulotcye  count.  The  absolute  reticulocyte 
count  is  calculated  by  multiplying  the  per- 
centage of  reticulocytes  times  the  red  blood 
cell  count.  Indices  are  the  standard  ones 
used  in  hematologic  diagnosis,  the  MCH  and 
MCV.  The  computer  makes  a decision,  ini- 
tially based  on  the  MCH,  and  this  falls  into 
one  of  three  subprogram  areas.  The  sub- 
programs follow  the  decision  making  pro- 
cess and  include  differential  diagnosis  pos- 
sibilities in  leukopenia,  leukocytosis,  throm- 
bocytopenia, or  pancytopenia ; hemolytic 
anemias;  macrocytic  and  megaloblastic  ane- 
mias; microcytic-hypochromic  anemias,  ab- 
normal white  blood  cells  on  differential 
counts,  enlarged  reticuloendothelial  organs 
(spleen,  liver,  lymph  nodes),  and  morpho- 
logic variations  on  the  peripheral  blood 
smear.  The  computer  follows  the  subpro- 
gram, asking  questions  to  confirm  or  to  re- 
quest more  information  until  an  eventual 
solution  is  reached. 

The  solution  or  “answer”  given  by  the 
computer  always  proposes  a probable,  never 
an  absolute,  diagnosis.  The  most  likely  dif- 
ferential diagnoses  are  printed  out;  or  the 
computer  may  ask  if  more  information  is 
requested,  in  which  case  a complete  differ- 
ential diagnosis  from  a hematologic  text 
book  is  printed  by  the  computer.  Suggested 
tests  and  procedures  are  also  printed  out  to 
indicate  that  further  study  and  confirmation 
is  indicated;  since,  diagnosing  anemia  is 
only  a stage  in  the  work-up  and  follow-up  of 
a given  patient.  A diagnosis  of  a hemato- 
logic illness  known  to  cause  anemia  may  be 
indicated  by  the  program,  even  though  ane- 
mia is  not  present  in  the  case  presented. 

A series  of  safeguards  are  built  into  the 
program,  i.e.,  if  morphologic  information 
is  at  variance  with  the  blood  indices,  the 
computer  may  request  that  the  student  look 
at  a blood  smear  himself  or  reevaluate  the 
problem.  The  program  reflects  the  way  in 
which  the  teacher  would  ordinarily  talk  to 
the  student  and  includes  individuality  and 
humor  where  applicable. 

Active  student  participation  is  a key  ad- 
vantage of  this  type  of  program,  as  the  stu- 
dent must  respond  to  the  questions  of  the 
computer,  and  thus  think  about  the  case 
at  hand.  He  may  do  so  in  a one-at-a-time 


fashion;  the  path  which  the  computer  takes 
indicates  to  the  student  the  thinking  of 
the  teacher  on  similar  problems.  The  com- 
puter responses  can  be  quite  variable,  and 
the  computer  program  is  under  continual 
reevaluation  and  upgrading.  Errors  are 
found  when  real  case  problems  are  analyzed 
and  the  program  is  changed  accordingly. 

Discussion 

The  use  of  conversational  computer  teach- 
ing programs  can  assist  in  the  instruction 
of  students  at  all  levels.  Student  acceptance 
is  somewhat  variable,  depending  on  the  stu- 
dent’s previous  experience,  fascination  by 
the  technology  involved,  time  available,  and 
general  interest.  The  eventual  availability 
has  wide  potential,  in  that  the  remote  term- 
inals can  be  utilized  distant  from  the  com- 
puter and  the  program  can  be  commanded 
automatically.  The  computer  is  no  substitute 
for  a real  teacher,  and  the  initial  or  final 
effort  of  practically  every  student  is  to  see 
if  he  can  fool  the  computer  — a sign  of 
understanding  that  the  program  is  not  per- 
fect technically  or  biologically. 

The  possible  uses  of  such  a program  are 
many.  The  program  can  be  set  at  various 
levels;  (1)  as  a beginning  for  the  student 
in  hematology,  (2)  as  a supplement  to  an 
initial  training  course,  or  (3)  in  combina- 
tion with  problem  solving  during  clinical 
experience.  The  continual  upgrading  of  the 
program  with  elimination  of  errors  and  with 
additions  indicates  that  perfection  is  not 
easily  achieved  or  perhaps  even  possible,  and 
the  computer  should  not  be  used  as  an  abso- 
lute judge  or  for  final  diagnostic  purposes. 

Considerably  more  sophistication  is  pos- 
sible, and  an  English  language  tutorial  sys- 
tem (ELIZA)  has  been  utilized  briefly  in 
conjunction  with  the  Computer  Center  of 
the  Massachusetts  Institute  of  Technology. 
English  language  input  and  output  can  give 
a more  conversational  aspect  to  the  student- 
computer  exchange.  A number  of  devices 
can  be  used  to  augment  the  teaching  ca- 
pacity, including  a projector  with  color 
slides,  a tape  recorder,  and  other  electronic 
gadgets.  One  of  the  advantages  of  the  pres- 
ent undertaking  is  the  relative  simplicity 
of  programming  and  restricted  input  data 
compared  to  the  possible  output.  The  de- 
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velopment  of  teaching  potential  from  medical 
records  and  laboratory  information  is  cer- 
tainly enhanced  by  the  utilization  of  our 
sophisticated  and  automated  servants.^-® 

The  authors  wish  to  thank  Louise 
Wombolt  for  her  technical  assist- 
ance in  this  project. 
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Heredity  and  Cancer 


Cancer  is  not  uniformly  dis- 
tributed throughout  the  world. 
Rather,  marked  variations  in 
frequencies  of  site-  specific  malignant 
neoplasms  may  occur  because  of  geograph- 
ical, racial,  ethnic,  cultural,  and  occupation- 
al factors.  Undoubtedly,  man  is  exposed 
to  myriad  as  yet  undisclosed  carcinogens 
daily  in  his  normal  pursuits.  However,  one 
feature  common  to  all  background  factors  in 
cancer  etiology  is  the  host’s  genome. ^ For 
example,  animal  models  have  clearly  demon- 
strated that  genetic  factors  must  be  con- 
sidered carefully  when  dealing  with  sus- 
ceptibility to  specific  carcinogens.  Inherit- 
ance of  susceptibility  as  well  as  resistance 
to  the  oncogenic  properties  of  the  polyoma 
virus  have  been  unequivocally  identified. ^ 
It  is  therefore  surprising  that  in  spite  of  the 
obvious  importance  of  better  comprehend- 
ing the  contributory  role  of  “host  factors’’ 
in  human  cancer  etiology,  serious  attention 
has  only  recently  been  given  to  human  can- 
cer genetics  investigations. 

Undoubtedly,  the  complex  nature  of  can- 
cer in  man  with  mandatory  histologic  veri- 
fication, coupled  with  multiple  problems 
which  make  him  a poor  genetic  research  sub- 
ject, that  is,  inability  to  control  matings, 
long  generation  intervals,  small  number  of 
offspring,  difficulty  in  validating  medical 
and  genealogical  data  from  past  genera- 
tions, and  finally  the  emotional  response 
often  engendered  by  discussion  of  cancer, 
have  impeded  cancer  genetic  investigations. 
No  small  wonder,  therefore,  that  cancer 
genetic  investigations  have  been  concentrat- 
ed at  the  infrahuman  level,  primarily  in 
mice. 

The  earliest  genetic  studies  of  human  can- 
cer on  site-specific  lesions  such  as  breast, 
lung,  colon,  stomach,  and  skin  showed  in- 
creased concentrations  of  these  neoplasms  in 
families.  However,  these  early  findings 
were  not  considered  scientifically  signifi- 
cant, because  the  demand  for  histologic  veri- 
fication and  adequate  matched  controls  had 
not  yet  become  an  integral  part  of  cancer 
genetic  investigations.  Subsequent  studies 
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fulfilling  these  scientific  criteria  have  shown 
that  approximately  a three-fold  risk  for  can- 
cer (site-specific)  exists  to  first  degree  rela- 
tives of  these  cancer  probands.  However, 
hereditary  factors  in  these  commonly  oc- 
curring malignant  neoplasms  must  be  con- 
sidered in  terms  of  empiric  risk  figures, 
since  Mendelian  inheritance  patterns  have 
not  yet  been  identified.  Environmental  fac- 
tors undoubtedly  influence  these  empiric 
risks.  Lung  cancer  serves  as  an  excellent 
example  of  host  versus  environmental  inter- 
action. Tokuhata®  has  shown  that  the  com- 
bined risk  of  smoking  and  familial  factors 
in  this  neoplasm  is  multiplicative  rather 
than  additive.  For  example,  the  patient 
with  the  familial  factor  who  does  not  smoke 
has  about  a four  - fold  lung  cancer  risk. 
However,  if  he  is  a heavy  smoker,  his  risk 
will  be  about  14  times  greater  than  that  for 
individuals  who  do  not  smoke  and  who  do 
not  have  a first  degree  relative  with  lung 
cancer. 

Classical  Mendelian  inheritance  patterns 
have  been  established  for  certain  cancers 
and  precancerous  diseases.  Autosomal  dom- 
inant inheritance  is  found  in  familial  poly- 
posis coli,  Gardner’s  syndrome,  hereditary 
exostosis,  multiple  nevoid  basal  cell  car- 
cinoma syndrome,  hereditary  polyendocrine 
adenomatosis,  medullary  thyroid  carcinoma 
with  amyloid  production  and  pheochromo- 
cytoma,  carotid  body  tumors,  and  retino- 
blastoma Several  autosomal  recessively  in- 
herited diseases  include  xeroderma  pigmen- 
tosum, Bloom’s  syndrome,  Fanconi’s  aplastic 
anemia,  ataxia  telangiectasia  (Louis  - Bar 
syndrome),  Chediak-Higashi  syndrome,  and 
Wiskott-Aldrich  syndrome.  At  least  one 
sex-linked  precancerous  disorder  has  been 
identified,  namely  sex-linked  agammaglobu- 
linemia (Bruton’s  type). 

During  the  past  seven  years  our  group 
has  studied  a hereditary  cancer  syndrome 
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which  we  have  designated  the  “cancer  fam- 
ily syndrome.”  Actually,  the  first  studies 
of  this  phenomenon  were  performed  by  War- 
thin  in  1913^  in  his  investigations  of  family 
G.  This  family  was  updated  by  his  col- 
leagues in  1936.®  This  family  and  five  ad- 
ditional families  currently  under  investiga- 
tion have  revealed  similar  characteristics 
which  led  to  characterization  of  the  cancer 
family  syndrome  as  follows:®  (1)  increased 
occurrence  of  adenocarcinoma,  primarily  of 
colon  and  endometrium;  (2)  increased  fre- 
quency of  multiple  primary  malignant  neo- 
plasms (20  percent  or  more) ; (3)  early  age 
at  onset;  (4)  autosomal  dominant  inherit- 
tance.  Several  additional  reports  of  indi- 
vidual families  in  the  world  literature  have 
shown  a similar  pattern  but  there  is  no  evi- 
dence as  yet  concerning  its  frequency  in 
the  population.^ 

Since  there  is  no  general  screening  test  for 
cancer,  the  physician  must  use  every  avail- 
able type  of  information  which  might  aid 
him  in  detecting  this  disease.  The  use  of 
genetic  and  other  epidemiologic  information 
by  the  physician  should  enable  him  to  view 
cancer  occurrences  in  terms  of  “high  risk” 
groups.  Thus,  not  only  could  he  focus  his 
diagnostic  armamentarium  toward  a high 
risk  cancer  patient  but  also  train  his  ef- 
forts toward  specific  anatomic  sites:  the 
eye  in  retinoblastoma,  the  colon  in  familial 
polyposis  coli  and  Gardner’s  syndrome,  the 
cerebellum  in  Von-Hippel-Lindau’s  disease, 
and  others.  Cancer  control  might  be  en- 
hanced thereby.  The  patient  will  also  bene- 
fit from  the  provision  of  genetic  counseling. 

Interestingly,  to  date  little  research  has 
been  conducted  on  hereditary  cancer  resist- 
ance in  man.  Several  disorders,  as  dia- 
betes mellitus  (excluding  endometrial  car- 
cinoma), atherosclerosis,  and  osteogenesis 


imperfecta  have  been  suspected  as  being 
negatively  associated  with  cancer.^  Un- 
doubtedly much  valuable  infonnation  could 
be  secured  by  identifying  and  determining 
reasons  for  cancer  resistance  in  man. 

Finally,  a hopeful  note  is  the  fact  that 
the  pendulum  is  now  swinging  toward  in- 
creased interest  and  activity  in  human  can- 
cer genetics.  This  is  evidenced  by:  (1)  at 
least  32  genetics  units  throughout  the  world 
identify  themselves  as  actively  participat- 
ing in  cancer  genetic  studies,"^  and  (2)  the 
United  States  National  Library  of  Medicine, 
Medical  Literature  Analysis  and  Retrieval 
System  (MEDLARS)  has  compiled  a bibli- 
ography of  1303  articles  on  human  cancer 
genetics  studies  during  a period  of  48 
months  (1/64  - 12/67).® 

Permission  to  publish  this  editorial  has 
been  granted  by  the  International  Union 
Against  Cancer. 
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Atypical  Mycobacterioses:  A New 
Challenge,  A Case  Report  and  Discussion^ 


Introduction 

First  classified  by  Runyon^  in 
1955,  the  atypical  mycobac- 
terial bacilli  are  now  recog- 
nized as  pulmonary  pathogens  of  increas- 
ing importance.  These  mycobacteria  exhibit 
a tendency  to  low  communicability,  chronic 
subclinical  infection,  and  a greater  fre- 
quency of  infection  than  has  been  properly 
surmised.  Merckx^  estimates  that  from  three 
to  five  percent  of  all  pulmonary  infections 
originally  diagnosed  as  typical  tuberculosis, 
may  really  be  secondary  to  an  unrecognized 
infection  with  an  atypical  organism. 

Although  their  predominant  natural 
source  is  uncertain,  they  appear  to  be 
ubiquitous  in  nature,  especially  soil.  This 
finding  correlates  well  with  the  higher  in- 
cidence of  atypical  mycobacterial  infections 
around  areas  of  new  construction.  In  1966, 
in  Lincoln,  Nebraska,  the  incidence  of  posi- 
tive skin  reactions  (at  least  five  millimeter 
induration)  to  typical  tuberculin  PPD  in  a 
population  of  about  1,500  children  composed 
of  eighth  and  twelve  grades  was  three  per- 
cent.® This  represented  an  increase  of  one 
percent  over  that  recorded  during  the  pre- 
vious decade.  There  was  also  a ten-fold 
increase  in  the  number  of  subjects  that  had 
at  least  a ten  millimeter  reaction.  The 
construction  season  immediately  prior  to  the 
skin  testing  survey  had  been  unusually 
heavy  in  the  southeastern  section  of  the  city, 
and  a majority  of  the  positive  reactors  lived 
in  this  part  of  the  community.  Additional 
skin  testing  of  some  of  the  positive  reactors 
revealed  that  many  of  them  had  a larger 
reaction  to  atypical  antigens  than  to  human 
PPD,  this  is  probably  secondary  to  the 
phenomenon  of  “cross  - reaction”  between 
typical  and  atypical  tuberculin  proteins. 

The  national  and  statewide  importance  of 
both  infection  and  disease  attributed  to 
atypical  mycobacteria  will  be  discussed  in 
the  following  paper  which  includes  a case 
presentation  along  with  a review  of  the 
pertinent  literature. 
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Case  Presentation 

The  patient,  a 60  year  old  white  male, 
was  born  in  Wahoo,  Nebraska,  in  1907. 
Until  1923,  he  lived  and  worked  on  his 
father’s  farm  near  Nebraska  City.  For 
nine  months,  he  worked  in  an  alfalfa 
mill  where  he  describes  the  atmosphere 
as  “choking”  with  dust  and  debris.  For 
a brief  period,  he  drove  a truck  over 
unpaved  and  dusty  roads.  He  has  re- 
sided in  eastern  Nebraska  almost  all  of 
his  life  and  has  taken  only  occasional 
trips  to  other  parts  of  the  country. 

He  smoked  cigars  from  1922  until 
1940 ; he  then  smoked  two  packages  of 
cigarettes  a day  until  1965  when  he 
quit  upon  the  advice  of  his  physician. 
He  related  the  onset  of  a somewhat  per- 
sistent and  productive  cough  to  his 
cigarette  smoking.  He  admitted  to  a 
family  history  of  “bronchial  troubles.” 

In  1967,  because  changes  were  noted 
on  a routine  chest  x-ray  his  sputum  was 
cultured  for  Mycobacterium  tuberculo- 
sis. Mycobacterium  kansasii  was  iso- 
lated from  the  sputum  culture,  and  on 
June  19,  1967,  the  patient  was  admit- 
ted to  the  hospital,  where  specific  anti- 
tuberculosis therapy  was  initiated  for 
his  pulmonary  infection. 

Physical  examination : His  blood 
pressure  was  130/70  mm  Hg,  pulse 
108/min,  and  respirations  regular  at 

*A  thesis  presented  to  the  Faculty  of  the  College  of  Medi- 
cine in  the  University  of  Nebraska  in  partial  fulfillment  of 
requirements  for  the  Degree  of  Doctor  of  Medicine. 


300 


Nebraska  S.  M.  J. 


20/min.  He  was  a moderately  obese 
white  male  in  no  acute  distress.  Al- 
though he  was  wheezing,  he  did  not 
appear  to  be  short  of  breath  on  exer- 
tion. His  thoracic  cage  was  hyper- 
inflated,  and  there  was  a limited  ex- 
pansion during  inspiration.  The  per- 
cussion note  was  clear  and  resonant 
throughout  the  entire  chest.  The  dia- 
phragms were  located  by  percussion  at 
the  level  of  the  eleventh  thoracic  verte- 
bra, and  they  descended  about  one  and 
one-half  centimeters  during  deep  inspir- 
ation. Diffuse  inspiratory  and  expira- 
tory wheezes  were  present  bilaterally 
and  they  were  heard  best  at  the  apices. 
His  heart  tones  were  distant  and  the 
sounds  were  somewhat  obscured  by  the 
wheezing.  The  top  border  of  the  liver 
was  depressed  by  the  pulmonary  hyper- 
inflation. 

There  was  a 15  mm  skin  reaction  to 
the  M.  kansasii  antigen,  and  a seven 
mm  dermal  reaction  to  the  typical  tu- 
berculous antigen.  There  was  no  re- 
action to  either  the  Battey  or  Scoto- 
chromogen  antigens.  The  results  of  the 


drug  susceptibility  studies  indicated 
that  his  mycobacteria  were  susceptible 
to  Trecator  (ETH),  Ethambutol-Myam- 
butol  (EMB),  and  relatively  susceptible 
to  isoniazid  (INH)  and  streptomycin 
(SM).  (Table  1). 

On  June  17,  1967,  the  following  anti- 
tuberculosis chemotherapy  was  started: 

Isoniazid,  300  mg  twice  a day  (8:00 
a.m.  and  2:00  p.m.). 

Trecator,  250  mg  tid  (8:00  a.m., 
11:00  a.m.,  and  2:00  p.m.). 

Streptomycin  one  gm  administered 
intramuscularly  at  8:00  a.m.,  7 days  a 
week  for  two  weeks  and,  then  one  gm 
was  given  at  8 :00  a.m.,  five  days  a week 
(Monday  through  Friday)  until  he  re- 
ceived a total  of  90  injections. 

Fifty  mg  of  pyridoxine  was  prescribed 
twice  a day  (8:00  a.m.  and  2:00  p.m.). 

In  September,  1967,  he  complained  of 
mental  sluggishness  and  an  inability 
to  cerebrate,  the  INH  was  decreased 
to  500  mg/day  (300  mg  at  8:00  a.m., 
200  mg  at  2:00  p.m.). 


Table  1 


SMEAR,  CULTURE,  AND  DRUG  SUSCEPTIBILITY  RESULTS 

Date  Smear  of  Concentration  Culture 

3-15-67  many  acid  fast  rods  4-|-  growth,  catalase,  positive  photoaryl- 

sulfatase  negative. 


The  mycobacteria  were  resistant  to  isoni- 
azid at  0.2  and  1.0  mcg/ml  but  susceptible 
at  5.0  mcg/ml.*  Resistant  to  streptomy- 
cin at  2 mcg/ml,  susceptible  at  10 
mcg/ml.  Susceptible  to  Trecator  at  5.0 
mcg/ml.  Resistant  to  kanamycin  at  5.0 
mcg/ml.  Resistant  to  Capreomycin  at 
5.0  mcg/ml.  Resistant  to  cycloserine  at 
10  and  25  mcg/ml,  but  susceptible  to  50 
and  100  mcg/ml.  Slightly  resistant  to 
Ethambutol-Myambutol  at  2.5  mcg/ml 
but  susceptible  to  5 mcg/ml  since  there 
was  only  16  colony  gi’owth  at  the  latter 
concentration. 


7-  5-67 

many  acid  fast  rods 

4-f-  growth** 

8-29-67 

many  acid  fast  rods 

3-t-  growth 

9-26-67 

rare  acid  fast  rods 

1 c 

10-18-67 

no  acid  fast  rods 

no  growth 

10-19-67 

rare  acid  fast  rods 

5 c 

11-  2-67 

no  acid  fast  rods 

no  growth*** 

* — Direct  susceptibility  studies  performed  on  7H10  medium. 

»» — 4_|_  _ 500  or  more  colonies:  3-|-  = 250  to  600  colonies;  2-)-  = 100  to 

200  colonies:  1-f-  50  to  100  colonies;  less  than  50  colonies  is  recorded 

as  the  number  followed  by  the  letter  “c.”  (For  example,  10  c = 10  colonies). 

•** — Sputum-culture-negative  since  this  date. 
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The  SM  was  discontinued  on  October 
17,  1967,  because  he  had  received  90 
injections.  He  was  instructed  to  take 
INH,  300  mg  at  8:00  a.m.,  200  mg  at 
2:00  p.m ; and  there  was  no  change  in  the 
schedule  for  taking  ETH  and  pyridox- 
ine.  In  addition,  he  was  given  EMB, 
2,000  mg/day  (25  mg/kg)  all  in  one 
dose  at  8:00  a.m.  After  60  days,  the 
dosage  of  EMB  was  reduced  to  15 
mg/kg/day.  Before  the  EMB  was  pre- 
scribed, the  patient  was  seen  by  an  oph- 
thalmologist, who  found  that  he  had 
20/20  visual  acuity  in  each  eye.  He 
had  normal  red  and  green  color  discrim- 
ination as  tested  by  the  A-0  plate  tech- 
nique. Finally,  there  was  no  restric- 
tion in  his  visual  fields,  when  they  were 
plotted  with  a three  mm  test  object  at 
330  mm  distance. 

On  November  13,  1967,  the  INH  was 
discontinued  because  of  a severe  right 
shoulder  - hand  syndrome.  The  pyri- 


doxine  was  increased  to  100  mg  tid. 
Ethambutol-Myambutol  and  ETH  were 
continued  as  prescribed.  Following  the 
cessation  of  INH  there  was  a marked 
improvement  in  the  right  shoulder- 
hand  symptoms.  He  became  and  re- 
mained sputum-culture-negative  for  M. 
kansasii  on  November  17,  1967.  (See 
Table  1). 

On  December  17,  1967,  the  EMB 
dosage  was  decreased  to  1,200  mg/day. 
Since  then,  the  patient  has  received 
EMB,  ETH  and  pyridoxine  and  these 
medications  will  be  continued  until 
January,  1969. 

A review  of  the  chest  roentgenogram 
taken  on  September  12,  1963  (Figure  1) 
revealed  a small  heart  size.  There  was 
an  infiltration  involving  the  entire  left 
upper  lobe;  a smaller  area  of  infiltra- 
tion was  observed  within  the  right  up- 
per lobe ; and  there  was  considerable 


Figure  1.  The  x-ray  changes  observed  in  1967  can  be  seen  in  a chest 
roentgenogram  taken  in  1963. 
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“hiking-up”  of  the  left  pulmonary  ar- 
tery segment.  Such  changes  in  the  pul- 
monary artery  are  most  frequently  ob- 
served in  the  patient  with  a prolonged 
infection.  Some  “tenting”  was  observed 
on  the  pleural  surfaces  of  each  leaf  of 
the  diaphragm.  The  patient  was 
asymptomatic  at  the  time  the  x-ray  was 
taken,  pointing  out  the  chronic  low 
grade  nature  of  his  disease. 

A chest  x-ray  taken  on  March  9,  1967, 
(Figure  2)  as  well  as  planigrams  taken 
on  June  7,  1967,  exhibited  an  increase 
in  the  infiltration  in  the  left  upper  lobe. 
There  were  small  areas  of  cavitation 
within  this  infiltration,  which  may  rep- 
resent an  area  of  focal  emphysema.  The 
patient  was  still  asymptomatic. 

Approximately  90  days  after  the  ini- 
tiation of  chemotherapy,  the  patient 
noted  that  his  sputum  had  diminished  in 
quantity  and  that  his  exertional  dysp- 


nea had  improved.  At  the  present  time, 
he  is  expectorating  no  sputum.  No 
signs  of  optic  nerve  toxicity  have  been 
observed  by  the  ophthalmologist. 

Discussion 

Fifty  years  ago  in  the  urban  and  heavily 
industrialized  areas  of  England  and  the 
United  States,  almost  everyone  over  the  age 
of  twenty  years  was  infected  with  the  tu- 
bercle bacillus  as  indicated  by  the  strongly 
positive  skin  test  reaction  to  standard  doses 
of  tuberculin.  Opie  et  aF  in  1929  noted  that 
70.4  percent  of  1,422  Philadelphia  school 
children  reacted  to  a 1:1,000  dilution  of  old 
tuberculin.  He  also  observed  that  12.6  per- 
cent of  the  same  population  was  positive  only 
to  1:100  (100  TU)  dilution  of  tuberculin. 

Since  reliable  morbidity  and  mortality  fig- 
ures have  been  kept,  the  incidence  of  disease 
and  infection  caused  by  M.  tuberculosis  has 
exhibited  a steady  decline.  The  reason  for 
this  increase  is  not  known,  though  undoubt- 


Figure  2.  An  infiltration  is  noted  in  each  apex,  largest  on  the  left, 
along  with  a “hiking-up”  of  the  left  pulmonary  artery  segment  and  evidence 
of  old  pleural  adhesions,  (X-ray  taken  on  3-9-67), 
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edly  extensive  tuberculosis  control  programs 
in  the  United  States  have  helped.  As  the 
incidence  for  infection  and  reinfection  with 
typical  tuberculosis  was  reduced,  the  num- 
ber of  strong  10  TU  reactors  fell;  but  un- 
expectedly, the  previously  low  number  of 
weak  100  TU  reactors  rose.  A Duke  Uni- 
versity study  conducted  between  1930  and 
1940®  found  that  60  percent  of  the  medical 
students  reacted  to  10  TU  but  only  20  per- 
cent were  positive  to  100  TU.  In  1956-1957 
conversely,  only  24.3  percent  of  the  medical 
students  were  positive  to  10  TU,  while  37.5 
percent  reacted  to  the  100  TU  dose.  Other 
investigators  have  confirmed  this  shift. 

Why  was  the  recognition  of  atypical  dis- 
ease delayed?  Youmans®  felt  that  the  pi’ev- 
alence  of  human  tuberculosis  was  so  great 
that  the  relatively  few  cases  of  atypical 
mycobacterial  disease  discovered  went  un- 
marked. The  pigmented  and  nonpigmented 
atypical  organisms,  widespread  in  nature, 
were  frequently  found  along  with  typical 
tubercle  bacilli  in  gastric  washings  or  in 
sputum  samples,  and  so  when  found  alone 
they  were  often  regarded  skeptically  as 


etiologic  agents.  In  addition,  while  typical 
bacilli  caused  disease  when  injected  into 
guinea  pigs  the  atypical  variants  generally 
did  not,  heightening  the  impression  that 
they  were  not  pathogenic.  Laboratories  only 
compounded  the  state  of  obscurity  by  eschew- 
ing the  sputum  culture,  feeling  that  the 
smear  and  Ziehl-Neelsen  stain  were  suffi- 
cient for  diagnosis.  As  the  new  chemo- 
therapeutic agents  were  developed,  however, 
the  need  for  sputum  culture  and  drug  sus- 
ceptibility studies  were  realized,  and  the 
large  number  of  atypical  organisms  cultured 
helped  put  investigators  on  the  track  of 
atypical  disease  types. 

The  characteristics  of  each  Runyon’s 
Group  have  been  relatively  well  established, 
and  are  compiled  in  chart  form  (Table  2). 
Mycobacterium  balnei  or  M.  marinum  were 
the  first  atypical  variants  to  be  a recognized 
cause  of  disease.  The  organism  was  iso- 
lated by  Linell  and  Norden  in  1952  from  an 
elbow  lesion  of  an  individual  who  had  been 
swimming  in  a mineral  spring.”^  Mycobac- 
terium kansasii,  later  designated  the  proto- 
type of  Runyon’s  photochromogenic  Group  I, 


TABLE  2 

aaiiAcmjsTics  or  some  KYcoaAcmu  known  to  cause  disease  in  nan 


Tm  of 
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Coloojr 
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Plf»et>t«clOD  au 
Initial  laolatloB 
CrovD  Exposed 


Growth  Rate 
(Hiolul  loocula) 
30  C.  37  C.  45  C. 


Drug  Realatance 
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INK  SH  PAS 
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was  isolated  at  necropsy  by  Buhler  and  Pol- 
iak. The  scotochromogenic  Group  II  was 
isolated  from  the  lymph  nodes  of  a group 
of  children  suffering  from  cervical  adenitis 
by  Schaefer  and  Riggiardo.  Group  III,  the 
Battey  organism,  was  discovered  in  the 
sputum  of  a patient  in  a southern  hospital 
in  1957.  Runyon’s  Group  IV,  the  rapid 
grower  such  as  M.  fortuitiim  was  isolated 
in  1938  from  an  abscess  by  deCosta  and 
Cruz. 

The  atypical  strains  display,  in  contrast 
to  the  typical,  a capacity  to  grow  slowly  at 
lower  temperatures;  significantly  increased 
selective  resistance  to  streptomycin,  PAS 
and  INH;  lower  pathogenicity  for  all  ex- 
perimental animals;  an  absence  of  progres- 
sive disease  in  guinea  pigs,  rabbits  and 
fowl ; frequently  a high  catalase  activity ; 
pigmentation  in  two  of  the  four  groups ; and 
characteristic  acylamidase  activity. 

Their  role  as  pulmonary  pathogens  caus- 
ing a relatively  high  incidence  of  infection 
has  not  been  realized  because  the  vast  ma- 
jority of  the  atypical  organisms  give  rise 
to  only  chronic,  low  grade  subclinical  in- 
fections. Lester,  Botkin  and  Colton®  found 
that  of  929  cases  culture  positive  for  acid 
fast  bacilli,  300  or  32  percent  were  positive 
for  an  atypical  bacillus.  Smith  and  Johns- 
ton^  felt  in  1964  that  the  atypical  myco- 
bacteria were  more  frequent  in  children 
and  young  adults  than  were  typical  myco- 
bacteria. Edwards^*’  in  1963  felt  that  three 
to  four  types  of  atypical  mycobacteria,  with 
a sole  exception  of  M.  fortuitum,  had  a high- 
er percentage  of  reactors  than  M.  tubercio- 
losis.  In  addition.  Palmer  observed  that  by 
far  the  largest  number  of  atypical  skin  re- 
actors were  found  to  be  in  the  southeastern 
United  States.  He  noted  that  70  to  80  per- 
cent of  the  population  in  this  area  reacted 
to  Gause  (Scotochromogen)  antigen,  as  op- 
posed to  only  20  to  30  percent  in  the  north- 
ern sectors  of  this  country. 

Bates, in  his  explanation  of  199  cases 
of  atypical  mycobacterioses  from  a clinical 
standpoint,  found  that  his  patients  were 
generally  over  50  years  of  age ; their  disease 
tended  to  be  insidious  in  onset  with  x-ray 
evidence  present  several  years  prior  to  the 
onset  of  the  symptoms.  Only  one-half  of 


these  patients  sought  medical  help  because 
of  their  pulmonary  symptomatology.  Eighty 
percent  complained  of  a cough,  33  percent 
complained  of  dyspnea  either  at  rest  or 
with  exertion,  25  percent  experienced  weight 
loss,  25  percent  had  hemoptysis,  with  the 
majority  of  these  patients  suffering  from 
Group  IV  disease.  Only  10  percent  of  the 
patients  complained  of  a chronic  low  grade 
fever;  and  finally  death  secondary  to  pro- 
gressive atypical  disease  occurred  in  18  per- 
cent of  the  cases. 

There  is  no  evidence  to  relate  the  atypical 
process  to  any  particular  predisposing  dis- 
ease, environment,  condition  or  occupation; 
however,  silicosis,  bronchogenic  carcinoma, 
and  graphite  pneumoconiosis  have  all  been 
associated  with  atypical  tuberculous  dis- 
ease. 

Thus  far,  with  the  exception  of  M.  kansasii, 
all  of  the  atypical  variants  have  been  iso- 
lated from  nature.  Kubica’^^  found  that  45 
percent  of  1,200  soil  and  water  samples 
from  the  southwestern  United  States  grew 
acid  fast  bacilli.  Chapman  and  associates^® 
have  suggested  that  milk  is  a potent  and 
unrecognized  source  of  atypical  mycobac- 
teria. Of  770  samples  of  milk  obtained  and 
tested,  261  or  33.8%  yielded  pathogenic 
atypical  organisms  of  Runyon  groups  II, 
III,  and  IV.  A small  minority  of  the  myco- 
bacteria did  show  certain  characteristics  of 
Group  I,  but  because  of  an  inconsistency  of 
the  photochromogenic  trait  and  other  rea- 
sons, a definite  identification  could  not  be 
made. 

Recognition  of  atypical  mycobacterial  in- 
fection clinically  poses  a real  problem  be- 
cause these  infections  produce  a ’’cross- 
reaction” with  the  regular  tuberculin  skin 
test.  The  larger  the  reaction  to  the  PPD-S 
(5TU),  the  greater  the  chance  that  the  re- 
action is  caused  by  M.  tuberculosis.  How- 
ever, among  people  with  small  and  inter- 
mediate size  reactions  to  PPD-S  (range  of 
five  to  twelve  millimeter  induration),  there 
are  both  some  specific  reactions  and  some 
“cross-reactions.”  For  this  reason,  the  com- 
bination test  technique,  using  5TU  of  PPD-S 
(standard  tuberculin)  and  5TU  of  PPD-B 
(Battey  tuberculin*)  has  been  proposed.  A 

♦Antigens  supplied  by  Lydia  B.  Edwards,  M.D.,  Medical 
Director,  Operational  Research  Section,  Tuberculosis  Program, 
8120  Woodmont  Avenue,  Bethesda,  Maryland  20014. 
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majority  of  the  patients  with  a larger  S 
than  B reaction,  probably  have  a tuber- 
culous infection  with  M.  tuberculosis.  Pa- 
tients with  appreciably  larger  reactions  to 
B than  S probably  have  a “cross-reaction” 
and  have  an  atypical  tuberculous  infection. 
The  only  exception  is  noted  in  subjects  in- 
fected with  M.  kansasii  (Group  I)  who  fre- 
quently exhibit  a greater  reaction  to  PPD-S 
than  they  do  to  the  homologous  antigen 
PPD-Y.16 

Although  M.  kansasii  have  demonstrated  a 
selective  resistance  to  the  lower  concentra- 
tions of  SM  and  INH,  treatment  of  the 
Group  I atypical  mycobacterial  infection  is 
in  general  quite  satisfactory.  Two,  and 
preferably  three,  drugs  to  which  the  organ- 
isms are  known  to  be  susceptible  should  be 
used.  If  one  treats  a Group  I infection 
with  the  “first-line”  agents,  (INH,  SM, 
PAS),  he  should  administer  these  drugs  in 
higher  dosages  than  are  used  in  the  treat- 
ment of  the  typical  mycobacterial  disease. 
The  dosage  schedule  for  INH  should  be  16 
mg/kg/day,  one-half  the  daily  dose  given 
at  8 :00  a.m.  and  the  remainder  at  2 :00  p.m. 
The  INH  should  be  given  continuously  for 
18  months.  The  SM  should  be  20  mg/kg/day, 
the  entire  dose  administered  intramuscularly 
at  8:00  a.m.,  and  for  90  days  or  until  the 
sputum  becomes  culture-negative. 

The  Group  I mycobacteria  are  also  suscep- 
tible to  Viomycin  (VM)  and  Trecator 
(ETH).  If  either  of  these  drugs  are  used, 
the  authors  suggest  the  following  dosage 
schedule : 

Trecator,  250  mg,  8:00  a.m.,  11:00  a.m. 
and  2 :00  p.m.  for  18  months. 

Viomycin,  1 gm  administered  intramuscu- 
larly at  8:00  a.m.  five  days  a week  (Monday 
through  Friday)  for  at  least  four  months. 

If  ETH  is  used,  a serum  glutamic  oxala- 
cetic  transaminase  study  (SGOT)  should  be 
requested  every  two  weeks.  If  VM  is  used, 
both  a blood  urea  nitrogen  (BUN)  and  rou- 
tine urinalysis  should  be  performed  bi- 
weekly. 

Treatment  of  Groups  II,  III  and  IV  dis- 
ease is  less  straightforward  because  these 
mycobacteria  are  quite  unpredictable  in  their 


in-vitro  susceptibility  to  either  the  “first  or 
second-linef  antituberculosis  agents.  Les- 
ter,” however,  achieved  a gratifyingly  high 
percentage  of  sputum-culture-negative  con- 
versions in  patients  infected  with  Group  HI 
organisms  with  a “shot-gun”  type  of  regi- 
men. Regardless  of  the  drug  susceptibility 
results,  he  used  a combination  of  INH,  ETH, 
VM,  cycloserine  (CS)  and  EMB.  He  used 
the  “crowded-dose”  technique  originally  pro- 
posed by  one  of  us  (IK).^*-”  Whenever  pos- 
sible resectional  surgery  should  be  recom- 
mended for  disease  caused  by  all  groups  as 
soon  as  the  patient  becomes  sputum-culture- 
negative. 

Ethambutol  - Myambutol,  a recently  re- 
leased antituberculosis  agent,  appears  to  be 
effective  against  both  typical  and  atypical 
mycobacteria.  This  drug  is  administered  in 
one  dose  at  8:00  a.m.,  25  mg/kg/day  for 
60  days  and  then  15  mg/kg/day  in  one 
dose  until  the  agent  is  discontinued.  Al- 
though this  drug  has  a low  order  of  toxic 
reactions,  Leibold^®  disclosed  that  this  agent 
caused  a retrobulbar  neuritis  in  2.2  percent 
of  the  patients.  Because  symptoms  of  the 
optic  neurotoxicity  may  occur  at  any  time, 
patients  receiving  EMB  should  have  their 
visual  acuity,  peripheral  fields  and  green 
color  discrimination  studies  performed  at 
least  once  a month. 

Summaiy 

The  history,  physical  and  clinical  course 
of  a patient  infected  with  M.  kansasii  was 
presented. 

The  frequency  of  atypical  mycobacterial 
infections  was  noted,  along  with  the  reasons 
for  its  delayed  recognition. 

The  environmental  source  and  mycobac- 
terial characteristics  of  the  atypical  organ- 
isms were  enumerated. 

The  host  response  to  atypical  mycobac- 
terial infection  and  disease  was  discussed 
as  were  the  principles  for  diagnosis  and 
chemotherapy. 

Based  upon  the  present  concepts,  if  one 
feels  that  the  patient’s  mycobacterial  infec- 
tion involves  an  atypical  organism,  the  skin 

tSecond-line  drugs  include:  Trecator,  cycloserine  (CS),  Py- 
razinamide  (PZA),  Ethambutol-Myambutol,  Capreomycin  (CM), 
viomycin,  kanamycin  (KM). 
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tests  should  include  both  typical  and  atypi- 
cal antigens. 
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Rosacea  and  Rhinophyma^ 


The  nose  as  the  most  prominent 
feature  of  the  physiognomy, 
plays  an  important  part  in 
making  the  countenance  pleasing,  repellent, 
or  ludicrous.  For  one  reason  or  another, 
prominent  and  misshapen  noses  tend  to  ex- 
cite laughter  and  ridicule.  Several  promi- 
nent comedians  find  it  expeditious  and  re- 
munerative to  refer  to  their  large  or  mis- 
shapen noses  in  desparaging  tones,  thus  per- 
mitting their  audiences  to  laugh  at  them 
openly  without  danger  of  public  censure. 
An  important  part  of  the  facial  make-up  of 
the  circus  clown,  especially  in  the  American 
tradition,  is  a deliberate  distortion  or  dis- 
coloration of  the  nose.  The  fact  that  artists 
have  found  such  victims  to  be  suitable  for 
immortalization  on  canvas  reflects  the  in- 
terest the  average  individual  finds  in  such 
defonnities.  Into  this  coterie  the  unhappy 
victim  of  rhinophyma  finds  himself  un- 
willingly placed.  Profiting  nothing  there- 
froTn,  he  nevertheless  is  looked  upon  as  a 
clown.  The  psychic  trauma  incidental  to  the 
development  of  rhinophyma  must  be  severe. 

These  people  seldom  petition  for  surgical 
relief,  yet  they  are  eager  to  accept  it  when 
it  is  offered.  This  is  followed  by  the  delight 
they  express  with  the  result,  even  though  a 
critical  eye  might  find  the  cosmetic  result 
somewhat  less  than  perfect.  This  is  in 
marked  contrast  to  the  all-too-frequent  at- 
titude expressed  toward  the  results  of  cos- 
metic nasoplasty  for  purposes  of  increasing 
beauty.  The  corollary  to  this  would  seem  to 
be  that  the  gi’eater  the  preoperative  cosmetic 
disability,  the  greater  will  be  the  postoper- 
ative appreciation  of  the  results. 

We  suggest  that  this  unhappy  disease  be 
attacked  more  aggressively  and  earlier  in 
its  course,  not  because  it  is  dangerous  to 
life  and  health,  but  because  this  may  free  the 
victim  from  a socially  disabling  condition, 
a condition  which  is  not  only  startling  to 
the  eye,  but,  in  advanced  stages,  may  exude 
the  disagreeable  odor  of  sebaceous  matter 
and  cellular  detritus. 

The  historical  aspects  of  the  disease  have 
been  adequately  reported.  The  review  by 


WILLIAM  P.  KLEITSCH,  M.D.t 
and 

JOEL  T.  JOHNSON,  M.D.t 

Odou  and  Odou^^  is  especially  good,  and  is 
amplified  by  the  review  of  Matton  et  al.^® 

The  gross  appearance  of  the  disease  has 
been  divided  by  Lewis  into  three  stages 
which  can  be  briefly  identified  as  (1)  ro- 
sacea, (2)  acne  and  comedone  formation, 
and  (3)  progressive  hypertrophy.®  Practic- 
ally all  papers  written  on  the  subject  dis- 
cuss the  treatment  of  the  third  stage.  We 
suggest  that  treatment  of  the  disease  in  its 
first  and  second  stages  can  be  just  as  re- 
warding, while  sparing  the  victim  the  an- 
guish of  gradually  finding  himself  becoming 
an  object  of  ridicule. 

The  histopathology  has  been  adequately 
described^’  ® and  need  not  be  reviewed  except 
to  recall  that  the  prominent  features  are 
telangiectasia  and  hypertrophy  of  the  se- 
baceous glands,  with  an  increase  in  con- 
nective tissue  stroma.  The  increase  in  the 
strom.a  has  been  identified  as  essentially  a 
keloid  response  to  the  mixture  of  sebum 
and  epithelial  detritus  in  the  dilated  glands. 

Only  seldom  has  cancer  been  found  in  the 
nose  affected  by  rhinophyma.^-  Some 

have  referred  to  this  phenomenon  as  evi- 
dence of  “malignant  degeneration.”  We  be- 
lieve this  terminology  to  be  misleading  and 
an  incorrect  interpretation  of  the  pathology. 
The  cancers  we  have  discovered  associated 
with  rhinophyma  have  been  basal  cell  types 
in  no  way  different  from  the  usual  actinic 
skin  cancers  which  are  so  common  in  males 
of  this  age  group.  It  would  seem  to  us  to 
be  more  appropriate  to  accept  a basal  or 
squamous  skin  cancer  on  a rhinophymatous 
nose  as  a purely  coincidental  finding  rather 

fFrom  the  Surgical  Service  of  the  Veterans  Administration 
Hospital.  Phoenix,  Arizona. 

^University  of  Nebraska,  College  of  Medicine,  Omaha,  Ne- 
braska. 

♦Read  at  the  Meeting  of  the  Nebraska  Chapter  of  the 
American  College  of  Surgeons,  Kearney,  Nebraska,  November, 
1965. 
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than  to  attempt  to  identify  rhinophyma  as 
a pi'emalignant  lesion.  Such  cancers  in  our 
experience  have  been  small  and  easily  re- 
moved by  excision  biopsy  during  the  course 
of  excision  of  the  rhinophyma. 

There  is  only  one  reference  that  we  are 
aware  of  that  mentions  treatment  of  acne 
rosacea  and  rhinophyma  together,®  and  the 
reference  here  is  confined  to  the  title  alone. 
Lewis  stresses  medical  and  dermatologic 
treatment  of  rosacea  as  prophylaxis  for 
rhinophyma.  It  is  our  belief,  based  on 
gratifying  experience,  that  surgical  treat- 
ment for  rhinophyma  can  be  prophylactic, 
and  the  disease  is  in  fact  best  treated  when 
it  is  in  the  stage  of  rosacea  or  comedone 
formation.  In  this  stage  of  development 
shai’p  excision  is  not  necessary  and  is  not 
recommended.  Dermabrasion  by  the  manual 
use  of  a wire  brush  as  an  abrader  is  an  ef- 
fective and  gratifying  means  of  reducing 
the  thickness  of  the  involved  skin. 


Treatment 

It  is  generally  conceded  that  rhinophyma 
is  an  end  stage  of  acne  rosacea  and  years 
in  its  evolution.®  Although  treatment  of  acne 
rosacea  with  parasiticides  has  been  recom- 
mended since  Demodex  folliculorum  has 
been  identified  in  the  sebum  - containing 
comedones,  this  modality  has  not  achieved 
any  notable  popularity.  Medical  treatment 
seems  to  be  of  questionable  merit,  except 
for  general  principles  of  skin  hygiene.  Radio- 
therapy has  been  mentioned  but  has  gone 
out  of  vogue.  The  disastrous  consequences 
of  irradiation  for  acne  are  too  well  known  for 
this  therapeutic  approach  to  remain  popular. 

Surgical  excision  is  the  treatment  with 
the  most  certain  results  and  is  the  approach 
advocated  by  most.  Interesting  discussions 
have  been  developed  concerning  the  merits 
of  one  technique  or  another. 12  Basically,  two 
techniques  are  available.  One  consists  of 
subtotal  partial  - thickness  excision  of  the 


Figures  la,  lb.  Rhinophyma  treated  by  full  thickness  excision  of  the  involved  skin  and  replacement  by  a free, 
split-thickness  skin  graft.  The  differences  in  texture  between  the  grafted  skin  and  that  of  the  face  is  well  known  as 
is  the  circumferential  scar.  The  color  mismatch  is  suggested  in  this  instance:  the  graft  had  a tan  color,  contrasting 
with  a ruddy  complexion. 
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diseased  skin  with  epithelialization  depend- 
ing upon  epithelial  outgrowth  from  the 
transected  remnants  of  the  enlarged  glands. 
The  other  consists  of  flaying  the  nose  by 
excising  the  diseased  skin  in  toto  and  re- 
placing it  with  a free  skin  graft.  The  former 
has  the  disadvantage  of  being  a somewhat 
bloody  operation,  and  the  latter  results  in 
a more  or  less  conspicuous  cosmetic  defect. 
A third  alternative,  which  saves  the  nasal 
skin  for  use  as  skin  flaps  after  excision  of 
the  disease,  has  not  achieved  significant  ac- 
ceptance. 

Comments  on  Surgical  Technique 

Some  accounts  describe  the  operation  of 
subtotal  excision  as  relatively  bloodless.  One 
can  only  feel  for  the  unwary,  who  with  a 
false  sense  of  security  put  a scalpel  into 
rhinophyma  tissue  and  expect  a small  hem- 
orrhage. The  excision  of  a slice  of  rhino- 
phyma tissue,  cutting  through  engorged 
capillaries  and  telangiectatic  arterioles,  is 
followed  by  a gush  of  blood  all  the  more 
disconcerting  because  it  is  capillary  and 
arteriolar  with  no  point  for  clamping  and 
ligature.  To  avoid  such  a traumatic  experi- 
ence, it  is  good  advice  for  the  novice  to  watch 
such  a procedure  before  he  embarks  on  his 
own. 

Suggestions  have  been  made  to  use  pro- 
caine with  epinephrine  in  various  concentra- 
tions, hoping  for  a vasoconstricting  effect 
of  the  epinephrine.  Unhappily,  it  is  a vain 
hope,  and  the  bleeding  is  as  profuse  as  ever, 
leaving  the  surgeon  with  the  meager  consola- 
tion that  it  might  have  been  worse.  Exci- 
sion with  the  electrosurgical  dissection  unit 
has  been  advised  to  control  hemorrhage. 
This  unit  cuts  like  a knife  unless  the  coag- 
ulating current  is  used,  and  this  is  ineffec- 
tive in  the  welter  of  blood  that  exudes.  The 
fulgurating  needle,  however,  is  helpful  in 
controlling  arteriolar  hemorrhage  when  it  is 
encountered  in  an  area  of  telangiectasia. 
Practically,  the  bleeding  is  best  and  most 
readily  controlled  by  pressure,  and  expedi- 
tious progress  of  the  dissection  is  the  most 
effective  way  of  keeping  hemorrhage  to  a 
minimum. 

A free  partial-thickness  skin  graft  to  the 
face  is  not  a procedure  of  choice.  The  re- 
sult is  seldom  desirable  cosmetically.  A ser- 


piginous scar  at  the  junction  of  graft  and 
skin  cannot  be  avoided,  and  failure  of  color 
match,  which  is  usual,  means  that  the  graft 
is  paler  than  the  surrounding  skin.  A tex- 
tural difference  is  also  common,  so  that  the 
graft  appears  smoother  and  shinier  than  the 
skin  of  the  adjacent  cheeks  (Fig.  1).  These 
factors  combine  to  make  a free  graft  very 
conspicuous,  sometimes  likened  to  a piece 
of  thin  pie  crust  stuck  to  the  face.  In  the 
papers  which  describe  this  technique,  the 
postoperative  circumferential  cicatrix  is  al- 
ways clearly  seen,  and  the  color  match,  of 
course,  cannot  be  definitely  evaluated  in  a 
black  and  white  photograph.  We  believe 
that  in  an  operation  designed  specifically  to 
improve  the  cosmetic  appearance,  selection 
of  a free  graft  technique  is  a poor  choice. 
In  the  event  that  an  overenthusiastic  exci- 
sion results  in  total  loss  of  nasal  skin,  a 
skin  graft  becomes  a necessity,  and  its 
cosmetic  shortcomings  must  be  accepted. 
In  general,  however,  using  a free  skin  graft 
to  correct  rhinophyma  is  substituting  one 
cosmetic  disability  for  another. 

For  a surgeon  experienced  in  split-skin 
grafting,  subtotal  excision  of  rhinophyma 
skin  is  no  great  feat.  If  an  incision  is  car- 
ried too  deeply,  it  should  be  stopped  before 
excising  the  full  thickness  of  skin.  Such 
an  incision  will  heal  with  no  visible  scar. 
Irregular  ridges  can  be  smoothed  with  a 
scraping  action  of  the  scalpel  blade  or  by 
means  of  a wire  dermabrasion  brush  held 
in  the  fingers.  Using  an  engine  to  rotate 
the  brush  results  in  blood  sprayed  from 
floor  to  ceiling,  and  does  not  increase  the 
effectiveness  of  the  abrasion.  It  is  desir- 
able to  bevel  the  edges  of  the  excision,  but 
in  any  case,  small  irregularities  in  contour 
smooth  out,  and  the  skin  shrinks  and  adapts 
nicely  to  the  underlying  skeleton  in  the  post- 
operative period. 

After  the  excision,  two  or  three  layers  of 
fine  mesh  gauze  impregnated  with  Furacin 
in  a water-soluble  ointment  base  are  applied 
to  the  raw  surface.  These  in  turn  are  cov- 
ered with  gauze  dressings  and  held  in  place 
by  adhesive  tape  strapping.  The  tape  is 
applied  under  sufficient  tension  to  control 
hemorrhage,  and  is  left  in  place  overnight. 
The  preliminary  application  of  a liquid  ad- 
hesive or  tincture  of  benzoin  will  materially 
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Figures  2a,  2b,  2c,  2d.  Results  after  subtotal  excision  of  the  rhinophymatous  skin  with  subsequent  epithelializa- 
tion  from  glandular  remnants. 


May,  1969 


311 


assist  in  the  adherence  of  the  tape  as  well 
as  protecting  the  skin.  A properly  placed 
and  taped  dressing  will  invariably  provide 
complete  hemostasis.  The  following  day  the 
tape  and  gauze  dressing  are  removed,  but  the 
fine  mesh  gauze  is  permitted  to  adhere  to 
the  raw  surface  forming  an  artificial  crust. 
After  this  gauze  has  dried,  it  can  be 
trimimed  to  the  edges  of  the  defect,  and  re- 
quires no  further  attention  except  to  trim 
loose  edges  as  they  develop.  As  epitheliali- 
zation  progresses,  the  gauze  will  gradually 
loosen,  and  when  it  is  complete,  the  gauze 
will  fall  away,  unveiling  the  new  nose,  usual- 
ly to  everyone’s  gratification.  The  raw  sur- 
face is  therefore  treated  by  a modification 
of  the  exposure  technique,  exactly  as  one 
would  treat  a donor  site  of  a split-thick- 
ness skin  graft. 

Discussion 

One  may  well  ponder  the  reason  why  the 
operation  of  partial  skin  excision  and  derm- 
abrasion are  so  successful  in  treating  ro- 


sacea or  aborting  rhinophyma.  It  seems 
that  by  reducing  the  thickness  of  the  in- 
volved skin,  the  dilated  glands  are  transect- 
ed, evacuated  of  their  sebum,  and  opened 
for  free  drainage.  Emptying  the  dilated 
glands  appears  to  favor  a resolution  of  the 
reactive  fibrosis  while  the  stumps  of  the 
glands  serve  as  the  nidus  from  which  epi- 
thelialization  proceeds.  Pits  presenting  such 
stumps  are  clearly  visible  in  the  postopera- 
tive rhinophymatous  nose.  Furthermore, 
in  the  surgical  process  the  engorged  capil- 
laries and  telangiectatic  vessels  are  de- 
stroyed, so  that  the  characteristic  rosy  hue 
is  converted  to  a more  normal  color.  Post- 
operatively,  the  skin  shrinks  down  to  con- 
form to  the  underlying  skeleton,  and  small 
irregularities  smooth  out.  It  is  possible  that 
the  pathological  process  is  initiated  by 
changes  which  are  local  and  confined  to  the 
skin,  apparently  related  to  incompetent 
emptying  of  the  sevaceous  glands.  The  sur- 
gical procedure  of  dermabrasion  or  partial 


Figures  3a.  3b.  Rosacea  in  the  acne  and  comedone  stage  involving  nose,  cheeks  and  forehead  with  early  rhino- 
phyma. The  results  after  surgical  abrasion  with  a wire  brush  of  all  involved  areas  reflect  a marked  improvement 
in  appearance  as  well  as  fading  of  the  rosy  hue. 
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Figures  4a,  4b,  4c,  4i  Massive  rhinophyma  with  involvement  of  skin  of  adjacent  cheek  and  of  chin.  Treated  by 
staged  procedure  consisting  of  subtotal  excision  of  the  rhinophyma  followed  by  dennabrasion  of  the  involved 
cheek  skin. 
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excision  aborts  or  reverses  the  process  by 
destroying  the  openings  of  the  glands  so 
that  they  reform  with  a larger  diameter. 

It  is  difficult  to  make  pronouncements 
concerning  recurrence  after  this  operation. 
Experience  is  too  limited,  the  age  group  too 
advanced,  and  the  pathologic  process  too 
slowly  progressive  for  anyone  to  have  ac- 
cumulated enough  evidence  to  make  con- 
vincing statements  relative  to  recurrence 
after  partial  skin  excision.  It  would  appear 
that  it  is  a rather  infrequent  occurrence. 

Summaiy 

The  problem  of  rosacea  and  rhinophyma 
has  been  reviewed.  Treatment  has  been  dis- 
cussed with  observations  relative  to  surgical 
techniques.  The  adoption  of  a more  aggres- 
sive surgical  attitude  is  encouraged  in  order 
to  prevent  the  development  of  rhinophyma 
by  treatment  of  the  disease  in  the  rosacea 
or  acne  stage. 
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Malpractice  Insurance 


PRESIDENT’S  PAGE 

Most  of  us  are  alarmed  by  the  increas- 
ing number  of  malpractice  suits  that  are  be- 
ing heard  in  court  throughout  the  nation. 
It  almost  seems  as  if  a wave  of  malpractice 
actions  has  swept  out  of  California,  cover- 
ing the  entire  United  States. 

Certainly,  there  are  a number  of  con- 
tributing factors  to  this  situation.  Physi- 
cians have  borne  the  brunt  of  a great  deal 
of  adverse  publicity,  especially  on  the  part 
of  some  of  the  socialistically  minded  indi- 
viduals who  have  an  important  voice  in  the 
federal  government.  In  addition  to  this, 
many  lay  people  have  the  delusion  that  doc- 
tors are  very  wealthy  indeed,  consequently 
it  has  been  easier  for  a jury  to  find  a large 
verdict  against  a physician  many  times  in 
the  past. 

Certainly,  a large  factor  in  the  increas- 
ing number  of  malpractice  suits  has  been 
a tendency  on  the  part  of  some  of  the  young 
attorneys  to  take  advantage  of  insurance 
policies  which  will  pay  nuisance  settlements 
on  a malpractice  suit.  Unfortunately  for 
the  physicians,  while  this  handling  of  nui- 
sance cases  is  frequently  economically  prof- 
itable to  the  insurance  company,  it  is  very 
damaging  to  the  physician’s  reputation,  and 
has  a tendency  to  cause  other  attorneys  to 
think  that  this  is  a ripe  field  for  legal 
activity. 

Recent  publicity  has  demonstrated  the 
rather  startling  success  of  the  medically 
owned  malpractice  insurance  agency  of  the 
Canadian  Medical  Association.  They  have 
adopted  a policy  that  is  entirely  different 
from  that  used  by  the  private  insurers  in 
the  United  States.  For  example,  practically 
no  suits  have  been  settled  out  of  court  on  a 
nuisance  basis,  and  in  spite  of  the  rather 
vigorous  defense  of  the  actions  which  have 
been  brought  against  the  physicians,  less 
than  one  or  two  percent  of  the  cases  are 
decided  against  the  doctor. 

All  of  this  seems  to  point  to  the  actuality 
that  there  is  a considerable  advantage  in 
having  a medically  owned  malpractice  insur- 


ance company  in  which  the  American  Medi- 
cal Association  would  be  the  agent  for  the 
entire  medical  profession  in  the  United 
States. 

It  is  also  becoming  quite  clear  that  the 
private  insurance  companies  are  more  and 
more  reluctant  to  sell  malpractice  types  of 
insurance  policies,  and  will  do  so  only  if 
this  insurance  is  coupled  with  insurance  of 
another  type,  such  as  automobile  insurance. 
The  increasing  difficulty  in  contracting  with 
the  private  insurance  companies  to  cover 
anything  of  a malpractice  nature  also  em- 
phasizes the  fact  that  it  would  be  advan- 
tageous for  the  medical  profession  to  form 
and  finance  an  insurance  company  itself. 

Not  the  least  of  possibilities,  also,  is  the 
fact  that  malpractice  insurance,  purchased 
in  this  way,  is  very  likely  to  be  less  expen- 
sive than  it  is  when  buying  from  the  private 
insurers. 

Therefore,  it  is  my  suggestion  that  we 
offer  a resolution  to  be  sent  to  the  Clinical 
Section  of  the  AMA  recommending  such  a 
procedure.  Our  resolution  could  be  made 
at  our  next  clinical  meeting  in  the  fall  of 
1969. 

There  is  another  possibility.  Several  of 
the  state  medical  associations  have  contract- 
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ed  on  a group  basis  with  commercial  insur- 
ance companies.  Dr.  Gilligan’s  committee 
has  worked  on  this  in  the  past,  and  their 
work  could  be  restudied  and  then  reconsid- 
ered. 

— J.  Whitney  Kelley,  M.D. 


Two-Year  Clinical  Experience  With  Lithium 

— F.  W.  Furlong,  H.  Hendrie,  and  E.  D. 

Luby  (Univ  of  Toronto,  Toronto).  Canad 

Psychiat  Assoc  J 13:489-497  (Dec)  1968. 

Over  70%  of  the  manic  patients  in  this 
study  were  controllable  with  lithium  alone. 
An  additional  20%  with  severe  mania  had 
to  be  stabilized  by  haloperidol  but  were  main- 
tained by  lithium  once  the  acute  phase  sub- 
sided. Some  patients  required  periodic 
treatment  for  residual  depression.  Decreas- 
ing the  dose  of  lithium  and  adding  an  anti- 
depressant has  been  found  to  be  effective, 
even  in  some  patients  where  an  antidepres- 
sant alone  had  previously  failed  to  prevent 
repeated  depressions.  Merely  decreasing  the 
dose  of  lithium  was  not  found  to  be  effec- 
tive. Those  who  relapsed,  ultimately  showed 
schizophrenic  features. 


Length  of  Stay  in  Hospital  After  Acute 
Myocardial  Infarction  — R.  J.  Prineas 
and  R.  R.  H.  Lovell  (Royal  Melbourne 
Hosp,  Melbourne).  Med  J Aust  1:149- 
150  (Jan  25)  1969. 

Records  were  studied  of  412  men  dis- 
charged after  admission  with  acute  myo- 
cardial infarction.  They  were  participants 
in  a controlled  trial  of  long-term  treatment 
with  anticoagulants.  Length  of  hospital 
stay  fell  from  an  average  of  over  four  weeks 
in  1959  to  three  weeks  or  less  in  the  period 
from  1962  to  1965.  Mortality  after  leav- 
ing hospital  was  not  increased  by  this  re- 
duction of  time  spent  in  hospital. 


Adverse  Effects  of  Inhalation  of  Excessive 
Amounts  of  Nebulized  Isoproterenol  in 
Status  Asthmaticus  — T.  E,  Van  Metre, 
Jr.,  (Dept  of  Medicine,  Johns  Hopkins 
Hosp,  Baltimore).  J Allerg  43:98-110 
(Feb)  1969. 

The  inhalation  of  excessive  amounts  of 
nebulized  isoproterenol  and  related  com- 
pounds may  produce  adverse  effects  in  status 
asthmaticus.  Nine  of  17  patients  whose 
deaths  were  caused  primarily  by  asthma 
used  these  preparations  excessively  and  ap- 
parently more  and  more,  but  relief  was  less. 
Three  entered  into  a locked-lung  syndrome 
when  prolonged  inpatient  treatment  with 
corticosteroids  and  all  other  usually  em- 
ployed modalities  failed  to  produce  relief 
of  wheezing,  which  increased,  became  refrac- 
tory to  very  large  doses  of  isoproterenol 
given  by  hand  nebulizer  and  intermittent 
positive  pressure  breathing  apparatus,  and 
ultimately  caused  death.  Thirty  living  pa- 
tients, with  severe  asthma  resistant  to  all 
usual  forms  of  treatment,  including  corti- 
costeroids, improved  when  they  stopped 
overuse  of  nebulized  isoproterenol  com- 
pounds. One  of  these  showed  no  broncho- 
dilating  response  after  recovery.  One  nor- 
mal person  had  evidence  of  irritation  of  the 
upper  and  lower  respiratory  tract  after  in- 
halation of  excessive  aerosol  from  the  iso- 
proterenol mist,  but  no  evidence  of  bronchial 
obstruction. 


Obstetric  Problems  in  Massively  Obese  — 
T.  A.  Tracy  and  G.  Miller  (2703  E.  Central, 
Wichita,  Kansas).  Obstet  Gynec  33:204- 
208  (Feb)  1969. 

A select  group  of  patients  weighing  at 
least  250  lbs  during  any  part  of  pregnancy 
is  presented.  Termed  massively  obese,  this 
group  had  many  medical  or  obstetric  prob- 
lems, including  a 35%  incidence  of  operative 
obstetrics,  some  form  of  obstetric  complica- 
tion in  62.5%,  seven  times  more  toxemia 
than  usual,  a fivefold  increase  of  pyelone- 
phritis, and  at  least  ten  times  more  diabetes 
mellitus. 
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Surgical  Implications  of  Actinomycosis 
Of  the  Colon  Including  Mock  Cancer 


WE  seldom  consider  actinomycosis 
in  the  differential  diagnosis  of 
disease  of  the  colon,  and  usual- 
ly make  this  diagnosis  only  after  the  forma- 
tion of  multiple  abscesses  and  sinuses  in  a 
patient  or  fortuitously  on  microscopic  exam- 
ination of  excised  tissue. 

We  are  reporting  a case  of  apparent  pri- 
mary actinomycosis  of  the  colon  that  illus- 
trates how  we  may  interpret  the  manifesta- 
tions of  actinomycosis  as  cancer. 

Except  for  involvement  of  the  appendix, 
actinomycosis  of  the  colon  is  uncommon,  and 
usually  occurs  only  after  perforation  of  the 
colon  by  a foreign  body.  We  have  not  found 
a report  of  primary  involvement  of  the  trans- 
verse colon  with  pathogenic  Actinomyces  un- 
associated with  perforation  by  a foreign 
body. 

Report  of  Case 

A 39-year-old  Caucasian  truck  driver 
entered  the  hospital  complaining  of 
loose  stools  and  pain  in  the  abdomen 
for  12  days.  The  pain  was  in  the  left 
upper  quadrant.  It  was  intermittent, 
at  first  dull  but  becoming  sharp  and 
cramping.  The  patient  had  lost  15  lb 
during  the  preceding  year. 

He  had  a temperature  of  102°  F on 
admission,  but  had  no  fever  after  ad- 
mission. He  had  a firm,  movable  mass 
measuring  5 x 5 cm  in  the  left  upper 
quadrant,  which  was  dull  to  percussion. 
By  the  fifth  hospital  day,  this  mass  had 
enlarged  to  8 x 10  cm.  The  laboratory 
reported  normal  blood  counts,  an  alka- 
line phosphatase  of  21  King-Armstrong 
units,  and  a bromsulphthalein  retention 
of  5.5%.  A scan  of  the  liver  demon- 
strated hepatomegaly  and  a diffuse  in- 
filtrative process.  A barium  enema 
demonstrated  a narrowed  segment  of 
transverse  colon  without  evidence  of 
mucosal  defect.  We  thought  the  patient 
had  a lesion  extrinsic  to  the  colon,  prob- 
ably cancer. 


ROBERT  J.  PROKOP,  Ph.D..  M.D.. 
WILLIAM  F.  McMANUS,  M.S.,  M.D.,  and 
CARLOS  R.  MOTA,  M.D.,  F.A.C.S. 
Omaha,  Nebraska 


At  celiotomy,  we  found  a firm  mass 
involving  the  left  transverse  colon  and 
the  greater  omentum  that  was  adher- 
ent to  the  anterior  peritoneum.  A froz- 
en section  biopsy  of  the  omentum 
showed  only  inflammatory  reaction. 
Still  thinking  we  were  dealing  with 
cancer,  we  resected  the  transverse  colon, 
mesocolon,  and  omentum  widely,  and 
performed  an  end-to-end  colocolostomy. 

The  pathologist  reported  that  the 
omental  tissue  showed  acute  and  chronic 
inflammation  with  fibrosis.  The  trans- 
verse colon  contained  multiple  intra- 
mural sinus  tracts  and  abscesses  that 
contained  numerous  bacteria  and 
granules  of  actinomycosis.  The  patholo- 
gist found  no  evidence  of  foreign  body 
perforation,  and  therefore  considered 
this  a primary  lesion. 

After  operation,  the  patient  received 
3.6  million  units  of  penicillin  G intra- 
venously. After  six  days,  he  was  dis- 
charged on  4.8  million  units  of  penicillin 
G orally  for  four  weeks.  The  dose  was 
then  decreased  to  3.6  million  units  oral- 
ly per  day.  He  stopped  taking  his  peni- 
cillin six  weeks  after  discharge.  Two 
days  later,  he  noted  the  onset  of  fever 
and  generalized  abdominal  pain.  He  was 
seen  in  the  outpatient  clinic  and  placed 
on  3.6  million  units  of  penicillin  G oral- 
ly per  day,  and  his  symptoms  disap- 
peared. We  decreased  the  dose  over  a 
six  month  period.  He  has  remained 
well. 

Discussion 

Bollinger^  first  described  actinomycosis  in 
1875,  when  he  isolated  branching  mycelia 
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in  a discharge  from  the  mandible  of  a cow. 
Harz^  studied  this  specimen,  and  named  it 
the  “ray-fungus.”  Israel^  first  isolated  the 
organism  in  human  tissue,  and  Ponfick^  de- 
scribed the  disease  in  humans  in  1879. 
Israel®  reported  a series  of  38  cases  in  hu- 
mans in  1885. 

Actinomyces  Israeli  is  found  as  normal 
flora  in  the  oral  cavity,  gastrointestinal  and 
respiratory  tracts.  It  is  more  closely  related 
to  bacteria  than  fungi.  It  is  an  obligate 
anaerobe  that  stains  Gram-positive.  In  tis- 
sue it  appears  in  colonies  resembling  yel- 
low flakes  or  “sulfur-granules.” 

Actinomycosis  is  more  prevalent  in  men 
than  in  women  (2:1),  and  is  found  most 
frequently  in  agricultural  workers.  Israel® 
thought  this  disease  probably  resulted  from 
penetration  of  mucous  membrane  by  patho- 
genic Actinomyces.  Lord®  reported  the  as- 
sociation of  actinomycosis  with  dental  caries 
in  1910  and  isolated  the  organism  from  ton- 
sillar crypts.  Kaye'^  cultured  the  organism 
from  bronchial  aspirate. 

Cope®  reported  the  relative  locations  of 
actinomycosis  as  cervicofacial  50%,  abdom- 
inal 25%,  and  thoracic  25%.  Harvey®  re- 
ported a distribution  of  63%  abdominal, 
24%  cervicofacial,  and  13%  thoracic,  and 
felt  that  the  difference  in  distribution  was 
attributable  to  more  accurate  diagnostic 
methods.  Cope®  and  Harvey®  also  noted  that 
a mistaken  diagnosis  of  malignancy  was 
made  in  most  patients  and  corrected  to  ac- 
tinomycosis after  microscopic  examination 
of  the  involved  tissues. 

The  symptoms  and  signs  of  abdominal 
actinomycosis  are  protean.  The  onset  may 
be  acute,  subacute,  or  chronic.  A mass  in 
the  abdomen  or  pelvis  is  common.  This 
mass  may  become  tender  and  soft  with  the 
formation  of  sinus  tracts  and  seropurulent 
abscess  drainage.  Partial  obstruction  of  the 
large  or  small  bowel  may  occur.  Malaise, 
weakness,  low  grade  fever,  leukocytosis,  hy- 
pochromic anemia,  and  an  elevated  erythro- 
cyte sedimentation  rate  may  be  found.  When 
the  colon  is  involved,  a barium  enema  exam- 
ination may  show  a deformity. 

Infected  tissues  are  relatively  avascular 
and  indurated  with  little  early  suppuration. 


Large  areas  of  subcutaneous  tissue,  muscle, 
lymph  nodes,  bone,  bowel  and  mesentery 
may  be  involved  and  multiple  sinus  tracts 
form.  The  identification  of  “sulfur-gran- 
ules” adds  support  to  the  diagnosis. 

Treatment 

Actinomycosis  has  been  treated  with  ir- 
radiation, vaccines,  chemotherapy,  and  anti- 
biotics. Thomasseni®  used  potassium  iodide 
to  treat  what  was  thought  to  be  actinomy- 
cosis in  cattle.  However,  he  was  treating  a 
granulomatous  disease  caused  by  the  aero- 
bic, Gram-negative  Actinobacillus  actinomy- 
cetemcomitans  which  is  destroyed  by  potas- 
sium iodide,  rather  than  A.  israeli  or  A. 
bovis  which  can  be  grown  in  media  contain- 
ing potassium  iodide. 

Various  agents,  such  as  thymol,  copper 
sulfate,  and  vaccines  were  used  before  anti- 
biotics. Waring^^  first  recommended  incision 
and  drainage  of  abscesses.  Wangensteen^^ 
emphasized  the  importance  of  the  total  ex- 
cision of  necrotic  tissue. 

High  blood  levels  of  antibiotic  are  needed 
for  effective  control  of  Actinomyces.  Fish- 
eri3  reported  that  crude  penicillin  was  effec- 
tive in  inhibiting  it.  Dobson  and  Cutting^^ 
treated  a patient  with  1 million  units  of  peni- 
cillin daily  by  drip  infusion  for  one  week 
followed  by  120,000  units  procain  penicillin 
intramuscularly  for  one  month.  Harvey, 
Cantrell,  and  Fisher®  recommended  wide  sur- 
gical excision  and  massive  dosages  of  peni- 
cillin of  from  2 to  5 million  units  daily  for 
12  to  18  weeks  after  excision.  Putnam, 
Dockerty,  and  Waugh^®  advocated  500,000 
to  1.2  million  units  for  from  four  to  eight 
weeks. 

In  the  final  evaluation  of  treatment,  gen- 
eral supportive  measures  result  in  no  cures, 
excision  of  infected  tissue  alone  cures  about 
half  the  patients,  pencillin  therapy  alone 
results  in  a cure  rate  of  57.1%  but  excision 
of  infected  tissue  combined  with  prolonged 
penicillin  therapy  gives  a cure  rate  of  88.8%. 

Summary 

We  have  described  a case  of  actinomycosis 
of  the  colon  that  was  apparently  a primary 
lesion.  All  other  reported  cases  of  actinomy- 
cosis of  the  colon  have  been  associated  with 
a perforation  caused  by  a foreign  body. 
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In  this  case,  the  actinomycotic  lesion  simu- 
lated cancer  of  the  colon,  and  we  resected 
the  lesion,  believing  that  it  was  a cancer. 
The  true  diagnosis  was  established  only  on 
microscopic  examination  of  the  tissue. 
Others  have  also  commonly  confused  actino- 
mycosis with  cancer. 

Long  term  penicillin  treatment  after  the 
resection  of  the  colon  involved  with  actino- 
mycosis controlled  the  disease  in  our  pa- 
tient. Others  have  described  long  term  anti- 
biotic therapy  after  resection  as  the  best 
treatment. 
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SPECIAL  ARTICLES 


Wash  ingtoNews 


1.  Rubella  vaccine 

The  Department  of  Health,  Education  and 
Welfare  issued  proposed  regulations  setting 
standards  for  rubella  vaccine,  making  it  pos- 
sible that  it  will  be  ready  for  distribution  in 
limited  quantities  by  about  June  1,  1969. 

The  standards  cover  production  methods, 
safety,  purity  and  potency.  They  were  de- 
veloped by  the  Division  of  Biologies  Stand- 
ards, a unit  of  the  National  Institutes  of 
Health.  Final  regulations  could  be  published 
as  early  as  May  3.  Indications  were  that 
two  manufacturers  would  have  a vaccine 
ready  for  initial  distribution  soon  after  the 
regulations  had  been  made  final. 

“This  means  that  we  are  one  step  closer 
to  the  prevention  of  a disease  that  has 
caused  an  untold  number  of  tragic  births,” 
HEW  Secretary  Robert  H.  Finch  said  when 
the  proposed  regulations  were  issued. 

“We  are  moving  ahead  to  combat  German 
measles  in  the  quickest  manner  consistent 
with  public  safety.” 

The  regulations  apply  to  vaccines  contain- 
ing a live  virus  strain  known  as  HPV-77, 
which  is  grown  in  either  duck  embryo  or 
dog  kidney  cell  culture  systems.  Experi- 
mental vaccines  produced  in  accordance  with 
the  standards  have  undergone  extensive 
community  testing  in  the  United  States  and 
abroad.  Two  manufacturers,  Merck,  Shaiqj 
& Dohme  and  Philips  Roxane  Laboratories 
have  produced  vaccines  based  on  this  strain. 

“We  hope  that  more  than  one  vaccine  will 
be  available,”  Dr.  Robert  Q.  Marston,  NIH 
Director,  said.  “Regulations  covering  the 
use  of  other  virus  strains  and  culture  media 
for  rubella  vaccine  production  will  be  formu- 
lated on  the  basis  of  extensive  tests  now  go- 
ing on.” 

Smith  Kline  & French  Laboratories  has 
tested  widely  an  experimental  vaccine  con- 
taining the  Cendehill  strain  of  rubella  virus. 

An  HEW  announcement  said: 

“German  measles  is  a threat  to  susceptible 
pregnant  women  at  any  time,  but  the  threat 


increases  significantly  during  epidemic 
years.  One  of  the  most  tragic  and  disas- 
trous epidemics  to  hit  the  United  States 
in  modern  times  was  the  German  measles 
epidemic  of  1964-1965.  This  resulted  in 
about  50,000  abnormal  pregnancies.  About 
20,000  infants  were  born  with  such  crippling 
defects  as  mental  retardation,  heart  disease, 
blindness  and  deafness.  The  remaining  30,- 
000  pregnancies  terminated  in  miscarriage 
or  stillbirth. 


2.  Antibiotics 

The  Food  and  Drug  Administration  has 
taken  the  first  step  to  halt  the  marketing 
of  78  antibiotic  combination  products. 

The  ultimate  action  was  recommended  by 
the  National  Academy  of  Sciences-National 
Research  Council,  which  is  evaluating  the 
effectiveness  of  about  3,600  new  drugs  mar- 
keted from  1938  to  1962. 

Generally,  the  78  products  were  found  in- 
effective as  fixed  combinations  for  claims 
made  in  their  labeling.  The  FDA  empha- 
sized that  this  does  not  necessarily  mean 
that  either  the  antibiotics  or  other  active 
ingredients  of  the  products  are  ineffective 
when  used  alone. 

“But  the  use  of  two  or  more  active  in- 
gredients in  the  treatment  of  a patient  who 
can  be  cured  by  one  is  irrational  therapy,” 
said  Herbert  L.  Ley,  Jr.,  M.D.,  Commission- 
er of  Food  and  Drugs.  “It  exposes  the  pa- 
tient to  an  unnecessary  risk.  Antibiotics 
should  be  used  like  a rifle  rather  than  a 
shotgun.” 

The  majority  of  the  78  products  are  anti- 
biotic-sulfa combinations  in  tablet,  capsule, 
or  liquid  form.  Also  included  are  16  peni- 
cillin-streptomycin combinations  that  are 
given  by  injection. 

Other  antibiotics  used  in  the  preparations 
include  erythromycin,  neomycin,  tetracycline, 
chlortetracycline,  nystatin,  oxytetracycline, 
oleoandomycin,  and  triacetyloleandomycin. 
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In  addition,  some  of  the  preparations  contain 
analgesics,  vitamins,  or  other  ingredients. 

The  antibiotics  combinations  are  the  prod- 
ucts of  21  different  manufacturers,  includ- 
ing Chas.  Pfizer  & Co.;  Eli  Lilly  & Co.; 
Lederle  Laboratories  division  of  American 
Cyanamid  Co. ; Bristol  Laboratories  Inc.,  a 
division  of  Bristol-Myers  Co. ; Merck  & Co. ; 
E.  R.  Squibb  & Sons  Inc.,  a subsidiary  of 
Squibb  Beech-Nut  Inc.;  Upjohn  Co.;  Wyeth 
Laboratories  Inc.,  a subsidiary  of  American 
Home  Products  Corp. ; Abbott  Laboratories ; 
and  Hoffman-La  Roche  Inc.  In  an  earlier 
proposal  last  December,  the  FDA  similarly 
moved  against  products  marketed  by  Squibb, 
Lederle  and  Upjohn. 

Many  of  the  affected  products  have  been 
promoted  widely  and  found  wide  acceptance 
in  the  medical  profession.  Several  of  the 
manufacturers  promptly  said  they  would 
contest  the  FDA  ruling  and  others  were  ex- 
pected to  oppose  it  also.  The  manufactur- 
ers were  given  30  days  to  submit  any  new 
data  on  efficacy  of  the  products. 

There  were  12  products  in  the  first 
groups,  announced  last  December.  A deci- 
sion still  was  pending  on  whether  manufac- 
turers of  those  products  should  have  addi- 
tional time  to  submit  evidence  of  efficacy. 

The  FDA  can  halt  the  marketing  of  anti- 
biotic-containing  preparations  by  deleting 
them,  from  regulations  listing  the  antibiotic 
drugs  acceptable  for  certification.  Anti- 
biotics and  insulin,  unlike  other  drugs,  must 
be  certified  on  a batch-by-batch  basis  be- 
fore they  can  be  marketed. 


3.  Drug  advertising 

Two  spokesmen  for  the  medical  profession 
asserted  before  a Senate  subcommittee  that 
the  policies  and  scientific  journals  of  their 
organizations  are  not  biased  in  favor  of  the 
prescription  drug  industry  because  of  the 
drug  advertising  revenue. 

Sen.  Gaylord  Nelson  (D.,  Wis.),  chairman 
of  the  Senate  Monopoly  Subcommittee 
which  is  making  a broad  study  of  the  ethical 
drug  industry,  accused  the  medical  journals 
of  following  the  pharmaceutical  industry’s 
line  to  get  advertising  dollars. 


Both  Dr.  Edward  R.  Annis,  a member 
of  the  AMA  Board  of  Trustees,  and  Dr. 
Maynard  I.  Shapiro,  president  of  the  AAGP, 
emphatically  denied  the  charge.  Both  cited 
the  high,  objective  advertising  standards  of 
their  organizations’  publications. 

“The  American  Medical  Association’s  pro- 
grams and  policies  have  never  been,  are  not 
now,  and  will  never  be  shaped  by  any  de- 
pendence on  the  drug  industry,”  Dr.  Annis 
said.  “And  to  assure  that  there  is  no  con- 
flict of  interest,  the  AMA  has  consistently 
separated  the  editorial  management,  adver- 
tising acceptance,  and  business  management 
of  each  of  its  scientific  publications.  . . 

“We  believe  that  no  publication  surpasses 
our  own  standards  for  acceptable  advertis- 
ing.” 

Nelson  sharply  criticized  the  Journal  of 
the  American  Medical  Association  as  to  the 
ads  it  carried  on  chlormycetin  after  the  drug 
had  been  judged  to  be  extremely  dangerous. 
Annis  acknowledged  that  “one  Madison  Ave- 
nue effort  . . . slipped  through  the  net”  of 
AMA  advertising  standards.  But  he  pointed 
out  the  various  warnings  on  the  drug  car- 
ried in  the  editorial  content  of  JAMA  and 
other  AMA  publications. 

“Advertising  is  screened  by  a group  of 
physicians,  all  of  whom  we  consider  quali- 
fied to  perform  their  task,”  Dr.  Shapiro  said. 
“We  don’t  list  the  names  of  these  physicians 
in  our  magazine  because  we  believe  they 
prefer  a degree  of  anonymity.  All  are  med- 
ical school  faculty  members  and  all,  in  our 
opinion,  are  well  qualified  to  screen  pharma- 
ceutical advertising.” 

Dr.  Shapiro  also  said  that  at  least  two 
drug  firms  had  cancelled  ads  in  AAGP 
publications  after  they  had  carried  editorials 
adverse  to  the  companies. 


4.  Hill-Burton 

The  Nixon  Administration  recommended 
to  Congress  that  the  Hill-Burton  hospital 
construction  and  improvement  program  be 
changed  to  permit  block  allocation  of  grant 
funds  to  states. 

Since  enactment  of  the  first  Hill-Burton 
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legislation  in  1946,  federal  grants  for  it  have 
been  earmarked  for  specific  purposes. 

In  a statement  to  the  House  Health  Sub- 
committee, Robert  H.  Finch,  secretary  of 
Health,  Education  and  Welfare,  said  the 
nation’s  health  needs  had  changed  since  the 
Hill-Burton  program  was  started. 

Today’s  needs,  he  said,  are  twofold: 

— Modernization  or  replacement  of  exist- 
ing and  obsolete  acute  care  facilities  in  the 
hospitals  and 

— Expansion  of  other  kinds  of  medical  fa- 
cilities to  reduce  the  pressures  on  hos- 
pitals and  help  curb  skyrocketing  medical 
costs. 

He  recommended  a $150  million  annual 
grant  authorization  for  construction,  re- 
placement or  modernization  of  the  most  criti- 
cal types  of  health  facilities. 

“Additionally,  we  recommend  the  removal 
of  the  existing  Hill-Burton  categories  to 
provide  a better  balance  of  health  care  fa- 
cilities in  the  community  by  assisting  those 
kinds  of  facilities  which  have  traditionally 
been  neglected  or  in  short  supply,”  he  said. 

Expansion  of  neighborhood  health  center 
programs  also  was  recommended.  The  HEW 
statement  said  it  was  required  to  meet  the 
health  needs  of  the  poor. 

H.  Phillip  Hampton,  M.D.,  Tampa,  Fla., 
testifying  for  the  AMA,  said  the  AMA  con- 
tinues its  long-standing  support  of  the  Hill- 
Burton  program  but  believes  that  “the  major 
need  that  exists  today  is  for  the  improve- 
ment and  effective  use  of  existing  facilities.” 

“Priority  for  modernization  and  the  up- 
grading of  existing  facilities  will  lessen  the 
strain  on  the  available  supply  of  health  per- 
sonnel needed  to  provide  services  obtained 
in  hospitals  and  related  facilities,”  he  said. 

The  AMA  supported  a provision  in  one  of 
the  two  Hill-Burton  bills  before  the  sub- 
committee that  would  permit  states  to  trans- 
fer funds  from  one  allocation  to  another, 
providing  “further  elasticity  to  the  trans- 
fer of  funds  from  construction  to  moderni- 
zation.” 

The  AMA  opposed  as  unnecessary  the 
establishment  of  Hill-Burton  priorities  for 


construction  or  modernization  of  out-patient 
facilities  or  facilities  to  provide  compre- 
hensive health  care.  Such  needs  should  be 
met  through  other  laws  already  enacted,  the 
AMA  said.  Dr.  Hampton  explained: 

“We  hope  to  make  this  point  clear:  We 

understand  the  part  played  by  hospital  out- 
patient departments  in  providing  a place 
for  necessary  services  to  a community,  and 
to  the  role  played  in  teaching  and  training. 
But  we  believe  that  any  need  for  outpatient 
facilities,  separate  and  apart  from  the  hos- 
pital, or  for  free-standing  diagnostic  and 
treatment  centers  — or  whatever  they  may 
be  called  — can  be  met  through  other  pro- 
grams which  provide  federal  assistance.  The 
Hill-Burton  program  is  not  the  appropriate 
vehicle  for  grants  or  priorities  for  such  sep- 
arated facilities.  Nothing  has  been  demon- 
strated which  indicates  either  public  benefit 
or  public  acceptance  for  this  concept  of  pro- 
viding ambulatory  medical  care  through  hos- 
pital operated,  rather  than  physician  oper- 
ated, neighborhood  clinics.” 


Psychiatric  Study  of  Atypical  Facial  Pain  — 

D.  P.  Smith  et  al  (Mayo  Clinic,  Rochester, 
Minn.)  Canad  Med  Assoc  J 100:286-290 
(Feb  8)  1969. 

A psychiatric  evaluation  of  32  consecutive 
patients  with  atypical  facial  pain  was  ob- 
tained from  relatively  uninstructed  inter- 
views and  subsequently  completed  Minnesota 
Multiphasic  Personality  Inventories  (MMPI) . 
Most  patients  evidenced  significant  psycho- 
pathology; in  two  patients  without  evidence 
of  psychologic  disturbance,  organic  disease 
accounted  for  the  pain.  Physical  or  psycho- 
social trauma  was  associated  with  the  onset 
of  pain  in  nine  patients.  Patients  tended 
to  have  deviant  MMPI  profiles,  especially 
involving  the  hysteria  scale.  They  impressed 
the  authors  as  being  perfectionists,  driving, 
success-oriented,  hypochondriacal,  depressed 
individuals  with  difficulty  in  interpersonal 
relationships.  Resentment  and  anger  were 
repressed,  resulting  in  further  depression 
and  facial  pain,  and  effectively  communicat- 
ing the  patient’s  distress. 
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Respiratory  Diseases 


CHILDHOOD  SARCOIDOSIS 

In  a series  of  eighteen  cases  of  sarcoi- 
dosis in  children,  outcome  of  the  disease 
was  more  favorable  in  those  who  were 
asymptomatic  at  the  time  of  diagnosis  than 
in  those  who  had  symptoms.  Sarcoidosis 
may  be  more  prevalent  in  children  than 
has  been  estimated. 

Sarcoidosis  is  rarely  diagnosed  in  children  in  an 
early  stage.  One  reason  is  that  children  are  not 
usually  included  in  chest  x-ray  surveys  which  may 
lead  to  the  discovery  in  adults  of  the  clinically 
silent,  early  intrathoracic  sarcoidosis.  By  the  time 
sarcoidosis  is  recognized  in  children  it  may  be 
advanced,  with  one  or  more  extrathoracic  com- 
ponents. 

In  a study  of  18  cases  of  proved  sarcoidosis  in 
children,  the  outcome  of  the  disease  was  found 
to  correlate  largely  with  the  presence  or  absence 
of  symptoms  at  diagnosis. 

In  age  the  children  ranged  from  9 to  15  years. 
Eleven  were  boys,  seven  were  girls.  The  disease 
was  symptomatic  at  the  time  of  diagnosis  in  11; 
asymptomatic  in  seven.  All  children  12  years  of 
age  and  under,  but  only  six  of  those  13  to  15 
years  of  age,  had  symptoms  at  the  time  of  diag- 
nosis. 

Seven  of  11  children  with  symptoms  already  had 
chronic  disease,  and  the  disease  in  five  of  the  seven 
asymptomatic  children  was  in  the  subacute  stage. 
Extrathoracic  involvement  had  occurred  in  all  the 
children  with  disease  in  the  chronic  stage,  but  only 
three  of  the  asymptomatic  children  had  such  in- 
volvement. 

Two  of  the  children  had  normal  x-ray  films 
initially;  the  others  had  hilar  adenopathy  either 
alone  (3)  or  with  pulmonary  mottling  or  mottling 
alone  (13).  Five  of  the  children  with  hilar  adeno- 
pathy and  pulmonary  mottling  showed  flocculent 
infiltrations;  five  had  miliary  nodules,  and  three 
had  focal  streaking.  In  one  child  who  had  paren- 
chymal densities  without  hilar  adenopathy,  the 
lung  pattern  was  diffusely  reticular. 

Eight  of  the  symptomatic  children  had  hilar 
adenopathy  with  pulmonary  mottling.  Two  chil- 
dren with  extrapulmonary  sarcoidosis  had  a normal 
chest  film.  Three  children  with  no  symptoms  at 
onset  showed  hilar  adenopathy  alone,  and  four 
others  showed  hilar  adenopathy  and  pulmonary 
mottling. 

PRESENTING  SIGNS 

Enlargement  of  the  peripheral  lymph  nodes  was 
the  presenting  sign  in  four  of  the  11  children  with 
symptomatic  onset.  In  three  others,  dimness  of 
vision  in  one  eye  was  the  first  sign.  Signs  in 
the  other  children  were  respiratory  symptoms, 
weight  loss,  erythema  nodosum,  and  parotid  enlarge- 
ment. 

The  Kveim.  test  was  positive  in  16  of  the  18 
children.  Both  children  in  whom  it  was  nega- 


tive had  had  sarcoidosis  for  more  than  three 
years  when  the  Kveim  test  was  applied.  Diagnosis 
was  confirmed  by  biopsy.  Eleven  children  in  all 
had  organ  biopsies. 

All  but  two  children  had  negative  tuberculin  tests, 
which  is  common  in  sarcoidosis.  The  two  positive 
reactors  responded  only  to  second-strength  PPD. 

Ten  children  received  drug  therapy  consisting  of 
daily  doses  of  either  prednisone  (or  an  equivalent 
hormone)  or  chloroquine;  two  of  the  10  received 
both  drugs  at  different  times. 

OBSERVATION  PERIOD 

Seventeen  of  the  children  were  observed  for  pri- 
ods  ranging  from  one  to  nine  years  (a  mean  of 
three  and  one-tenth  years).  At  the  end  of  the  ob- 
servation period,  activity  had  subsided  and  all  le- 
sions had  cleared  in  five,  four  of  whom  had  been 
asymptomatic  at  onset.  Ten  other  children  im- 
proved, but  clearing  was  not  complete.  Only  two 
children,  both  with  symptomatic  onset,  became 
worse. 

Improvement,  but  not  clearing  of  lesions,  was 
observed  in  14  of  the  17  children  during  the  first 
year,  and  was  maintained  in  all  but  one  of  these. 
The  remaining  patient  in  this  group  developed 
bilateral  nerve  deafness  in  the  second  year.  One 
child  who  became  worse  in  the  first  year  later 
lost  the  sight  of  one  eye. 

The  course  and  outcome  were  distinctly  less  fav- 
orable for  children  with  symptomatic  onset  than 
for  those  who  were  asymptomatic  and  whose  disease 
was  detected  by  mass  surveys  or  routine  roentgen- 
ography. Six  of  seven  asymptomatic  children,  all 
13  years  or  older  at  the  time  of  diagnosis,  were 
clinically  well  when  last  observed. 

However,  of  the  11  symptomatic  children,  only 
two  were  entirely  well,  and  nine  had  varying  gi’ades 
of  disease  activity.  Temporary  improvement  did 
occur  spontaneously  or  with  therapy  in  all  the  11 
children.  Corticosteroid  therapy  helped  control 
recent  lesions.  Chloroquine  was  of  particular  value 
in  treating  cutaneous  sarcoidosis.  Respiratory 
failure  has  not  as  yet  been  observed  in  any  of  the 
children. 

The  discovery  that  asymptomatic  sarcoidosis  was 
relatively  common  among  young  adults  dates  back 
to  the  mass  x-ray  surveys  of  Armed  Forces  re- 
cruits in  World  War  II.  There  has  since  been 
growing  recognition  that  a presymptomatic  stage, 
marked  only  by  silent,  bilateral  hilar  adenopathy 
and  frequently  associated  with  a negative  tuber- 
culin test,  is  more  common  in  the  general  popula- 
tion than  had  been  i-ecognized.  Since  children 
have  not  been  included  in  mass  radiographic  sur- 
veys, the  prevalence  of  childhood  and  adolescent 
sarcoidosis  has  not  until  recently  been  estimated 
in  any  country.  In  Japan  and  Hungary,  children 
are  being  included  in  such  surveys  and  asympto- 
matic cases  are  being  uncovered  at  a prevalence 
rate  approaching  that  of  adults  in  those  two  coun- 
tries. 
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PREDICTING  PROGNOSIS 

In  the  series  reported,  the  children  with  sympto- 
matic onset  were  younger  and  had  more  exten- 
sive disease  than  those  whose  illness  was  detected 
in  the  asymptomatic  stage.  Because  of  the  de- 
layed detection  of  sarcoidosis  in  children  whose 
symptoms  were  already  present,  corticosteroid 
therapy  was  required  more  frequently  and  for  a 
longer  time  than  it  was  for  the  asymptomatic  group. 
The  prognosis  was  also  less  favorable  for  the  symp- 
tomatic child.  Pi-ognosis  could  be  predicted  with  a 
fair  degree  of  accuracy  by  the  end  of  the  first 
year  of  obseiwation. 

Thus,  it  appears  that  sarcoidosis  may  come  and 
go  unrecognized  in  children,  especially  in  those  ap- 
proaching adolescence,  and  that  the  disease  is  more 
frequent  in  children  than  had  been  estimated. 

A possible  diagnosis  of  sarcoidosis  should  be 
considered  in  children  with  unexplained  mediastinal 
or  superficial  lymphadenopathy,  hepatosplenome- 
galy,  uveitis,  enlargement  of  the  salivary  or  lacrimal 
glands,  cystic  bone  lesions  of  the  hands  or  feet, 
lung  infiltrations  or  granulomatous  skin  lesions. 
Organ  biopsy,  Kveim  test  and  appropriate  radi- 
ography can  lead  to  early  diagnosis,  after  which 
proper  therapy  can  be  instituted,  with  the  preven- 
tion of  some  of  the  irreversible  organ  damage. 

— Louis  E.  Siltzbach,  M.D.,  and  Gerald  M.  Greenberg,  M.D. 

The  New  England  Journal  of  Medicine,  December  5.  1968. 


Changes  in  Sexual  Function  Following  Oper- 
ation on  Abdominal  Aorta  — A.  G.  May, 
J.  A.  DeWeese,  and  C.  G.  Rob  (Univ  of 
Rochester  Medical  Center,  Rochester  NT). 
Surgery  65:41-47  (Jan)  1969. 

Interviews  with  70  male  patients  having 
aortic  surgery  for  aneurysm  or  aortic-iliac 
disease  revealed  8%  and  70%,  respectively, 
as  having  some  preoperative  impairment  of 
erection.  Following  surgery,  impairment 
developed  in  21%  of  the  sexually  normal 
patients  having  aneurysmectomy  and  in 
34%  of  the  normal  patients  having  revas- 
cularization for  occlusive  disease.  None  of 
the  aneurysm  patients  with  preexisting  im- 
pairment of  erection  improved  after  sur- 
gery; 32%  of  those  with  aorto-iliac  occlu- 
sion improved.  Postoperative  abnormalities 
of  ejaculation  developed  in  63%  having 
aneurysmectomy  and  49%  having  surgery 
for  aorto-iliac  obstruction.  Since  abnormal- 
ities of  ejaculation  caused  less  patient  con- 
cern than  did  impairment  of  erection,  great- 
er consideration  should  be  given  to  preserva- 
tion or  restoration  of  normal  potency. 
Thromboendarterectomy  or  resection  and 


graft  replacement  with  revascularization 
proximal  to  the  hypogastric  arteries  most 
effectively  accomplished  this.  Adjunctive 
lumbar  sympathectomy  below  at  Lj  ganglia 
was  performed  without  adding  to  the  risk 
of  impairment  of  erection. 

Median  Nerve  Conduction  in  Pregnancy  — 

J.  L.  Melvin  (School  of  Allied  Medical 
Services,  Ohio  State  Univ,  Columbus),  C. 
N.  Burnett,  and  E.  W.  Johnson.  Arch 
Phys  Med  50:75-80  (Feb)  1969. 

The  triad  of  numbness,  tingling,  and  pain 
of  the  hands  occurs  frequently  during  preg- 
nancy. Of  87  pregnant  women  studied,  36 
complained  of  these  symptoms.  Fifteen  had 
abnormal  conduction  latencies  of  the  distal 
median  nerve.  In  almost  half  of  these  only 
the  afferent  fiber  conduction  was  altered. 
In  no  cases  did  slowed  motor  fiber  conduc- 
tion of  the  distal  median  nerve  occur  with- 
out an  associated  slowing  of  sensory  fiber 
conduction  over  the  same  nerve  segment. 
The  changes  in  afferent  fiber  conduction  pre- 
ceded those  in  efferent  fiber  conduction,  and 
returned  to  normal  later.  Severity  of  in- 
volvement varied  from  moderate  elevation 
of  sensory  latencies  to  motor  latencies  of  10 
msec  associated  with  extensive  fibrillation 
in  the  opponens  muscle. 

Awareness  During  Cesarean  Section  Under 
General  Anesthesia  — J.  Wilson  and  D. 
J.  Turner  (Dept  of  Anesthesia,  Royal  In- 
fiiTnary,  Edinburgh).  Brit  Med  J 1:280- 
283  (Feb  1)  1969. 

One  hundred  and  fifty  consecutive  general 
anesthesia  cesarean  sections  were  investi- 
gated. Evidence  of  unpleasant  recall,  recall 
of  facts,  pain  or  unpleasant  dreams  were  in- 
vestigated to  find  common  etiological  fac- 
tors. Age,  parity,  preoperative  tension,  pre- 
medication, ventilation,  and  anesthetic  se- 
quence were  studied.  Apart  from  the  ob- 
vious, that  increased  depth  of  anesthetic  re- 
duces the  possibility  of  recall,  the  one  emer- 
gent, statistically  significant  factor  was  nar- 
cotic administration  within  six  hours  of  in- 
duction which  prevented  the  occurrence,  or 
factually  reduced  the  occurrence,  of  pain  re- 
call to  a minimum  and  reduced  unpleasant 
dreaming  significantly. 
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How  to  Get  Paid  for  Treating 
Military  Patients 


Payment  to  civilian  sources  for  emergency 
professional  services  rendered  to  military 
personnel  who  are  on  active  duty  (as  con- 
trasted to  retired,  or  inactive  members  of 
the  National  Guard  or  Reserve)  is  the  re- 
sponsibility of  the  Surgeon  of  the  geograph- 
ical area  in  which  such  services  are  provided. 
Collection  cannot  be  made  from  the  Office 
for  the  Civilian  Health  and  Medical  Program 
for  the  Uniformed  Services  (OCHAMPUS), 
Denver,  Colo.,  or  its  fiscal  agents,  who  are 
responsible  only  for  the  payment  of  medical 
care  rendered  to  authorized  dependents  and 
retired  military  personnel. 

When  a patient  is  identified  as  an  Army 
member,  on  active  duty,  notification  should 
be  made  immediately  by  telephone  to  the  ap- 
propriate Army  headquarters,  as  listed  be- 
low, reporting  where  the  individual  is  and 
the  nature  of  the  treatment  required.  The 
cost  of  the  telephone  call  will  be  reimbursed 
with  the  other  charges. 

The  Army  headquarters  will  advise  the 
caller  about  the  administrative  management 
of  the  patient,  and  how  to  submit  the  bills 
for  service. 


Headquarters  First  U.S.  Army — 

Commanding  General 
First  United  States  Army 
ATTN : Surgeon 

Fort  George  G.  Meade,  Md.  20755 
TELEPHONE  NUMBER; 

Area  Code  301 

Weekdays:  677-2566  or  677-3616 

Nights,  weekends  and  holidays:  677-4805  or 


677-4826 

GEOGRAPHICAL  AREA— 
Connecticut 
Delaware 
Kentucky 
Maine 
* Maryland 
Massachusetts 
New  Hampshire 
New  Jersey 


New  York 
Ohio 

Pennsylvania 
Rhode  Island 
Vermont 
Vii-ginia 
West  Virginia 


* — Less  certain  counties.  See  Military  District 
of  Washington. 


Headquarters  Third  U.  S.  Army — 
Commanding  General 
Third  United  States  Army 
ATTN : Surgeon 
Fort  McPherson,  Ga.  30330 
TELEPHONE  NUMBER: 

Area  Code  404 

Weekdays:  752-2816  or  752-2425 
Nights,  weekends  and  holidays:  752-3606  or 
752-3705 


GEOGRAPHICAL  AREA: 

Alabama  North  Carolina 

Florida  South  Carolina 

Georgia  Tennessee 

Mississippi 

Headquarters  Fourth  U.  S.  Army — 
Commanding  General 
Fourth  United  States  Army 
ATTN : Surgeon 
Fort  Sam  Houston,  Texas  78234 
TELEPHONE  NUMBER: 

Area  Code  512 

Weekdays:  221-4323  or  221-2013 
Nights,  weekends  and  holidays:  221-2745 
GEOGRAPHICAL  AREA: 

Arkansas  Oklahoma 

Louisiana  Texas 

New  Mexico 


Headquarters  Fifth  U.  S.  Army — 
Commanding  General 
Fifth  United  States  Army 
ATTN;  Surgeon 
Fort  Sheridan,  Illinois  60037 


TELEPHONE  NUMBER: 

Area  Code  312 
Weekdays:  926-3275 

Nights,  weekends  and  holidays:  926-2238 


GEOGRAPHICAL  AREA: 
Colorado 
Illinois 
Indiana 
Iowa 
Kansas 
Michigan 
Minnesota 


Missouri 
Nebraska 
North  Dakota 
South  Dakota 
Wisconsin 
Wyoming 


Headquarters  Sixth  U.  S.  Army — 
Commanding  General 
Sixth  United  States  Army 
ATTN : Surgeon 

Presidio  of  San  Francisco,  Calif.  94129 
TELEPHONE  NUMBER: 

Area  Code  415 

Weekdays:  561-3945  or  561-4287 
Nights,  weekends  and  holidays:  561-2497  or 
561-2780 

GEOGRAPHICAL  AREA: 

Arizona  Nevada 

California  Oregon 

Idaho  Utah 

Montana  Washington 


Headquarters  Military  District  of  Washington — 

Commanding  General 
Military  District  of  Washington 
Building  T-B,  2nd  and  R Streets  S.W. 
Washington,  D.C.  20024 


TELEPHONE  NUMBER: 

Area  Code  202 
Weekdays;  695-7615 

Nights,  weekends  and  holidays:  697-3722 


GEOGRAPHICAL  AREA: 
District  of  Columbia 
City  of  Alexandria,  Va. 
Maryland  Counties: 
Calvert 
Charles 
Montgomery 
Prince  Georges 
St.  Marys 


Virginia  Counties: 
Arlington 
Fairfax 
King  Georges 
Prince  William 
Stafford 
Westmoreland 
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A Family  of  50,000 


What  does  Julie  Andrews  have  in  common 
with  2,000  prisoners  in  Colorado?  What 
same  interest  do  Art  Linkletter  and  a marine 
outfitter  share?  They  are  all  Foster  Par- 
ents to  the  50,000  destitute  children  over- 
seas who  are  currently  enrolled  in  the  Foster 
Parents  Plan  (PLAN) . They  contribute 
$16  a month  to  support  a needy  child  and 
his  family,  and  exchange  monthly  letters 
with  the  child  (original  and  translation). 
The  Foster  Parent  selects  a child  from  one 
of  nine  countries  — Greece,  Korea,  Viet- 
nam, Hong  Kong,  the  Philippines,  Brazil, 
Colombia,  Ecuador  and  Peru  — and  re- 
ceives a case  history  and  photograph  of  the 
child  as  well  as  regular  reports  about  the 
child’s  progress. 

The  $16  monthly  fee  helps  to  provide  sup- 
plementary food  and  brand  new  clothing, 
medical  care  when  called  for  and  primary 
education  for  all  children  of  school  age  — a 


JESUS  ANGULO,  a seven-year-old  Colom- 
bian boy  from  the  Bogota  slums  before  he  was 
“adopted”  under  Foster  Parents  Plan.  One  hun- 
dred and  sixty  thousand  American  and  Cana- 
dian Foster  Parents,  both  individuals  and 
groups,  are  currently  giving  more  than  50,000 
children  overseas  and  their  families  a chance 
to  lead  a healthier,  happier  life. 


PLAN  requirement  to  help  them  to  become 
self-supporting  citizens. 

Some  Foster  Parents  are  famous  — sena- 
tors (including  the  late  Senator  Robert  F. 
Kennedy),  actors,  radio  and  TV  person- 
alities. Many  generously  lend  their  names 
as  well  as  giving  support  and  writing  letters 
to  their  Foster  Children. 

This  VIP  group  is  important,  but  it  is  only 
the  tip  of  the  “iceberg”  which  shows  above 
the  water.  The  great  majority  of  Foster 
Parents  ai’e  VIP’s  to  their  own  families, 
to  their  schools,  churches,  offices,  commun- 
ities and  above  all  to  their  Foster  Children 
overseas.  They  are  the  backbone  and  heart 
of  Foster  Parents  Plan. 

Who  are  they?  What  are  they  like? 
They  are  as  varied  as  the  pebbles  on  a 
beach,  but  they  all  share  one  quality:  they 
care  — they  give  of  themselves  as  well  as 
of  their  bank  account  or  hard-earned  sav- 
ings by  entering  into  a personal  relationship 


CARMENCITA  B.  DE  LA  CRUZ,  a six-year- 
old  Filipina  living  in  a hovel  in  the  slums  of 
Manila  — one  of  many  thousands  of  destitute 
children  overseas  waiting  to  be  enrolled  as  a 
Foster  Child  under  Foster  Parents  Plan. 
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with  one  or  more  needy  children  overseas. 
They  are  willing  to  get  involved  to  the  ex- 
tent of  feeling  as  concerned  about  their 
Foster  Children  as  they  would  about  their 
own. 

Many  Foster  Parents  have  a special  rea- 
son for  joining  PLAN  — among  them  an 
increasing  number  of  servicemen  who  have 
seen  at  first  hand  in  Korea  and  Vietnam  the 
horrors  that  war  inflicts  on  innocent  chil- 
dren. 

A former  GI  writes,  “I  recently  returned 
from  Vietnam  — and  now  have  a pretty 
good  job.  Even  though  Pm  out  of  the  army 
I still  can’t  forget  about  the  war  there 
and  all  the  terrific  suffering  . . . especially 
for  the  innocent  little  children.” 

A California  doctor  requests  a child  from 
the  Philippines  for  a very  personal  reason. 
“When  I was  a fighter  pilot,”  he  writes,  “I 
was  shot  down  by  enemy  ground  fire  and 
bailed  out.  I was  rescued  by  Philippine 
nationals  living  in  the  hills  and  sheltered  by 
them  until  evacuated  almost  two  months 
later.  Pm  sure  you  can  understand  why 
(now  that  I can  almost  afford  it)  I am  par- 
ticularly anxious  that  the  child  be  from  the 
Philippines.” 

Then  there  is  the  Missouri  bride  of  a year 
who,  to  celebrate  her  first  “paper”  anniver- 
sary, decided  l:hat  she  and  her  husband 
would  “adopt”  a child.  “The  letters  will  be 
paper,”  she  writes,  “and  something  we’ll 
cherish  forever!” 

A locomotive  engineer  based  in  Chicago 
has  solved  the  problem  of  finding  the  time 
to  write  his  Foster  Child  in  the  Philippines. 
He  writes  him  letters  sitting  in  his  locomo- 
tive cab  while  waiting  for  his  train  to  be 
assembled  and  pull  out  of  the  station.  He 
describes  the  beauty  of  the  great  Midwestern 
Plains  in  most  poetic  terms. 

In  Ecuador  there  is  a little  ten-year-old 
girl,  Georgina  Flores,  who  has  2,000  Foster 
Fathers.  They  are  the  inmates  of  the  Colo- 
rado State  Penitentiary  in  Canon  City,  Colo- 
rado. They  “adopted”  “our  girl  Georgina,” 
as  they  call  her,  in  1966  and  she  has  become 
the  darling  of  the  prison.  Her  monthly  let- 
ters to  them  and  information  on  her  progress 


are  printed  in  the  institution’s  magazine, 
“The  Interpreter.”  The  Colorado  inmates 
are  one  of  approximately  30  Foster  Parents 
prison  groups. 

Too  numerous  to  mention  by  name  are  the 
more  than  6,000  school  and  university 
groups,  sororities  and  fraternities,  service 
clubs,  and  employee  groups,  many  of  which 
have  had  a succession  of  children. 

Let  us  not  forget  the  senior  citizens,  many 
of  them  retired,  their  children  grown  — 
quite  a few  living  on  meager  pensions  which 
they  stretch  to  provide  for  an  unknown  child. 

Quarters,  dimes  and  nickles  arrive  in 
grubby  pieces  of  paper  from  children  who 
earn  money  by  mowing  lawns,  baby-sitting 
or  car  washing,  or  who  share  their  allow- 
ances with  children  less  fortunate  than  them- 
selves. They  ask  timidly  if  they  are  old 
enough  to  help.  The  answer  is  “there  are 
no  age  or  any  other  requirements  for  Foster 
Parents  or  contributors”  — only  the  wish 
to  help. 

All  these  are  the  real  VIP’s  of  Foster 
Parents  Plan  who  have  been  responsible  for 
bringing  new  life,  hope  and  dignity  to  more 
than  110,000  children  and  their  families. 

For  information  write  Mrs.  Lenore  Sorin, 
Foster  Parents  Plan,  352  Park  Avenue 
South,  New  York,  N.Y.  10010. 


Drug  Addiction  in  Physicians  — S.  Garb 
(Dept  of  Pharmacology,  Univ  of  Missouri, 
Columbia).  Anesth  Analg  48:129-235 
(Jan-Feb)  1969. 

Data  on  physician  addiction  indicated  that 
the  main  addicting  drug  was  meperidine 
(Demerol).  The  rate  of  physician  addiction 
was  approximately  100  times  the  addiction 
rate  of  the  general  population.  Extrapola- 
tion from  the  data  suggests  that  about  300 
United  States  physicians  are  addicted  to 
meperidine  each  year,  equaling  the  yearly 
output  of  three  average-sized  medical  schools. 
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Allied  Medical  Professions  and  Services 


For  more  than  30  years  the  American 
Medical  Association  has  worked  with  medi- 
cal specialty  associations  and  health  profes- 
sions associations  to  establish  mutually  ac- 
ceptable educational  programs  in  the  allied 
professions. 

Because  of  the  more  sophisticated  roles 
being  cast  for  members  of  the  allied  profes- 
sions in  the  delivery  of  health  care  and  the 
need  to  further  solidify  existing  programs 
and  establish  universal  educational  standards 
for  already  existing  or  emerging  occupa- 
tions, the  AMA  is  strengthening  its  efforts 
in  this  area. 

Carrying  out  this  function  at  the  staff 
level  is  the  Department  of  Allied  Medical 
Professions  and  Services,  an  arm  of  the 
Council  on  Medical  Education.  Elevated  to 
departmental  status  two  years  ago  as  part 
of  the  newly  created  Medical  Education  Divi- 
sion, it  is  comprised  of  10  persons,  including 
four  health  professionals. 

The  department  provides  staff  services  to 
the  five-member  (three  physicians  and  two 
health  educators)  AMA  Advisory  Commit- 
tee on  Education  for  the  Allied  Health  Pro- 
fessions appointed  in  November,  1967,  and 
is  chiefly  concerned  with  reviewing  and  up- 
dating existing  essentials  for  schools  or 
courses  in  nine  allied  professions  or  occu- 
pations; preparing  guidelines  to  determine 
the  need  for  new  occupations  and  develop- 
ment of  new  essentials  in  collaboration  with 
other  professional  associations;  and  develop- 
ing educational  “ladders”  which  define  edu- 
cational levels  for  allied  occupations  and 
which,  eventually,  pave  the  way  toward 
greater  vertical  mobility  in  the  health  field. 
The  department  also  is  concerned  with  all 
legislation  involving  education  for  the  health 
professions. 

Currently,  the  AMA,  in  cooperation  with 
medical  specialty  groups  and  health  profes- 
sions associations,  accredits  schools  or 
courses  in  nine  career  categories  — physical 
therapist,  occupational  therapist,  medical 
technologist,  cytotechnologist,  medical  rec- 
ord librarian,  medical  record  technician. 


X-ray  technologist,  inhalation  therapist  and 
certified  laboratory  assistant. 

Within  the  past  year  these  educational 
programs  have  produced  nearly  11,000 
graduates.  Enrollment  in  2,187  approved 
schools  presently  exceeds  19,000.  During 
the  year  the  staff  resurveyed,  through  on- 
site evaluations,  373  (18  percent)  of  the  ap- 
proved programs. 

Because  of  the  need  for  universal  train- 
ing standards  required  by  the  medical  pro- 
fession, it  is  almost  certain  that  additional 
existing  or  emerging  professions  will  come 
under  the  umbrella  of  AMA  accreditation. 

In  collaboration  with  the  other  profes- 
sional associations  concerned,  the  AMA  has 
developed  essentials  of  an  accredited  school 
of  radiation  therapy  technology  which  have 
been  approved  by  the  Council  on  Medical 
Education  and  will  be  transmitted  to  the 
House  of  Delegates  at  the  AMA  Clinical  Con- 
vention next  December  in  Miami,  Florida. 
Also  under  consideration  are  essentials  for 
educational  programs  for  nuclear  medicine 
technologists  and  medical  assistants  and  po- 
tential development  of  essentials  for  teach- 
ing programs  for  physicians’  assistants  and 
educational  programs  for  electroencephalog- 
raphy technicians. 


Management  of  Esophageal  Perforation  — 
J.  Youngs  and  D.  Nicoloff  (Dept  of  Sur- 
gery, Univ  of  Minnesota,  Minneapolis). 
Surgery  65:264-268  (Feb)  1969. 

The  overall  mortality  rate  in  19  cases  of 
esophageal  perforation  was  26%.  Eleven 
patients  were  treated  initially  with  conserv- 
ative medical  management.  Six  of  the  11 
patients  required  surgical  intervention  one 
to  three  days  after  institution  of  medical 
management.  Four  of  these  six  patients 
died.  One  of  eight  patients  who  had  sur- 
gical treatment  as  soon  as  the  diagnosis 
was  made,  died. 
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Medicinews 


Twenty  thousand  doctors  in  NY : AM  A 

New  York  City  is  the  site  of  the  Ameri- 
can Medical  Association’s  118th  Annual 
Convention,  July  13  through  17,  1969. 

The  nation’s  largest  city  has  been  host 
to  two  AM  A annual  conventions  in  this 
decade  — in  1961  and  1965  — and  at- 
tendance at  each  exceeded  60,000. 

A total  registration  of  60,000  is  predict- 
ed for  the  1969  convention,  including  some 
22,500  physicians.  Medical  students,  nurses 
and  other  members  of  allied  medical  profes- 
sions, industrial  exhibitors,  and  guests  make 
up  the  rest  of  the  registrants. 

Four  general  scientific  sessions  are 
planned : 

— Human  Sexuality 

— Physical  Fitness  and  Aging 

— Impact  of  Medical  Education  on  Patient 
Care 

— Chronic  Pulmonary  Insufficiency  and 
Air  Pollution  Problems 

Each  of  22  scientific  sections  also  will  pre- 
sent a program.  The  23rd  section  — on 
special  topics  — plans  six  sessions: 

— Drug  Utilization  (in  cooperation  with 
AMA’s  Council  on  Drugs) 

— Mental  Health  Dynamics  in  the  Pre- 
School  Child  (in  cooperation  with 
AMA’s  Council  on  Mental  Health) 

— Disaster  Planning  for  Aviation  Acci- 
dents (in  cooperation  with  AMA’s  Com- 
mittee on  Disaster  Medical  Care.) 

— Neurological  Surgery 

— Nuclear  Medicine 

— Plastic  and  Maxillofacial  Surgery 

Diabetes  course 

The  First  Paramedical  Course  in  Diabetes 
to  be  sponsored  by  the  American  Diabetes 
Association  in  cooperation  with  the  Joslin 
Diabetes  Foundation  will  be  held  in  Boston 
from  April  28  to  30,  1969. 


The  address  of  the  American  Diabetes  As- 
sociation is  18  East  48th  Street,  New  York, 
New  York  10017. 

Animal  facilities  accredited 

Twenty  new  laboratory  animal  facilities 
have  been  fully  accredited  by  the  American 
Association  for  Accreditation  of  Laboratory 
Animal  Care.  In  all,  119  facilities  are  now 
fully  accredited.  The  first  list  of  accredited 
facilities  was  issued  in  1968. 

AAALAC  was  founded  in  1965  by  16  na- 
tional health  and  scientific  organizations 
interested  in  research.  Its  function  is  to 
maintain  high  standards  of  care  for  lab- 
oratory animals  and  to  provide  a means  of 
self-regulation  by  the  scientific  community. 
It  is  the  only  national  agency  concerned  with 
the  accreditation  of  laboratories  involved  in 
animal  research. 


Industrial  health 

How  to  maintain  a healthy  work  force  will 
be  the  main  concern  of  some  2,500  physi- 
cians, nurses,  public  health  officials,  indus- 
trial hygienists  and  management  representa- 
tives attending  the  American  Industrial 
Health  Conference  at  the  Shamrock  Hilton 
in  Houston,  Texas,  April  21-24,  1969.  The 
Conference  combines  the  annual  meetings 
of  the  Industrial  Medical  Association,  an  in- 
ternational society  of  physicians  in  industry, 
and  the  American  Association  of  Industrial 
Nurses,  national  organization  of  nurses  in 
industry. 

An  insight  into  new  developments  in 
cardiac  surgery  will  be  provided  to  those 
attending  a joint  session  of  the  two  spon- 
soring organizations  on  April  24  when  Dr. 
Denton  Cooley  and  his  staff  from  the  Baylor 
University  College  of  Medicine  conduct  a 
symposium  on  heart  transplants,  artificial 
valves  and  other  recent  innovations  in  car- 
diac surgical  procedures. 

Among  other  subjects  to  be  discussed  at 
the  physicians’  meeting  are  medical  prob- 


May,  1969 


329 


lems  of  prolonged  submersion  in  an  under- 
sea environment,  the  value  of  periodic  health 
examinations,  new  methods  in  rehabilitative 
management  of  patients  with  fractures,  the 
repair  of  inguinal  hernias  with  Marlex  Mesh, 
the  clinical  value  and  limitations  of  routine 
chest  examinations,  results  of  recent  studies 
of  heart  disease  due  to  obesity  and  the  ef- 
fects of  weight  reduction,  and  the  value  and 
limitations  of  routine  proctoscopies. 

The  program  of  the  27th  annual  meeting 
of  the  American  Association  of  Industrial 
Nurses  will  follow  the  theme  “Future  Fit- 
ness.” An  important  session  will  be  devoted 
to  the  subject  of  the  employee  with  myo- 
cardial infarction.  David  J.  Turell,  M.D., 
President  of  the  Houston  Heart  Association, 
will  discuss  the  epidemiology  of  coronary 
disease,  including  the  role  of  work  evalua- 
tion, and  rehabilitating  the  employee  with 
myocardial  infarction.  The  continuity  of 
care  of  the  employee  with  myocardial  infarc- 
tion will  be  covered  by  Mavis  Pennington, 
R.N.,  Assistant  Professor  of  Public  Health 
Nursing,  Dominican  College  in  Houston. 
Another  aspect  of  future  fitness  will  be 
treated  in  a session  on  “Fitness  and  Retire- 
ment.” 

A special  feature  of  the  AAIN  program 
will  be  the  presentation  of  the  Catherine  R. 
Dempsey  Lecture  by  Grace  B.  Bissonnette, 
R.N.,  Consultant,  Job  Improvement  Service 
Research  Project,  Boston  College,  U.S.  De- 
partment of  Labor  Grant.  The  title  of  her 
lecture  will  be  “The  Changing  Nature  of 
Nursing  Education:  A Sociological  Perspec- 
tive.” 

Three  postgraduate  seminars  for  physi- 
cians will  be  presented  on  April  21,  prior 
to  the  opening  session  of  the  Industrial 
Medical  Association.  One  entitled  “The  Ap- 
plication of  Threshold  Limit  Values  and 
Other  Health  Standards  to  the  Practice  of 
Industrial  Medicine”  will  be  presented  by 
William  L.  Sutton,  M.D.,  Medical  Director, 
Eastman  Kodak  Company,  and  three  other 
authorities  from  the  academic  field,  Irving 
R.  Tabershaw,  M.D.,  from  the  University 
of  California,  and  Theodore  F.  Hatch  and 
Henry  F.  Smyth,  Jr.,  Ph.D.,  from  the  Uni- 
versity of  Pittsburgh.  The  other  seminars 
will  treat  the  subjects  of  “Dennatology”  and 


“Planning  and  Operating  Occupational 
Medical  Services  for  Industry  and  Govern- 
ment.” 

Four  pre-conference  intensive  courses  will 
be  presented  by  the  American  Association 
of  Industrial  Nurses.  A three-day  course 
on  “Audiometric  Training  for  Industrial 
Technicians”  will  be  offered  April  19,  20, 
and  21.  Three  full-day  courses  will  include 
“Instruction  Technology  with  Visual  Aids” 
to  be  presented  on  the  20th,  and  “Updating 
Records”  and  “Is  Your  Listening  Effective?” 
on  the  21st. 

Approximately  100  technical  exhibits  and 
20  scientific  exhibitors  will  complement  the 
scientific  program.  Research  and  develop- 
ment in  occupational  medicine  will  be  de- 
picted in  the  scientific  exhibits,  while  the 
technical  exhibits  will  feature  information 
on  the  latest  developments  in  the  pharmaceu- 
tical field  and  demonstrations  of  new  equip- 
ment on  the  market. 


The  AMA  Annual 

That  refreshing  summer  event  — the 
Annual  Convention  of  the  American  Medical 
Association  — comes  slightly  later  than 
usual  this  year.  But  once  again  the  “AMA 
Annual”  should  figure  significantly  in  ad- 
vance planning  of  physicians. 

The  Annual  Convention  of  course  is  the 
largest  of  the  many  meetings  sponsored 
annually  by  the  AMA.  It  covers  so  much 
of  professional  interest,  and  attracts  so 
many  physicians,  members  of  allied  health 
professions,  industrial  exhibitors,  and  guests, 
that  only  a relatively  few  cities  have  ample 
facilities  to  accommodate  it. 

This  year’s  Annual  Convention  will  be  in 
the  nation’s  largest  city.  Because  the  dates 
are  July  13  through  17,  1969,  it  might  be 
well  to  add  that  New  York  also  ranks  prom- 
inently in  extent  of  air  conditioning.  But 
the  Empire  State’s  weather  can  be  pleasant 
in  July,  and  New  York  City  benefits  from 
cool  ocean  breezes. 

For  the  many  physicians  who  take  their 
families  to  the  AMA  Annual  Convention,  the 
New  York  City  area  obviously  offers  many 
and  varied  attractions. 
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There  is  no  question  about  the  benefits 
for  the  physician.  Among  other  things, 
there  is  opportunity  to  ask  questions,  discuss 
techniques  and  developments  with  experts, 
and  enter  into  dialogue  which  no  other 
means  of  medical  communication  allows  so 
extensively  and  instantaneously. 

Four  general  scientific  meetings  are  of- 
fered, as  well  as  23  section  programs  (with 
the  Section  on  Special  Topics  offering  six 
sessions),  breakfast  roundtables  and  fire- 
side conferences. 

Additional  postgraduate  education  is  avail- 
able through  the  exhibits,  medical  motion 
pictures  and  scientific  television  presenta- 
tions. 

This  might  be  an  excellent  time  — not  a 
moment  too  soon  — to  put  down  those  dates 
(July  13  through  17)  on  your  calendar,  talk 
to  the  family  about  going  to  New  York  to- 
gether, and  start  planning  reservations  and 
other  details.  The  American  Medical  As- 
sociation’s 118th  Annual  Convention  will  be 
here  before  you  know  it! 


A AGP  will  pay  guide  consultants 

The  American  Academy  of  General  Prac- 
tice will  pay  a consulting  fee  and  expenses 
of  qualified  consultants  to  help  hospitals  and 
medical  schools  plan  and  set  up  graduate 
and  undergraduate  training  programs  in 
family  practice,  according  to  Dr.  R.  Neil 
Chisholm,  chairman  of  the  Academy’s  Com- 
mission on  Education. 

The  program  is  designed  to  aid  in  the 
rapid  establishment  of  approved  residency 
training  programs  geared  to  produce  can- 
didates for  the  newly-created  specialty  of 
family  practice.  Dr.  Chisholm  said.  The 
Council  on  Medical  Education  of  the  Ameri- 
can Medical  Association  and  the  Advisory 
Board  for  Medical  Specialties  approved  a 
primary  certifying  board  in  family  practice 
February  8,  1969. 

Dr.  Chisholm  added  that  the  consultant 
will  be  reimbursed  for  actual  expenses  and 
paid  an  honorium  of  $100  for  each  day  of 
consultation,  with  a limit  of  two  days  for 
each  visit. 


SKF  fellowship 

George  Kent  Fuller,  a junior  at  the  Uni- 
versity of  California  Medical  School,  San 
Francisco,  and  his  wife,  Diane,  have  been 
awarded  a $3,361  fellowship  which  will  per- 
mit them  to  assist  for  12  weeks  this  autumn 
at  a missionary  hospital  in  Kenya. 

Fuller,  the  son  of  Dr.  and  Mrs.  George 
B.  Fuller  of  Scottsbluff,  Nebraska,  is  one 
of  31  American  medical  students  selected 
to  receive  Smith  Kline  & French  Foreign 
Fellowships  from  the  Association  of  Ameri- 
can Medical  Colleges.  The  fellowships  are 
supported  by  a grant  from  the  Philadelphia 
manufacturer  of  prescription  medicines  and 
other  health-related  products. 

The  couple  is  scheduled  to  leave  Septem- 
ber 15  for  Friends  Hospital,  Tiriki,  Kenya, 
in  East  Africa. 

The  hospital  is  run  by  a board  of  the 
East  Africa  Yearly  Meeting  of  Friends.  It 
has  general  medical  and  surgical,  pediatric 
and  semi-private  and  isolation  wards.  There 
is  a maternity  room  and  delivery  room. 
There  are  also  x-ray,  laboratory  and  phar- 
macy facilities.  Two  doctors  and  four 
registered  nurses  are  assigned  to  the  hos- 
pitals. 

Medical  care  in  the  future 

The  delivery  of  medical  care  in  the  1970s 
will  be  the  topic  of  a day  and  a half  work- 
shop for  physicians  and  other  health  leaders 
November  21  and  22,  1969,  at  the  Ambassa- 
doj'  Hotel  in  Chicago  under  the  sponsoi'shi]) 
of  the  Institute  of  Medicine  of  Chicago. 
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The  sessions  will  feature  more  than  a 
dozen  speakers  and  six  group  discussions  on 
topics  ranging  from  health  care  for  the 
inner  city  through  assessment  of  the  roles 
of  different  types  of  hospitals,  a medical 
student’s  view  of  his  future,  a study  of  health 
care  costs  and  evaluations  of  the  political 
forces  which  affect  medicine. 

A partial  program  has  been  announced  by 
Dr.  Paul  S.  Rhoads,  chairman  of  the  Insti- 
tute’s Board  of  Governors  and  convenor  of 
the  workshop.  His  speakers  will  include 
Dr.  Dwight  L.  Wilbur  of  San  Francisco, 
current  president  of  the  American  Medical 
Association,  Dr.  Ivan  L.  Bennett  of  New 
York  City,  vice  president  of  New  York  Uni- 
versity and  formerly  the  President’s  advisor 
on  science,  and  one  or  more  members  of 
Congress  plus  a senior  executive  of  the  De- 
partment of  Health,  Education  and  Welfare. 

The  panelists  will  include  the  heads  of 
urban  clinics,  the  administrators  of  large 
and  small  hospitals,  physicians  in  various 
types  of  practice,  executives  of  health  insur- 
ance programs  and  health  educators  from 
across  the  country. 

The  workshop  will  begin  Friday,  Novem- 
ber 21  and  will  conclude  with  Dr.  Wilbur’s 
summarizing  remarks  before  midday  on 
Saturday.  Registration  for  members  of  the 
Institute  will  be  $25  and  for  invited  guests 
$40.  The  fee  will  include  the  two  meal 
functions  but  not  accommodations  at  the 
Ambassador  Hotel. 

Advance  registrations  can  be  made  by 
writing  to  the  Institute  of  Medicine  of  Chi- 
cago, 332  South  Michigan  Avenue,  Chicago, 
or  by  completing  an  advance  enrollment 
form  to  be  circulated  later  in  the  spring. 
Reservations  for  rooms  may  be  made  direct- 
ly with  the  Ambassador  Hotel,  mentioning 
attendance  at  the  workshop. 


ACS  appoints 

John  J.  Bergan,  M.D.,  a Chicago  vascular 
surgeon,  has  been  named  the  scientific  direc- 
tor of  the  American  College  of  Surgeons- 
National  Institutes  of  Health  Organ  Trans- 
plant Registry,  which  is  housed  and  admin- 
istered at  ACS  headquarters  in  Chicago. 


Dr.  Bergan,  who  has  been  active  in  human 
organ  transplantation  during  its  period  of 
rapid  growth  as  a new  field  of  surgical  sci- 
ence, is  assistant  professor  of  surgery  at 
Northwestern  University’s  School  of  Medi- 
cine, and  chief  of  the  School’s  Transplanta- 
tion Division. 


Antiviral  Effectiveness  of  Chlorine  Bleach 
in  Household  Laundry  Use  — W.  E.  Jor- 
dan (Product  Development  Div,  Procter 
and  Gamble  Co,  Ivorydale  Technical  Cen- 
ter, Cincinnati),  D.  V.  Jones,  and  M.  Klein. 
Amer  J Dis  Child  117 :313-316  (March) 
1969. 

The  antiviral  activity  of  sodium  hypo- 
chlorite bleach  during  laundering  of  diapers 
soiled  with  feces  of  infants  known  to  be 
shedding  Sabin  type  2 poliovirus,  a virus 
resistant  to  the  action  of  many  germicides, 
was  tested.  Sodium  hypochlorite  bleach, 
used  at  the  recommended  bleach  level  of 
200  ppm  available  chlorine,  was  effective  in 
destroying  Sabin  type  2 poliovirus  under  the 
test  conditions,  which  were  representative 
of  those  used  in  the  household. 
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From  the  Editor 


Medicare  drugs 

HEW’.s  task  force  on  prescription  drugs 
recommends  Medicare  coverage  of  out-of- 
hospital  prescription  drugs. 


No  steaks? 

In  Japan,  two  thirds  of  the  protein  intake 
comes  from  plant  foods,  and  one  third  of  the 
total  protein  comes  from  rice. 


More  pay  for  interns? 

It  has  been  predicted  that  interns  will 
be  paid  $12,000  to  $14,000  annually  within 
a few  years. 


HEW  and  alcoholics 

HEW’s  National  Advisory  Committee  on 
Alcoholism  recommends  eliminating  policies 
denying  hospital  admission  to  alcoholic  pa- 
tients. 


The  government  spends: 

Two  and  a half  million  dollars  a year  to 
tell  about  smoking  and  lung  cancer. 

Fifty  million  dollars  a year  to  subsidize 
the  production  and  sale  of  tobacco  products. 


New  Mexico,  too. 

New  Mexico  has  become  a member  of  the 
group  of  states  with  revised,  or  liberalized 
abortion  laws.  Their  law  is  patterned  after 
the  Colorado  law. 


OW  in  Conn. 

The  out-of-wedlock  birth  rate  in  Connecti- 
cut has  climbed  700%  since  1950.  The  OW 
births  are  now  7.4%  of  the  total. 


New  AMAEVP 

Ernest  B.  Howard,  M.D.,  has  been  named 
executive  vice  president  of  the  American 
Medical  Association.  Dr.  Howard  has  been 
acting  executive  vice  president  since  Septem- 
ber, 1968. 

He  succeeds  F.  J.  L.  Blasingame,  M.D., 
who  was  executive  VP  from  January,  1958 
to  September,  1968. 


Hemodynamic  and  Respiratory  Effects  of 
Diazepam  (Valium)  — J.  E.  Dalen  et  al 
(Dept  of  Medicine,  Harvard  Medical 
School,  Boston).  Anesthesiology  30:259- 
263  (March)  1969. 

Diazepam  was  given  intravenously,  5 to 
10  mg,  to  treat  anxiety  during  cardiac 
catheterization  in  15  patients;  anxiety  was 
effectively  relieved  in  11  patients.  The  car- 
diac index  decreased  significantly  in  only 
three  patients,  each  of  whom  had  a control 
cardiac  index  in  the  high-normal  range.  No 
significant  changes  occurred  in  patients 
whose  control  cardiac  indexes  were  below 
normal.  Systolic  blood  pressure  decreased 
by  more  than  10  mm  Hg  in  eight  patients. 
Pulmonary  arterial  pressure,  heart  rate, 
stroke  volume,  and  pulmonary  and  systemic 
resistance  did  not  change  significantly.  Hy- 
poventilation occurred  in  all  patients.  Ten 
minutes  after  diazepam  minute  ventilation 
had  decreased  by  28%  and  tidal  volume  by 
23%.  Arterial  PCO^  increased  by  5 mm  Hg 
and  arterial  PO2  decreased  by  10  mm  Hg. 

Intelsat  III  satellites  can  carry  1,200  two- 
way  voice  circuits  or  four  color  television 
channels  simultaneously.  The  communica- 
tion satellites  are  launched  by  the  National 
Aeronautics  and  Space  Administration  and 
operated  by  the  International  Telecommuni- 
cations Satellite  Consortium. 
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While  Making  Rounds 


1.  The  Doctor’s  Dictionary. 

a.  REM 

b.  TC 

c.  IM 

d.  JND 

e.  FBS 

(Answers  on  page  337). 

2.  Quote  Unquote. 

“Great  pains  shortly  spend  their  force, 
and  long  continued  pains  are  not 
severe.” 

— Epicurus 

“On  the  homeopathic  principle  of  ‘like 
cures  like,’  a cigar  was  the  best  pre- 
ventative against  . . . smoke.” 

— Bede 

“The  reason  that  husbands  and  wives 
do  not  understand  each  other  is  be- 
cause they  belong  to  different  sexes.” 

— Dix 

“The  young  physician  should  be  careful 
what  and  how  he  writes.” 

— Osier 

“To  live  by  medicine  is  to  live  horribly.” 

— Linnaeus 

3.  Words  We  Can  Do  Without. 

Or  what  have  you 

Recordation 

Ci’itique 

Current  time 

At  one  time  or  another 

4.  Our  Own  Monthly  Statistical  Report. 

In  the  twenty  years  after  the  end  of 
World  War  2,  maternal  mortality  in 
the  United  States  dropped  85  per- 
cent. 

5.  Anniversary  Time. 

May  5,  1847. 

Pirogoff : New  procedure  for  produc- 
ing, by  means  of  the  vapor  of  ether. 


insensibility  to  individuals  submit- 
ting to  surgical  operations. 

6.  Disease  Of  The  Month. 

Durchwanderungperitonitis. 

7.  How  Interesting. 

Sixty-two  women  had  been  confined  at 
home  and  in  the  hospital,  and  51  of 
them  said  there’s  no  place  like  home. 

8.  Who? 

Who  discovered  the  causative  agent  of 
bacillary  dysentery? 

Shiga,  in  1898. 

9.  Why  Do  We? 

Why  do  we  say  midwife? 

There’s  no  midhusband. 

10.  Lines  To  Practice  By. 

“The  view  that  a peptic  ulcer  may  be 
the  hole  in  man’s  stomach  through 
which  he  crawls  to  escape  from  his 
wife  has  fairly  wide  acceptance.” 

— Anderson 

11.  Why  Does  Medicine  Cost  So  Much? 

Eight  years  ago,  a well-established  fam- 
ily of  four  needed  $6100  a year.  It 
now  needs  $9191,  an  increase  of  more 
than  50  percent. 

— F.C. 


Tonal  Sensation  as  a Criterion  of  Vertebral 
Artery  Insufficiency  — W.  Creel,  S.  Pow- 
ers, Jr.  (Albany  Medical  College,  Albany, 
NY),  and  P.  C.  Boomsliter.  Arch  Surg 
89-309-312  (March)  1969. 

An  observable  and  frequent  aspect  of  ver- 
tebral artery  insufficiency  is  an  abnormal 
time  requirement  for  the  tone-noise  distinc- 
tion, which  is  diagnostically  useful. 
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FEATURES 


Doctors  Make  News 


Doctor  Byron  B.  Oberst,  Omaha,  was  the 
guest  speaker  at  a recent  citywide  PTA  meet- 
ing held  in  Fremont. 

Doctor  C.  F.  Ashby,  Geneva,  has  been  ap- 
pointed medical  advisor  to  the  Fillmore 
County  Selective  Service  Board. 

Doctor  Jerry  Baumgartner,  Scottsbluff, 
was  the  guest  speaker  at  a recent  meeting 
of  the  Scottsbluff  Rotarians. 

Doctor  Wendell  Fairbanks,  Auburn,  was 
an  instructor  at  a recent  eight-hour  ad- 
vanced ambulance  attendant  training  course 
held  in  Tecumseh. 

Doctor  Earl  A.  Connolly  has  been  named 
District  Surgeon  of  Union  Pacific  Railroad’s 

Correspondence 

Dear  Doctor  Cole: 

We  would  appreciate  it  very  much  if  you 
would  include  the  following  announcement 
in  one  of  the  subsequent  Nebraska  State 
Medical  Journals. 

The  Nebraska  State  Obstetrical  Society 
will  have  its  annual  meeting  December  4, 
5,  and  6,  1969  at  the  new  Frontier  Hotel 
in  Las  Vegas,  Nevada.  Subjects  for  pre- 
sentation, discussion  or  papers  are  now  be- 
ing accepted  for  the  program.  Program  Co- 
Chairmen  for  the  meeting  are  Drs.  G.  W. 
Orr  and  J.  C.  Scott,  Jr.,  42nd  and  Dewey 
Streets,  Omaha,  Nebraska  68105. 

Thank  you  very  much  for  any  considera- 
tion you  might  give  to  printing  this  notice. 

With  best  regards. 

Sincerely  yours, 

Joseph  C.  Scott,  Jr.,  M.D. 

March  11,  1969 

Dear  Dr.  Cole: 

Congratulations  on  the  beautiful  new 
cover  for  the  March,  1969  issue  of  the  Ne- 


Employes  Hospital  Association  in  Nebraska 
and  Iowa. 

Doctors  John  Krickbaum  and  Marvin 
Holsclaiv  of  Auburn  have  been  named  in- 
structors in  the  Division  of  Community  Prac- 
tice at  the  University  of  Nebraska  College 
of  Medicine. 

The  Law 

Expand  Hill-Burton 

The  House  has  begun  hearings  on  bills 
to  extend  and  expand  the  present  Hill-Bur- 
ton hospital  and  medical  facility  construc- 
tion program. 


braska  State  Medical  Journal.  It  is  an 
excellent  cover  for  an  excellent  state  journal ! 

While  I am  passing  out  bouquets,  I thor- 
oughly enjoyed  your  editorial  “When  I Was 
Three-and-Twenty.”  I have  been  particular- 
ly interested  in  this  new  type  of  “demonstra- 
tion” because  it  occurred  first  at  my  old 
Alma  Mater,  Western  Reserve.  Needless  to 
say,  when  I was  in  school  struggling  along 
with  seldom  more  than  a dollar  or  two  in 
my  wallet,  I never  turned  anything  down, 
including  chances  to  work  as  a nurse  in 
three  different  hospitals. 

Kindest  regards, 

Keith  W.  Sehnert,  M.D. 

Medical  Director 

Dorsey  Laboratories 


Apollo  9 was  the  heaviest  satellite  ever 
placed  in  orbit,  according  to  the  National 
Aeronautics  and  Space  Administration.  The 
command  ship,  lunar  module  and  Saturn  V 
upper  stage  weighed  150  tons. 
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Down  Memory  Lane 


1.  The  medical  profession  of  this  coun- 
try was  called  upon  to  make  enormous  sac- 
rifices upon  the  altar  of  patriotism  in  con- 
sequence of  this  war. 

2.  Many  doctors  in  this  state  are  either 
ignorant  or  forgetful  of  the  Hospital  for 
Tuberculous  at  Kearney,  Nebraska. 

3.  Too  much  attention  is  paid  to  the  ton- 
sil alone  and  little  to  the  primary  focus  in 
the  teeth  by  the  physician. 

4.  There  is  no  doubt  that  if  pus  would 
be  examined  from  every  case  under  treat- 
ment more  cases  of  fungous  nature  would 
be  recognized,  especially  actino  mycosis, 
which  bears  a clinical  picture  of  an  infected 
carcinoma  for  which  condition  it  is  fre- 
quently mistaken. 

5.  Polypharmacy  does  not  benefit  our  pa- 
tients, and  discredits  our  intelligence  with 
good  pharmacists. 

6.  We  commend  Gov.  McKelvie  for  recog- 
nizing the  necessity  of  medical  and  sanitary 
knowledge,  combined  with  administrative 
ability  in  recommending  a physician  as  one 
member  of  that  Board. 

7.  There  are  a number  of  conditions  lo- 
cated on  the  surface  of  the  body  which 
can  only  be  successfully  treated  by  the  use 
of  the  so-called  deep  roentgen  therapy,  or 
as  I prefer  to  call  it,  the  use  of  the  gamma 
rays. 

8.  I have  often  said  I preferred  to  have 
lightning  strike  me  than  to  have  sarcoma 
of  any  of  my  bones. 

9.  During  the  first  six  months  at  this 
camp  of  12,000  men,  only  32  new  cases  of 
venereal  disease  were  acquired,  which  is  at 
the  rate  of  6 per  thousand  per  annum. 

10.  The  influenza  was  an  affection  that 
we  were  unable  to  guard  against  for  ob- 
vious reasons,  and  it  attacked  our  troops 
with  fearful  virulence,  about  doubling  our 
disease  death  rate. 

Nebraska  State  Medical  Journal 
May,  1919 


Lumbar  Puncture  in  Presence  of  Raised  In- 
tracranial Pressure  — G.  P.  Duffy  (Mid- 
land Center  for  Neurosurgery,  Holly  Lane, 
Smethwick,  Warley,  Worcestershire,  Eng- 
land). Brit  Med  J 1:407-408  (Feb  15) 
1969. 

A series  of  patients  with  raised  intra- 
cranial pressure,  whose  condition  had 
worsened  following  lumbar  puncture,  were 
studied.  A number  of  these  patients  with 
raised  intracranial  pressure  did  not  show 
papilledema  but  showed  other  convincing 
evidence  of  the  presence  of  an  intracranial 
space-occupying  lesion  before  lumbar  punc- 
ture was  performed.  A syndrome  in  which 
deterioration  followed  repeated  lumbar 
punctures  in  cases  of  cerebral  abscess  in- 
correctly diagnosed  as  meningitis  is  de- 
scribed. Initial  lumbar  puncture  produced  a 
cerebrospinal  fluid  with  only  a moderately 
raised  cell  count,  but  the  CSF  was  found  to 
be  sterile.  Treatment  for  meningitis  was 
started  on  this  basis  and  repeated  lumbar 
punctures  performed.  Deterioration  fol- 
lowed the  second  or  later  lumbar  puncture. 


Association  of  Carcinomas  of  the  Breast  and 
Corpus  Uteri  — B.  MacMahon  and  J.  H. 
Austin  (Dept  of  Obstetrics  and  Gynecolo- 
gy, Harvard  Medical  School,  Boston). 
Cancer  23:275-280  (Feb)  1969. 

The  frequency  of  independent  tumors  was 
ascertained  in  869  women  with  histologically 
confirmed  carcinoma  of  the  corpus  uterus, 
seen  over  a 40-year  period.  The  numbers  of 
independent  tumors  occurring  subsequent  to 
the  endometrial  carcinoma  were  compared 
with  the  numbers  expected  on  the  basis  of 
age-specific  rates  for  Connecticut.  An  ex- 
cess number  of  cases  of  cancer  of  the  breast 
occurred  in  women  who  were  60  or  more 
years  old  at  the  time  of  diagnosis  of  the 
endometrial  cancer.  The  excess  was  limited 
to  the  ten-year  period  following  the  uterine 
cancer.  There  were  also  more  cases  of  can- 
cer of  the  lung  and  bladder  and  of  the  lym- 
phomas than  expected. 
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Our  Medical  Schools 


Who  goes  to  medical  school? 

Do  doctors  send  more  sons  to  medical 
schools  than  other  fathers? 

Not  according  to  a survey  of  fathers’  oc- 
cupations made  among  the  freshman  class 
which  will  enter  the  University  of  Ne- 
braska Medical  School  this  fall. 

More  farmers  than  any  other  group  have 
sons  who  are  potential  physicians  in  the 
class  of  110  students,  which  will  be  the 
largest  in  Medical  Center  history  in  Ne- 
braska. 

Nineteen  of  the  students  are  sons  or 
daughters  of  farmers.  Close  behind  are 
businessmen,  who  are  sending  16  of  their 
offspring  to  the  school  while  engineer 
fathers  are  sending  10  and  physician  fathers 
are  sending  11. 

Seven  of  the  entering  freshmen  are  the 
sons  or  daughters  of  laborers  while  six  are 
of  the  offspring  of  Federal  government  em- 
ployes and  the  fathers  of  three  are  barbers. 

The  balance  of  the  breakdown  of  father 
occupations : 

Salesmen,  6 ; state  employes,  4 ; college 
professors,  attorney,  railroaders,  retired 
fathers  and  mechanics,  three  each;  bankers, 
accountants  and  ministers,  two  each;  and 
superintendent  of  schools,  dentist,  pharma- 
cist, geologist,  chemist,  draftsman,  and  a 
disabled  father,  one  each. 


Colon  cancer  study 

As  many  as  10,000  persons  related  to  indi- 
viduals who  have  had  cancer  of  the  colon  in 
Nebraska  and  Iowa  will  be  studied  by  a team 
of  researchers  headed  by  Dr.  Henry  T. 
Lynch,  chairman  of  the  department  of  pre- 
ventive medicine  at  Creighton  University. 

The  study  will  be  made  possible  by  a $15,- 
000  grant  from  the  Damon  Runyan  Me- 
morial Fund.  Participating  in  the  study 
will  be  Dr.  Lynch,  Dr.  Milton  Sivartz  at 
Omaha  Veterans  Administration  Hospital, 


Dr.  Gabnel  M.  Mulcahy,  associate  professor 
of  pathology  at  Creighton  University  and 
Mrs.  Anne  Krush,  assistant  professor  of 
preventive  medicine  and  public  health  at 
Creighton. 

“We  plan  to  study,  thoroughly,  the  fam- 
ilies of  every  patient  with  confirmed  car- 
cinoma of  the  colon  seen  at  Omaha  Veterans 
Administration  Hospital  since  it  was  opened 
in  1951.  This  involves  about  300  patients, 
and  when  one  considers  all  the  blood  rela- 
tives of  each  patient,  it  is  estimated  that 
we  will  be  studying  about  10,000  indi- 
viduals,” Dr.  Lynch  said. 

Dr.  Lynch  noted  that  cancer  of  the  colon 
is  one  of  the  most  frequently  occuring  can- 
cers of  internal  organs,  but  that  there  has 
been  little  reduction  of  deaths  resulting 
from  the  disease  in  spite  of  advances  in  sur- 
gery in  the  past  25  years. 

ANSWERS  TO  “THE  DOCTOR’S 
DICTIONARY” 

a.  Rapid  eye  movement. 

b.  Total  cholesterol. 

c.  Internal  medicine,  intramuscular, 
infectious  mononucleosis. 

d.  Just  noticeable  difference. 

e.  Fasting  blood  sugar,  fetal  bovine 
serum. 


Urokinase-Pulmonary  Embolism  Trial  — P. 

N.  Walsh,  J.  M.  Stengle,  and  S.  Sherry 

(National  Heart  Institute,  Bethesda,  Md). 

Circulation  39:153-156  (Feb)  1969. 

The  Urokinase-Pulmonary  Embolism  Trial, 
a nationwide  cooperative  study,  was  official- 
ly begun  on  October  6,  1968,  to  assess  the 
therapeutic  efficacy  of  urokinase  in  acute 
pulmonary  thromboembolism.  Preliminaiy 
observations  suggest  beneficial  effects  of 
thrombolytic  therapy  in  selected  patients 
with  pulmonary  embolism. 
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Our  Presidents 


CECIL  L.  WITTSON,  M.D. 
President  of  the 

University  of  Nebraska  Medical  Center 
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Here  and  There 


Malignancy  in  nuns 

A study  of  cancer  deaths  among  Catho- 
lic nuns  made  by  the  NIH  National  Cancer 
Institute  shows  that  these  women  have  a 
lower  death  rate  from  malignant  disease  in 
their  earlier  years,  but  an  appreciably  high- 
er rate  in  later  life  compared  with  the  gen- 
eral female  population. 


Woman’s  auxiliary:  NYC  program 

Ask  Ann  Landers.  That’s  what  approxi- 
mately 2,000  physicians’  wives  will  be  doing 
at  the  46th  Annual  Convention  of  the  Wom- 
an’s Auxiliary  to  the  American  Medical  As- 
sociation, July  13  through  17,  1969,  at  the 
Waldorf  Astoria  Hotel,  New  York  City. 

Miss  Landers,  author  of  the  world’s  most 
widely  syndicated  newspaper  advice  column 
and  a member  of  the  AMA’s  Advisory  Com- 
mittee on  Health  Care  of  the  American  Peo- 
ple, will  be  one  of  the  featured  speakers  at 
the  convention. 

On  Sunday,  July  13,  the  Auxiliary  will 
hold  a reception  for  the  president,  Mrs.  C. 
C.  Long,  Ozark,  Ark.,  and  president-elect, 
Mrs.  John  M.  Chenault,  Decatur,  Ala.,  from 
5 to  7 p.m. 

Dwight  L.  Wilbur,  M.D.,  AMA  President, 
will  be  the  guest  speaker  at  the  Monday, 
July  14,  luncheon  honoring  national  Aux- 
iliary past  presidents  and  AMA  officers, 
trustees,  and  wives.  At  this  time  Mrs.  Long 
will  present  the  Auxiliary’s  contribution  to 
the  American  Medical  Association  Education 
and  Research  Foundation.  Last  year’s  gift 
totaled  $389,824. 

Another  highlight  will  be  a “Show  and 
Tell  and  Film  Showing,’’  scheduled  for  Tues- 
day, July  15,  from  2:30  to  4:30  p.m.  State 
auxiliaries  will  be  invited  to  display  their 
projects  and/or  show  films  produced  by  or 
for  them.  This  new  feature  is  to  provide 
auxiliary  leaders  with  an  interchange  of 
ideas  for  initiating  activities  in  their  own 
communities. 


As  in  previous  years,  a progi'am  of  daily 
events  for  the  preteens  and  teenagers  of 
Auxiliary  members  will  be  held. 


Hospital  costs  again 

The  average  daily  cost  in  a New  York 
City  hospital  now  amounts  to  $119. 


Facial  plastic  surgeons  elect 

The  American  Academy  of  Facial  Plastic 
and  Reconstructive  Surgery  has  elected  Ira 
Tresley,  M.D.,  Chicago,  its  president. 


New  president  of  cardiologists 

William  Sodeman,  M.D.,  of  Philadelphia, 
has  become  president-elect  of  the  American 
College  of  Cardiology.  He  succeeds  B.  L. 
Martz,  M.D.,  of  Indianapolis. 


Nursing  schools 

In  1968,  hospital  diploma  schools  de- 
creased by  39.  Associate  degree  nursing 
programs  increased  by  49.  Baccalaureate 
degree  programs  increased  by  14. 


Compulsory  health  insurance 

Proposals  for  compulsory  health  insurance 
have  been  introduced  in  New  York  and 
Maryland. 

Medicaid  tightening 

Regulations  to  implement  the  1967  amend- 
ment to  the  Social  Security  Act  requiring 
state  Medicaid  programs  to  safeguard 
against  what  is  called  unnecessary  utiliza- 
tion have  been  published  by  HEW. 


Telephone  conferences 

Hospitals  and  groups  participating  in  the 
two-way  amplified  telephone  conferences: 


May,  1969 


339 


Auburn  Clinic,  Auburn 

Cambridge  Memorial  Hospital,  Cambridge 

Crete  Hospital,  Crete 

Good  Samaritan  Hospital,  Kearney 

Hastings  State  Hospital,  Ingleside 

Phelps  County  Memorial  Hospital,  Hold- 
rege 

Lexington  Community  Hospital,  Lexing- 
ton 

Osmond  General  Hospital,  Osmond 
St.  John’s  Hospital,  Spalding 

Allergists  elect 

Three  officers  were  elected  to  posts  of  the 
American  Academy  of  Allergy  at  its  25th 
Annual  Meeting  held  at  the  Americana  Ho- 
tel on  March  18th.  1968  President-elect 

Richard  S.  Farr,  M.D.,  from  Scripps  Clinic 
and  Research  Foundation  in  La  Jolla,  Cali- 
fornia, was  installed  as  President.  Dr.  Farr 
is  currently  the  Chairman  of  Clinical  Bi- 
ology and  Head,  Division  of  Allergy,  Im- 
munology and  Rheumatology  at  Scripps 
Clinic.  President-elect  for  the  coming  year 
is  Saul  Malkiel,  M.D.,  from  Boston,  Massa- 
chusetts. 


National  health  service 

The  drive  for  a national  health  service  is 
on ; one  suggested  program  would  be  fi- 
nanced under  Social  Security.  The  employ- 
er, employee,  and  government  would  each 
pay  one  third;  the  program  would  provide 
for  negotiation  of  physician  fee  schedules 
and  hospital  charges. 


AMA  appoints 

Two  top-level  staff  appointments  were  an- 
nounced recently  by  Ernest  B.  Howard, 
M.D.,  executive  vice-president  of  the  Ameri- 
can Medical  Association.  They  are: 

— Jim  Reed,  who  moves  from  director  of 
the  Communications  Division  to  assist- 
ant to  the  executive  vice-president. 

— Charles  S.  Lauer,  who  becomes  director 
of  AMA’s  Communications  Division. 


Mr.  Reed,  53,  joined  the  AMA  staff  in 

1958  to  initiate,  and  be  the  first  editor  for. 
The  AMA  News,  the  association’s  weekly 
medical  newspaper.  He  became  director  of 
the  Communications  Division  in  1961. 

Mr.  Lauer,  38,  joined  the  AMA  staff  in 

1959  and  has  been  director  of  its  Advertis- 
ing Department  since  1964.  In  addition,  he 
has  been  assistant  director  of  the  Manage- 
ment Services  Division  since  1967. 

The  appointments  are  effective  immedi- 
ately. 

The  division  which  Mr.  Lauer  now  heads 
includes  The  AMA  News,  the  monthly  To- 
day’s Health  magazine,  the  weekly  Medical 
News  section  of  The  Journal  of  the  AMA, 
and  departments  for  radio,  television,  and 
motion  pictures;  magazine  relations;  press 
relations ; editorial  services ; and  program 
services  including  pamphlets,  displays,  and 
other  publications. 

Mr.  Reed  will  be  one  of  two  assistants  to 
the  executive  vice-president.  The  other  is 
Leo  E.  Brown,  who  has  held  the  post  since 
1961. 

Dr.  Howard  said  the  changes  are  prompted 
by  a need  for  additional  manpower  in  his 
office,  particularly  to  provide  services  to 
AMA’s  elected  officers  as  they  communicate 
with  the  profession  and  public,  and  for  more 
effective  AMA  communication  with  state 
and  local  medical  societies,  medical  specialty 
groups  and  the  Student  American  Medical 
Association. 

Mr.  Reed  will  be  assisted  by  Robert  W. 
Riley,  who  has  been  assistant  director  of 
the  Communications  Division ; by  Charles 
E.  Miller,  who  has  directed  the  Speakers’ 
Services  Department;  and  by  Edward  A. 
Uzemack,  who  has  directed  the  Officers’ 
Services  Department. 


Development  of  the  fuel  cell  was  speeded 
by  the  National  Aeronautics  and  Space  Ad- 
ministration to  power  spacecraft.  Twenty- 
eight  natural  gas  companies  now  have  a $20 
million  program  to  adapt  the  fuel  cell  to 
home  power  units. 
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The  Funny  Bone 


1.  That’s  What  They  Said. 

“You  can  make  visual  contact  with  the 
patient.” 

(You  can  see  him.) 

2.  The  Patient. 

“She’s  my  mother,  and  I’m  me.” 

3.  The  Nurse. 

“Relax  your  legs.” 

(Put  your  feet  down.) 

4.  The  Chart. 

“Shows  an  absent  uterus.” 

How? 

5.  The  Relative. 

Doctor:  “It  may  be  her  appendix  or  her 
gallbladder.” 

Relative:  “Do  you  think  it  could  be 
any  of  her  inner  organs?” 

6.  The  Surgeon. 

“Got  the  pan  for  the  panhysterec- 
tomy?” 

7.  How  Much  Do  You  Weigh? 

“That  is  debatable.” 

8.  The  Oldest  Medical  Joke. 

“Wake  up;  it’s  time  for  your  sleeping 
medicine.” 

9.  Department  of  Definitions. 

Jury:  12  people  to  decide  who  has  the 
better  lawyer. 

10.  Curiosity  Corner. 

Done  in  by  a decimal. 

We  learned  to  prescribe  atropine  in 
fractions;  now  they  use  decimals.  But 
a child  died  after  getting  ten  times 
the  dose,  because  of  a misplaced  deci- 
mal, and  they  are  calling  for  a law 
forbidding  the  use  of  decimals. 

11.  Poem  Of  The  Month. 

Your  spleen 
Will  turn  green. 


12.  Slow  Death  Of  The  English  Language. 

“It’s  done  by  a commuter.” 

13.  Pet  Peeve. 

“Rare  TV  appearance.” 

Not  rare  enough. 

14.  Remember? 

Taking  out  the  ashes. 

— F.C. 


Preoperative  Irradiation  of  Cancer  of  the 
Lung:  Preliminary  Report  of  Therapeutic 
Trial  — B.  MacMahon  (National  Cancer 
Institute,  Bethesda,  Md).  Cancer  23:419- 
430  (Feb)  1969. 

Patients  operable  at  the  time  of  diagnosis 
were  randomly  assigned  to  receive  either 
immediate  surgery  (278  patients)  or  pre- 
operative radiotherapy  followed  by  surgery 
(290  patients).  The  life-table  estimates  of 
three-year  survival  rates  for  these  two 
groups  are  nearly  identical.  The  proportion 
with  disease  at  one  year,  whether  as  local 
recurrence  or  a distant  metastasis,  was  sim- 
ilar in  the  two  treatment  groups;  425  pa- 
tients initially  considered  to  be  inoperable 
because  of  regional  spread  were  given  radio- 
therapy. In  152  of  these  patients  the  can- 
cers were  considered  resectable  after  radio- 
therapy. These  patients  were  randomly  as- 
signed to  have  either  a thoracotomy  and  re- 
section of  their  cancer  if  possible  (78  pa- 
tients), or  no  surgery  (74  patients).  Dif- 
ferences between  the  two  groups  with  re- 
spect to  survival  are  small. 

Computer  technology,  power  conversion 
systems,  structural  and  fabrication  tech- 
niques developed  in  the  space  age  have  been 
shared  with  industry  through  the  Tech- 
nology Utilization  Program  of  the  National 
Aeronautics  and  Space  Administration. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS: 

May  4 — McCook,  St.  Catherine’s  Hos- 
• pital 

May  25  — Kearney,  Elks  Lodge 
June  1 — Falls  City,  Elks  Lodge 
June  22  — Norfolk,  Elks  Lodge 
June  29  — Grand  Island,  St.  Francis  Hos- 
pital 

AMERICAN  CANCER  SOCIETY  — Na- 
tional conference  on  breast  cancer  for 
physicians  and  allied  scientists ; Shoreham 
Hotel,  Washington,  D.C.,  May  8,  9,  and 
10,  1969.  Write  to:  The  ACS,  Nebraska 
Division,  4201  Dodge  Street,  Omaha,  Ne- 
braska 68131. 


NATIONAL  SOCIETY  FOR  THE  PRE- 
VENTION OF  BLINDNESS  — Annual 
Conference,  May  14,  15,  and  16,  1969 ; 
Pfister  Hotel,  Milwaukee,  Wisconsin.  The 
address  of  the  NSPB  is:  79  Madison  Ave- 
enue.  New  York,  N.Y.  10016. 


POSTGRADUATE  SEMINAR  — The  Med- 
ical Staff  of  Childrens  Memorial  Hospital, 
Omaha,  Nebraska,  announces  its  Ninth 
Annual  Postgraduate  Seminar  to  be  held 
May  16th  and  17th,  1969.  The  topic  is 
“Behavorial  Pediatrics.”  The  speakers 
will  be  James  G.  Hughes,  M.D.,  Professor 
and  Chairman  of  Pediatrics,  University 
of  Tennessee  School  of  Medicine,  Memphis, 
Tennessee,  and  Jerome  L.  Schulman,  M.D., 
Director  of  Child  Guidance  and  Child  De- 
velopment Clinics,  Children’s  Memorial 
Hospital,  Chicago,  Illinois.  Reservations 
may  be  made  with  and  further  informa- 
tion obtained  from:  Theodore  R.  Pfundt, 
M.D.,  Medical  Director,  Childrens  Memorial 
Hospital,  Omaha,  Nebraska  68105. 


AMERICAN  MEDICAL  ASSOCIATION’S 
118TH  ANNUAL  CONVENTION  — New 
York,  New  York,  July  13-17,  1969. 


SEVENTH  ANNUAL  SEMINAR  ON  THE 
MEDICAL  ASPECTS  OF  COMPETITIVE 
ATHLETICS  — August  22,  1969,  Hotel 
Cornhusker,  Lincoln,  Nebraska. 


AMERICAN  COLLEGE  OF  CHEST  PHYSI- 
CIANS — Myocardial  infarction;  Septem- 
ber 11-13,  1969.  Write  to:  Fouad  A.  Ba- 
shour,  M.D.,  ACCP,  112  East  Chestnut 
Street,  Chicago,  Illinois  60611. 


AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE,  Nebraska  Chapter,  Annual 
Scientific  Meeting  — At  the  New  Tower 
Motel,  78th  and  Dodge  Street,  Omaha,  Ne- 
braska, September  18  and  19,  1969.  The 
Secretary  of  the  Nebraska  Chapter  of  the 
AAGP  is  John  A.  Brown,  M.D.,  1620  M 
Street,  Lincoln,  Nebraska  68508. 


DISEASES  COMMON  TO  ANIMALS  AND 
MAN  — 11th  Annual  Midwest  Interpro- 
fessional Seminar;  Memorial  Union,  Iowa 
State  University,  Ames,  Iowa,  September 
22-23,  1969.  Write  to:  Dr.  Vaughn  A. 
Staton,  Professor  and  Head,  Veterinary 
Diagnostic  Laboratory,  College  of  Veter- 
inary Medicine,  Iowa  State  University, 
Ames,  Iowa  50010. 


AMERICAN  COLLEGE  OF  CHEST  PHYSI- 
CIANS — Intensive  management  of  pul- 
monary diseases;  October  16-18,  1969. 

Write  to:  Reuben  Cherniack,  M.D.,  ACCP, 
112  East  Chestnut  Street,  Chicago,  Illinois 
60611. 


AMERICAN  COLLEGE  OF  CHEST  PHYSI- 
CIANS — First  Fall  scientific  assembly 
35th  annual  meeting) ; October  29  - No- 
vember 2,  1969.  Write  to:  Alfred  Soffer, 
M.D.,  ACCP,  112  East  Chestnut  Street, 
Chicago,  Illinois  60611. 
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OMAHA  MID-WEST  CLINICAL  SOCIETY 
— 37th  Annual  Postgraduate  Assembly, 
November  3,  4 and  5,  1969.  Write  to: 
Director  of  Clinics,  1040  Medical  Arts 
Building,  Omaha  68102. 


LARYNGOLOGY  AND  BRONCHOESOPH- 
AGOLOGY  — Postgraduate  course,  No- 
vember, 1969.  Write  to:  Department  of 
Otolaryngology,  College  of  Medicine,  Uni- 
versity of  Illinois  at  the  Medical  Center, 
Postoffice  Box  6998,  Chicago,  Illinois 
60680. 


NATIONAL  EASTER  SEAL  SOCIETY  for 
Crippled  Children  and  Adults  — 1969  Con- 
vention, November  19-22,  in  Columbus, 
Ohio;  the  Sheraton-Columbus  will  be  the 
headquarters  hotel.  The  address  of  the 
society  is:  2023  W.  Ogden  Ave.,  Chicago, 
Illinois  60612. 


Effects  of  Piopranolol  and  Isosorbide  Dini- 
trate on  Exercise  Performance  and  Adren- 
ergic Activity  in  Patients  With  Angina 
Pectoris  — D.  J.  Battock,  H.  Alvarez,  and 
C.  A.  Chidsey  (Univ  of  Colorado  Medical 
School,  Denver).  Circulation  39:157-170 
(Feb)  1969. 

Twelve  patients  with  angina  pectoris  were 
evaluated  in  a single  blind  crossover  study 
with  respect  to  objective  change  in  exercise 
performance  on  the  treadmill  and  subjective 
clinical  improvement  on  oral  propranolol, 
oral  isosorbide  dinitrate  (ISD),  and  the  com- 
bination of  propranolol  plus  ISD.  Using 
combined  objective  and  subjective  evalua- 
tions, nine  of  12  patients  improved  on  pro- 
pranolol, seven  of  ten  on  ISD,  and  all  ten 
who  were  on  the  combination  of  drugs. 
Differences  in  objective  improvement  be- 
tween the  various  drug  regimens  were  not 
significant.  However,  subjectively  all  pa- 
tients on  the  combination  of  drugs  improved 
markedly.  Adrenergic  activity  appeared  to 
be  increased  in  these  patients  before  drug 
treatment  and  was  not  altered  during  treat- 


ment. Propranolol,  ISD,  and  the  combina- 
tion of  these  drugs  all  improve  exercise  per- 
formance in  patients  with  angina.  The  com- 
bination was  found  to  effect  a greater  over- 
all clinical  improvement. 


Myocardial  Infarction : Orthostatic  Tolerance 
After  Bed  Rest  — K.  Fareeduddin  and  W. 
H.  Abelman  (Thorndike  Memorial  Lab, 
Boston  City  Hosp,  Boston).  New  Eng  J 
Med  280:345-350  (Feb  13)  1969. 

In  the  presence  of  coronary  atheroscle- 
rosis, systemic  hypotension  may  result  in 
acute  ischemic  damage  to  the  myocardium. 
In  22  patients  convalescing  from  acute  myo- 
cardial infarction,  orthostatic  tolerance  was 
studied  by  means  of  measurements  of  heart 
rate  and  blood  pressure  after  bed  rest.  Tests 
were  repeated  after  full  mobilization  in  16 
patients.  In  five  of  ten  patients  treated 
with  strict  bed  rest  for  nine  to  24  days,  sys- 
temic blood  pressure  transiently  fell  by  more 
than  38  mm  Hg  during  15  minutes  of  pas- 
sive upright  tilt  to  70°,  a response  abolished 
after  full  ambulation.  This  response  was 
also  seen  in  three  of  eight  patients  assum- 
ing a passive,  sitting  posture  after  strict 
bed  rest.  It  was  usually  asymptomatic.  The 
response  was  not  observed  in  eight  patients 
treated  with  modified  bed  rest. 


Jaundice  in  Acute  Appendicitis  — D.  F. 

Miller  (Victoria  Infirmary,  Glasgow,  Scot- 
land) and  R.  W.  Irvine.  Lancet  1:321-323 
(Feb  15)  1969. 

In  a series  of  120  consecutive  cases  of 
acute  appendicitis,  jaundice  ensued  in  nine 
patients  (7.5%)  after  appendectomy.  The 
jaundice  was  commonly  associated  with  se- 
vere Escherichia  coli  infection  and  may  be 
a hepatoxic  effect  of  this  organism.  It  was 
not  severe,  resolved  quite  quickly,  tended  to 
occur  in  the  more  severely  infected  cases, 
but  it  did  not  seem  to  increase  morbidity 
significantly.  Recognition  of  this  form  of 
jaundice  is  important,  in  order  to  avoid 
wrongly  suspecting  gallbladder  disease,  in- 
fectious hepatitis,  or  the  effects  of  anes- 
thetic agents  or  drugs. 
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Progress  against  cancer 

The  National  Advisory  Cancer  Council 
believes  that  rapid  new  gains  against  can- 
cer through  the  sophisticated  approaches 
of  modem  biomedical  science  will  require  a 
nationwide  network  of  centers  combining 
research,  medical  education,  and  patient 
care. 

The  Council’s  view  is  given  in  “Progress 
Against  Cancer  1969,”  its  third  report  to 
the  public  on  the  status  and  outlook  of  re- 
search and  related  efforts  to  control  cancer 
through  prevention,  diagnosis,  and  treat- 
ment. The  body  of  scientists  and  medical 
experts  is  advisory  to  the  Director  of  the 
National  Institutes  of  Health  on  policies 
and  programs  for  support  of  research  and 
training  administered  by  the  National  Can- 
cer Institute. 

Continued  improvement  in  the  outlook  for 
cancer  patients  has  come  mainly  from  ad- 
vances in  a few  institutions  staffed  and 
equipped  to  integrate  research  and  medical 
management,  the  83-page  illustrated  report 
states.  Less  than  two  dozen  institutions, 
situated  m.ainly  in  the  northeast,  approach 
the  cancer  center  ideal,  the  report  explains. 
“Others  need  to  be  provided  and  so  distribut- 
ed throughout  the  country  that  the  advance- 
ments attained  in  the  medical  management 
of  malignant  diseases  will  become  available 
to  people  everywhere  as  rapidly  as  possible,” 
it  states. 

Treatment  with  combination  of  drugs  is 
credited  with  the  principal  gains  against 
leukemia.  A regimen  of  four-drug  treat- 
ment has  also  been  most  effective  against 
far-advanced  Hodgkin’s  disease,  early  or 
localized  cases  of  which  respond  well  to  in- 
tensive radiation.  Less  success  has  been 
achieved  in  drug  treatment  of  the  slower 
growing  “solid”  tumors  than  with  cancer 
of  the  blood  and  lymphatic  system  such  as 
leukemia  and  Hodgkin’s  disease,  the  report 
states. 

“Progress  Against  Cancer  1969”  can  be 
purchased  from  the  Superintendent  of  Docu- 


ments, Government  Printing  Office,  Wash- 
ington, D.C.  20402.  The  price  is  $1.50  a 
copy. 


Medical  school  alumni 

Do  physicians  generally  locate  in  the  state 
where  they  graduate?  What  are  the  activ- 
ities and  specialty  distribution  of  a particu- 
lar medical  school’s  graduates? 

Answers  to  these  and  other  questions 
are  found  in  Medical  School  Alumni,  1967, 
the  latest  in  a series  of  statistical  sum- 
maries prepared  by  the  American  Medical 
Association’s  Department  of  Survey  Re- 
search. 

The  book  contains  a wealth  of  informa- 
tion about  medical  schools  and  their  prod- 
ucts. A major  portion  of  the  publication 
contains  tabulations  showing  the  distribu- 
tion of  graduates  of  each  medical  school  by 
specialty,  field  of  professional  activity,  type 
of  practice  organization,  geographic  location 
and  other  categories. 

From  data  contained  in  the  publication, 
medical  school  faculties  will  be  able  to 
evaluate  their  curricula  and  establish  guide- 
lines for  conducting  experiments.  In  ad- 
dition, it  will  enable  state  legislatures  and 
licensure  boards  to  review  the  distribution 
of  graduates  of  medical  schools  within  their 
borders  and  the  medical  school  origin  of 
physicians  practicing  in  their  states. 

Copies  are  available  from  the  AMA  Order 
Handling  Unit  at  $4.00  each  in  the  U.S., 
its  possessions,  Canada,  and  Mexico  and  at 
$4.50  per  copy  in  all  other  countries. 


SK&F  catalog 

Smith  Kline  & French  Laboratories  has 
just  released  its  SK&F  Services  Catalog 
69/70;  it  offers  50  pages  of  SK&F  services, 
available  to  physicians  without  charge. 

Included  in  the  illustrated  catalog  are  medi- 
cal films,  booklets,  periodicals.  Speakers  Bu- 
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reau,  and  the  “Code  4”  cardiopulmonary  re- 
suscitation training  program. 

New  to  this  year’s  Catalog  is  the  film, 
“Shock : Recognition  and  Management,” 
which  describes  the  preliminary  evaluation 
and  treatment  of  shock  and,  in  a step-by- 
step  review,  emphasizes  that  the  physician 
treating  shock  patients  must  pursue  an  ag- 
gressive but  orderly  series  of  procedures. 
Also  included  are : Medical  Assistant,  a quar- 
terly publication  for  the  physician’s  office 
assistant,  and  Medical  Information  Service 
on  SK&F  products.  A special  section  high- 
lights SK&F’s  newest  services. 

Readers  may  receive  a free  copy  of  the 
SK&F  Services  Catalog  69/70  by  contact- 
ing their  SK&F  Representative,  or  by  writ- 
ing to  the  Services  Department  E-10,  Smith 
Kline  & French  Laboratories,  1500  Spring 
Garden  Street,  Philadelphia,  Pennsylvania 
19101. 


Placement  service 

An  all-time  high  of  more  than  3,200  op- 
portunities to  practice  medicine  was  pro- 
cessed in  1967,  according  to  the  “Seventh 
Annual  Statistical  Report”  of  the  American 
Medical  Association’s  Physicians’  Placement 
Service. 

The  report  also  stated  that  requests  by 
physicians  seeking  locations  numbered  2,546. 
The  majority  of  the  openings  were  for  pri- 
vate practice  situations  and  most  of  the 
physicians  applying  were  seeking  opportun- 
ities of  this  nature. 

With  some  exceptions,  the  report  indi- 
cated that  physicians  are  becoming  more 
mobile,  are  primarily  interested  in  the  pro- 
fessional opportunity  available  to  them  and 
may  well  go  where  the  “best”  opportunity 
exists,  depending  upon  their  ability  to  ob- 
tain a license.  An  important  qualifying 
factor  is  that  they  and  their  families  also  are 
interested  in  the  cultural  or  recreational  ac- 
tivities available  in  the  area. 

A second  qualifying  factor  playing  an 
important  part  in  physicians’  decisions  on 
location  is  their  interest  in  continuing  at 
least  part-time  academic  affiliation,  whether 


this  be  teaching,  research  or  simply  further 
postgraduate  education. 

Single  copies  of  the  report  may  be  ob- 
tained by  writing  the  AMA’s  Physicians’ 
Placement  Service,  535  North  Dearborn 
Street,  Chicago,  Illinois  60610.  There  is  no 
charge  for  this  service. 

Meet  Our  New  Mem  bers 


Bacon,  David,  M.D Kearney 

Bohi,  Daniel,  M.D Omaha 

Breiner,  Michael,  M.D York 

Brouillette,  Richard,  M.D York 

Carstens,  George,  M.D. O’Neill 

Chase,  Robert,  M.D Grand  Island 

Christensen,  Ruth,  M.D Miller 

Cohen,  Louis,  M.D .Omaha 

Cottingham,  Richard,  M.D ..McCook 

Dyer,  Jasper,  M.D ....Hastings 

Elfeldt,  William,  M.D Lexington 

Ellis,  Kenneth,  M.D Kearney 

Genaidy,  H.,  M.D Ingleside 

Glover,  Rex,  M.D Omaha 

Goldner,  John,  M.D Rochester,  Minn. 

Greene,  Charles,  M.D.  Omaha 

Greene,  John,  M.D ...Omaha 

Haggstrom,  John,  M.D Omaha 

Heidrick,  W.,  M.D Lincoln 

Hynes,  Henry,  M.D Omaha 

Kustermann,  Stuart,  M.D Omaha 

Lim,  Thomas,  M.D .....Omaha 

Lowe,  Stephen,  M.D Hastings 

Lynch,  Henry,  M.D.  Omaha 

Nakamura,  Tatsumi,  M.D Chappell 

Nickel.  J.,  M.D.  North  Platte 

Orr,  George,  M.D Omaha 

Rankin.  David,  M.D Omaha 

Ritchie,  Gary,  M.D Loup  City 

Roffman,  Blaine,  M.D Omaha 

Settles,  R.,  M.D Kearney 

Swanson,  Noble,  M.D.  Lincoln 

Toalson,  Larry,  M.D Lincoln 

Whitla,  F.,  M.D Lincoln 

Wiltse,  Hobart,  M.D ..Omaha 

Yarington,  Charles,  M.D Omaha 

Zacharia,  Lawrence,  M.D Omaha 
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University  of  Nebraska 
Medical  Tape  Library 


As  a service  to  the  harried  physicians  of 
Nebraska,  the  University  has  a series  of 
3-6  minute  tapes  on  subjects  of  concern 
to  the  practicing  physician.  By  dialing 
the  listed  number  collect,  he  will  be  able 
to  listen  to  any  of  the  tapes  listed.  In  the 
future,  the  list  will  be  continually  expand- 
ed. Topics  felt  to  be  of  interest  by  you 
practicing  physicians  are  welcomed  and  will 
be  added  to  the  list  as  soon  as  possible. 

Dial  collect  the  Medical  Library  telephone 
number  402-551-0669  at  Extension  260  dur- 
ing the  following  hours : 

8:30  a.m.  - 11:00  p.m.  — Monday  through 
Friday 

8 :30  a.m.  - 5 :00  p.m.  — Saturday 

1:00  p.m.  - 6:00  p.m.  — Sunday 

TAPES  AVAILABLE 

1.  Ti’eatment  of  Hypercalcemia  Associat- 
ed with  Cancer  (John  F.  Foley,  M.D.) 

2.  Treatment  of  Metastatic  Carcinoma  of 
the  Colon  and  Rectum  (John  F.  Foley, 
M.D.) 

3.  Management  of  Neoplastic  Effusions 
(John  F.  Foley,  M.D.) 

4.  Diagnostic  Methods  for  Detecting 
Cervical  Cancer  (Joseph  Scott,  M.D.) 

5.  Protocol  for  Management  of  Rape 
Cases  (Joseph  Scott,  M.D.) 

6.  Cavernous  Sinus  Thrombosis  (C.  T. 
Yarington,  Jr.,  M.D.) 

7.  Salivary  Gland  Tumor:  Clinical  Diag- 
nosis (C.  T.  Yarington,  Jr.  M.D.) 

8.  Neck  Mass:  Diagnostic  Work  Up  (C. 
T.  Yarington,  Jr.,  M.D.) 

9.  Radiologic  Aids  in  Staging  Lymphomas 
and  in  Detecting  Retroperitoneal  Tu- 
mors (William  Wilson,  M.D.) 

10.  Treatment  of  Acute,  Life-threatening 
Hyperthyroidism  (Robert  Ecklund, 
M.D.) 


11.  Management  of  Patients  Following 
Withdrawal  from  Adrenal  Steroid 
Therapy  (Robert  Ecklund,  M.D.) 

12.  Management  of  Multiple  Myeloma 
(John  F.  Foley,  M.D.) 

Any  questions  or  suggestions  on  this  serv- 
ice may  be  directed  to  Miss  Kathleen  Fahey 
at  the  above  number. 


Cancer  of  the  Pancreas  — L.  Richard,  Jr., 

and  I.  Cohn,  Jr.  (Louisiana  State  Univ 

School  of  Medicine,  New  Orleans).  Amer 

Surg  35:95-103  (Feb)  1969. 

Review  of  the  records  of  289  patients  with  ' 
malignant  tumors  of  the  pancreas  showed 
that  88%  of  the  tumors  were  adenocarcino- 
mas and  6%  were  anaplastic.  The  most  : 

frequent  initial  symptom  for  tumor  in  each  i 

location  was  abdominal  pain.  Jaundice  was  j 
the  second  most  common  initial  symptom 
in  cancer  of  the  head  but  appeared  only  once 
in  any  of  the  other  anatomic  locations.  The 
most  commonly  noted  abnormal  physical 
findings  were  hepatomegaly  and  abdominal 
tenderness.  Diagnoses  were  confinned  at 
operation  in  197  (75%)  cases,  at  autopsy  in 
81  (22%)  cases,  by  distant  node  biopsy 
in  7 (2%)  cases,  and  by  liver  biopsy  in  1 
case.  Of  the  207  patients  who  underwent  ; 

operation,  45  had  radical  pancreaticoduo-  ( 

denectomy.  Five  survived  longer  than  three 
years;  two  survived  three;  over  ten  years.  ’ 
Thirty-three  patients  who  underwent  oper-  j 

ative  procedures  lived  longer  than  six 
months.  Only  one  patient  survived  longer 
than  a period  of  six  months  without  some 
extirpative  or  bypass  procedure. 

Members  of  the  Apollo  8 crew,  according 
to  the  National  Aeronautics  and  Space  Ad- 
ministration, traveled  faster  than  man  has  ! 

ever  previously  flown  — 24,695  miles-per-  |l 

hour.  1 
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^ ;4uxiitantf 

Report  of  children  and  youth 
committee 

This  is  a special  committee  established 
by  the  National  Auxiliary  President,  Mrs. 
C.  C.  Long  who  in  her  inaugural  address 
urged  the  Auxiliary  to  focus  on  Youth  “who 
hold  the  key  to  tomorrow.”  Mrs.  Paul  Rau- 
schenbach,  National  Chairman,  asked  aux- 
iliaries to  lead  in  studying  the  health  needs 
of  children  and  youth  in  our  communities. 
This  fits  in  with  the  survey  on  health  activ- 
ities our  State  Auxiliary  plans  to  help  the 
NSMA  implement  in  various  communities 
throughout  the  state. 

A package  program  — Youth  Health  and 
Fitness  — has  been  obtained  from  the  Na- 
tional office  and  County  Auxiliary  Presi- 
dents have  been  advised  regarding  policy, 
procedures  and  planning  of  this  program. 
It  is  hoped  that  our  County  Auxiliary  mem- 
bers can  help  establish  communication  with 
their  educators  and  be  asked  to  help  formu- 
late health  education  programs  in  the 
schools.  As  the  liaison  between  the  Aux- 
iliary and  the  Nebraska  Committee  for  Chil- 
dren and  Youth  I had  the  privilege  of  at- 
tending the  NSMA’s  study  committee  on 
health  education  in  the  schools  and  a health 
resource  committee  of  NCCY  concerned  with 
the  education  of  teachers  for  Health  Educa- 
tion. Also,  a legislative  study  group  on 
social  behavior  as  it  pertains  to  health  and 
school  laws. 

The  GEMS  (Good  Emergency  Mother  Sub- 
stitute) babysitters  course  that  the  Aux- 
iliary has  developed  was  suggested  to  a 
number  of  representatives  of  other  groups 
and  information  sent  them  on  source  ma- 
terial available  through  the  Auxiliary.  The 
handbook  and  manual  published  by  the  Mari- 
copa County  Medical  Auxiliary  of  Phoenix, 
Arizona  was  used  for  this  course  by  the 


Gage  County  Medical  Auxiliary.  This  was 
our  major  project  and  we  were  grateful  that 
the  Gage  County  Medical  Society  was  willing 
to  help  finance  it.  The  YWCA  cooperated 
by  allowing  the  use  of  their  building  and  the 
help  of  their  staff  which  was  very  much 
appreciated.  The  High  School  Safety  Club 
made  and  distributed  posters  using  the  Aux- 
iliaries’ theme,  SECURITY  is  knowing  your 
Babysitter  is  a “GEMS,”  with  the  Charles 
Schulz’  cartoon  character  in  “SECURITY.” 

Five  daily  lectures  by  experts  in  their 
fields  were  offered.  An  examination  was 
given  on  the  6th  day  and  the  following  week 
a graduation  tea  was  held  for  the  partici- 
pants and  their  mothers  — 74  graduates 
in  all. 

The  high-light  of  the  course  was  a seven 
months  old  baby  as  a model  for  the  regis- 
tered nurse’s  demonstrations  of  baby-care. 

The  source  material  for  this  course  has 
been  distributed  to  all  County  Presidents. 
The  film,  “To  a Babysitter”  was  shown  and 
the  Fire  Chief  distributed  a pamphlet  pre- 
pared by  the  National  Fire  Protection  Asso- 
ciation: Babysitters  on  Emergency  Action. 
A kindergarten  teacher  prepared  instruction 
sheets  with  illustrations  of  things  to  make 
for  children’s  activities.  The  students 
brought  and  explained  some  of  their  own 
creative  playthings  and  left  them  for  dis- 
play at  the  graduation  tea.  The  graduates 
received  diplomas  and  certificates  with  the 
“GEMS”  pledge  to  carry  as  an  ID  card. 
They  also  were  offered  application  blanks  to 
fill  out  for  the  YOUTH  EMPLOYMENT 
SERVICE  sponsored  by  SERTOMA.  Lists 
of  the  graduates  were  sent  to  the  YWCA, 
interested  churches  and  the  WELCOME 
WAGON  representative.  Much  interest  was 
generated  and  requests  for  future  courses 
made  by  girls  and  adults  so  we  hope  to  ex- 
tend the  course  to  include  junior  high  stu- 
dents outside  Beatrice  but  within  the  school 
district. 

— Mrs.  W.  W.  Waddell,  Chairman 


May,  1969 


347 


Sudden  Failure  of  Swimming  in  Cold  Water 
— W.  R.  Keatinge  et  al  (London  Hosp 

Medical  College,  London).  Brit  Med  J 1: 

480-482  (Feb  22)  1969. 

Four  men  who  declared  themselves  to  be 
good  swimmers  were  able  to  swim,  fully 
clothed,  for  a much  shorter  time  in  water 
at  4.7  C than  at  23.5  C.  The  two  shortest 
cold  swims  ended  after  1.5  and  7.6  minutes 
before  rectal  temperature  fell  and  the  men 
suddenly  floundered,  after  developing  res- 
piratory distress  with  breathing  rates  of  56 
to  60/min.  The  two  longer  cold  swims  end- 
ed less  abruptly,  with  signs  of  progressive 
general  and  peripheral  hypothermia.  The 
shorter  swims  were  stopped  by  respiratory 
reflexes  and  by  the  cold  water’s  high  vis- 
cosity. The  results  show  the  danger  of  at- 
tempting short  swims  in  water  near  0 C 
without  a life  jacket. 


Adenocarcinoma  of  the  Lung  in  Men:  Clini- 
copathologic  Study  of  100  Cases  — D.  E. 
Bennett  (Dept  of  Pathology,  Univ  of  Texas 
Medical  School,  San  Antonio),  W.  F.  Sas- 
ser and  T.  B.  Ferguson.  Cancer  23:431- 
439  (Feb)  1969. 

Among  100  adenocarcinomas  of  the  lung, 
clinical  features  included  peripheral  loca- 
tion (65%),  frequent  lack  of  symptoms 
(28%),  and  difficulty  in  making  a diag- 
nosis prior  to  thoracotomy.  Seventy-one  per- 
cent of  the  adenocarcinomas  were  resected, 
with  only  9%  five-year  cures.  Almost  half 
of  the  adenocarcinomas  were  associated  with 
preexistent  pulmonary  scars,  with  transi- 
tion from  atypical  metaplasia  to  carcinoma. 
Multiple  areas  of  scarring  and  epithelial 
atypia  may  be  important,  and  recurrences 
or  pulmonary  metastasis  may  represent  sec- 
ond primaries  arising  in  such  foci. 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 

American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 

\merican  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 

American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
Laurentius  O.  Underdahl,  M.D. 

1 East  45  Street 

New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street,  New  York  10,  New  York 

National  Hemophilia  Foundation 

25  West  39th  St.,  New  York,  N.Y.  10018 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive,  Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 

515  Busse  Hy.,  Park  Ridge,  Illinois 

American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy, 

3410  Geary  Boulevard 
San  Francisco  18,  California 

The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive,  Chicago  11,  Illinois 

American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 

535  North  Dearbon  St.,  Chicago  10,  Illinois 

American  Urological  Association 
Rubin  Flocks,  M.D.,  Secretary 
State  University  of  Iowa  Hospitals, 

Iowa  City,  Iowa 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle,  New  York  19,  New  York 

International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Dr.,  Chicago  10,  Illinois 

National  Multiple  Sclerosis  Society 

257  Park  Avenue  South,  New  York  10,  N.Y. 

Vocational  Rehabilitation  Administration 

Mary  E.  Switzer,  Commissioner,  Washington,  D.C. 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


DISEASES  HAVE  NAMES 

We  found  ourselves  with  nothing  better  to 
do  than  dictionary-reading  the  other  day, 
and  turned  to  “disease,”  which  we  recom- 
mend to  anyone  else  with  nothing  better  to 
do.  How  did  diseases  get  their  names?  we 
wondered,  and  this  is  what  we  came  up  with. 

Some  names  have  letters,  like  AAA  disease, 
X disease,  Q disease,  and  Australian  X dis- 
ease. 

Some  are  eponymous;  we  estimate,  from 
a sampling  of  20%  of  the  pages,  that  there 
must  be  some  700  of  these,  like  Sternberg’s 
disease  (which  is  Hodgkin’s  disease),  Fother- 
gill’s  disease,  and  Hirschsprung’s  disease. 

Some  are  named  geographically,  as  Isle  of 
Wight  disease,  Stuttgart  disease,  Chicago 
disease,  Nairobi  disease,  and  Newcastle  dis- 
ease. If  you  include  fevers,  there  are  Rus- 
sian, Fort  Bragg,  Malta,  Lone  Star,  Nigeria, 
Rhodesian,  Mediterranean,  Manchurian,  Cy- 
prus fevers,  and  many  more. 

Some  are  descriptive,  as  fright  disease,  fat- 
deficiency  disease,  and  barbed-wire  disease. 

Some  are  occupationally  named,  as  police- 
men’s disease,  wool-sorter’s  disease,  straw 
mattress  disease,  fish-handler’s  disease, 
knight’s  disease,  and  a score  of  others. 

We  counted  some  29  diseases  named  for 
saints;  St.  Appolonia’s  disease,  we  find,  is 
toothache;  St.  Gete’s  disease  is  carcinoma; 
and  St.  Roch’s  disease  is  plague. 

And  some  are  simply  numbered,  as  fifth 
venereal  disease;  and  exanthem  subitum, 
known  as  sixth  disease,  fourth  disease, 
Duke’s  disease,  roseola  infantum,  and  Zahor- 
sky’s  disease. 

We  suspect  that  some  day  the  catalogues 
will  get  the  better  of  us  and  eliminate  all  of 
this  hodge-podge  so  dear  to  us.  We  will  have 
to  stop  saying  we’ve  got  the  flu  or  la  grippe, 
and  tell  people  we’ve  succumbed  to  illness 
XTW-32. 

Sort  of  takes  all  the  fun  out  of  being  sick. 

— F.C. 


THE  POSTANESTHESIA  ROOM 

The  first  room  in  the  hospital  to  become 
specialized  was  what  is  sometimes  called  the 
postanesthesia  room.  Now  there  are  self- 
care  and  intermediate  care  and  special  care 
or  intensive  care.  We  are  glad  to  have  the 
postanesthesia  room ; it  is  a help  to  the  anes- 
thesiologist, to  the  surgeon,  and  particularly 
to  the  patient,  who  gets  better  care  than 
would  be  given  if  we  took  him  back  to  his 
room  as  we  used  to  do.  We  are  happy  with 
the  room,  our  quarrel  is  with  its  name. 

For  he  did  not  only  have  an  anesthetic; 
he  had  an  operation.  And  how  on  earth 
did  the  word  anesthesia  get  into  it?  We 
cannot  imagine,  unless  a surgeon  thought  it 
up.  A name  that  gives  us  even  more  offense 
is  recovery  room ; it  suggests  that  something 
harmful  was  done,  from  which  he  must  now 
recover.  The  combination  of  titles,  from 
which  the  word  surgery  is  carefully  deleted, 
implies  that  anesthesia  did  it.  The  several 
names  are  now  PAR,  recovery  room,  post- 
anesthesia room,  recovery  unit,  wake-up 
room  postanesthetic  recovery  room,  and  they 
might  go  on  to  include  postoperative  room, 
postsurgery  room,  postsurgical  recovery 
room,  intensive  therapy  unit,  and  the  sleep- 
it-off  room. 

We  like  postoperative  room.  Some  pa- 
tients who  go  there  haven’t  had  an  anes- 
thetic, unless  you  call  a local  an  anesthetic, 
but  they  have  had  an  operation.  We  don’t 
like  the  word  recovery.  Wake-up  cannot  ap- 
ply to  someone  who  is  not  asleep. 

We’re  not  fond  of  “post.”  But  we’ll  stick 
with  “postoperative.” 

—F.C. 


TALKING  WITH  YOUR  HANDS 

1.  We  do  not  profess  to  know  why,  but 
people  gesture  when  they  talk.  They  may 
shrug  their  shoulders  and  roll  their  eyes,  but 
mostly  they  move  their  hands  in  a senseless 
effort  to  accentuate  the  words.  There  ap- 
pears to  be  no  point  to  it  because  the  words 
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are  being  spoken  anyway,  and  because  the 
movements  of  the  hands  mean  nothing  with- 
out the  spoken  words  and  are  in  no  sense  a 
form  of  speech,  but  are  perfectly  meaningless 
motions.  Speakers  will  stab  forefingers  at 
you,  but  they  will  also  move  their  arms  up 
and  down,  turn  their  palms  up,  clench  fists, 
and  roll  their  hands.  What  all  of  this  means 
to  them,  we  cannot  tell,  but  when  each  is 
done,  his  conversational  partner  does  the 
same.  The  funniest  example  of  this  sort  of 
nonsense  is  watching  one  of  these  finger- 
pokers  go  through  all  of  this  while  talking 
on  the  telephone. 

2.  Talking  with  your  hands  is  an  art 
usually  learned  by  those  who  are  mute,  and 
who  should  never  be  called  deaf-and-dumb. 
Letters  are  formed  with  only  one  hand,  and 
the  signs  can  be  found  in  many  dictionaries 
under  “dactylology.”  We  long  ago  learned 
the  signs,  and  we  should  like  to  say  some- 
thing for  the  efficiency  of  dactylology.  We 
have  seen  these  people  converse,  and  have 
noticed  that  they  can  spell  every  letter  and 
keep  up  with  us.  But  they  rarely  spell  let- 
ters, they  use  signs  for  individual  words.  In 
addition,  they  omit  many  unnecessary  words, 
as  conjunctions  and  prepositions.  As  a re- 
sult, dactylological  speech  is  many  times 
faster,  and  therefore  as  efficient,  as  spoken 
words.  Until  you  turn  out  the  lights. 

3.  A good  rule  for  public  speakers  is: 
leave  your  notes  at  home,  put  your  hands 
in  your  pockets,  and  go  right  ahead. 


CHEAPER  BY  THE  DOZEN 

We  saw  an  article  the  other  day  that  was 
written  by  12  authors.  It’s  a world’s  record, 
we  think.  If  we  were  in  a twenty-doctor 
group  and  we  were  all  collaborators  or  col- 


leagues or  co-authors,  we  might  become  the 
world’s  leading  writer.  Only  trouble  is,  so 
would  everybody  else.  And  the  title  page 
would  look,  shall  we  say,  unusual? 

We  liked  the  article.  Besides,  it  was  a 
staggering  answer  to  the  publish-or-perish 
problem. 

But  twelve  authors? 

— F.C. 


Bums  in  Children  — G.  D.  Nelson  and  F.  X. 
Paletta  (St  Louis  Univ  School  of  Medicine, 
St  Louis).  Surg  Gynec  Obstet  128:518- 
522  (March)  1969. 

Occlusive  dressings  and  early  skin  graft- 
ing in  patients  with  more  than  40%  body- 
surface  burns  produced  a mortality  rate 
51%  below  that  predicted.  When  this  mor- 
tality rate  was  compared  with  statistics  pre- 
sented by  other  investigators  using  silver 
nitrate  or  Sulfamylon,  it  was  found  to  be 
lower.  Death  rate  from  septicemia,  occur- 
ring in  43%  of  the  patients,  was  similar 
to  that  of  sepsis  in  series  in  which  silver 
nitrate  was  used.  Burn  treatment  estab- 
lished early,  using  an  intensive  organized 
program  of  occlusive  dressings  with  frequent 
changes,  followed  by  early  skin  grafting,  is 
most  effective  management. 

Oxygen  Administration  After  Myocardial 
Infarction  — S.  Lai,  R.  S.  Savidge,  and 
G.  P.  Ghhabra  (Fairfield  General  Hosp, 
Bury,  Lancashire,  England).  Lancet  1: 
381-383  (Feb  22)  1969. 

Patients  with  myocardial  infarction  de- 
velop hypoxemia  for  which  oxygen  therapy 
is  required.  A study  of  different  oxygen 
masks  indicates  that  the  best  method  of  ad- 
ministration is  by  a mask  with  a reservoir 
which  can  fill  with  oxygen  during  expira- 
tion. Pentazocine,  when  administered  for 
the  relief  of  pain  of  myocardial  infarction, 
can  be  expected  not  to  have  a serious  ad- 
verse effect  on  arterial  oxygen  tension. 
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ORIGINAL  ARTICLES 


The  Trial  Judge's  View 
Of  Medical  Testimony 


I.  Anyone  who  seeks  to  diagnose  and  treat 
the  infirmities  of  the  human  body  must 
be  expected  to  be  called  upon  occasion- 
ally to  testify  in  court. 

a.  The  medical  expert  must  fully  un- 
derstand what  the  lawyer  is  trying 
to  establish  and  impress  on  the  jury, 
and  how  he  can  most  effectively  pre- 
sent that  picture  to  the  jury  in 
understandable  terms. 

b.  The  jury  decides  the  weight  and 
credibility  of  the  expert  witness  as 
well  as  lay  witnesses. 

1.  It  is  important  that  the  medical 
expert  realize  that  he  is  talking 
to  a group  of  laymen. 

2.  Therefore  it  is  well  to  follow  up 
technical  terms  with  an  example 
or  illustration. 

c.  Following  is  the  instruction  given  to 
the  jury  on  evaluating  expert  wit- 
ness testimony.  Certain  medical 
witnesses  have  been  called  who  test- 
ified as  expert  medical  witnesses. 
You  are  not  required  to  take  the 
opinions  of  medical  experts  as  bind- 
ing upon  you,  but  they  are  to  be 
used  to  aid  you  in  coming  to  a prop- 
er conclusion.  Their  testimony  is 
received  as  that  of  persons  who  are 
learned  by  reason  of  special  investi- 
gation, study  or  experience  along 
lines  not  of  general  knowledge,  and 
the  conclusion  of  such  persons  may 
be  of  value.  You  may  adopt,  or  not, 
their  conclusions,  according  to  your 
own  best  judgment,  giving  in  each 
instance  such  weight  as  you  think 
should  be  given  under  all  the  facts 
and  circumstances  of  the  case. 

In  determining  the  weight  to  be 
given  such  testimony  you  should 
consider,  among  other  things: 

1.  The  education,  training,  ex- 
perience and  knowledge  of 
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the  medical  expert  with  re- 
spect to  the  matters  about 
which  he  testified. 

2.  The  reasons  given  for  his 
opinion. 

3.  The  sources  of  his  informa- 
tion. 

d.  Conflict  in  the  testimony  of  quali- 
fied experts  presents  a question  for 
the  jury  as  to  which  expert’s  con- 
clusions are  correct  or  more  believ- 
able. 

II.  Trial  courts  try  to  accommodate  the 

busy  doctor’s  schedule. 

1.  Doctors  are  put  on  the  witness  stand 
out  of  order. 

2.  Court  sessions  are  extended  beyond 
the  usual  hours. 

3.  Trial  dockets  and  pre-trial  confer- 
ences between  the  judge  and  attor- 
neys are  arranged  to  enable  as  much 
notice  as  possible  to  be  given  the  doc- 
tor. 

4.  In  many  counties  out-state,  a jury 
panel  is  called  only  when  there  is  a 
case  to  try. 

a.  In  some  counties  that  means 
only  a few  cases  a year. 

b.  In  Lincoln  and  Omaha,  the  vol- 
ume is  too  great  to  pennit  this. 

c.  The  civil  trial  docket  in  Lincoln 
is  60-70  cases,  and  in  Omaha  it 
is  in  the  hundreds. 

5.  In  those  cities,  a system  has  been 
devised  to  enable  the  efficient  han- 
dling of  so  many  cases  and  still 
keep  the  docket  current. 

6.  After  all  the  preliminary  technical 
steps  have  been  completed  and  the 
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issues  fully  made  up,  a case  may  be 

placed  on  the  Trial  Docket. 

7.  A Court  Call  is  held  two  weeks  be- 
fore the  jury  is  scheduled  to  appear, 

a.  Attorneys  are  required  to  at- 
tend. 

b.  The  docket  is  read. 

c.  Special  problems  are  discussed, 
such  as  doctors  away  attending 
a medical  convention. 

d.  Cases  are  assigned  to  the  Judges, 
— 12-  to  15  per  judge. 

8.  Pre-Trial  Conferences  are  held. 

a.  Lawyers  must  tell  who  their  wit- 
nesses are. 

b.  Estimated  time  case  will  re- 
quire to  try. 


c.  Order  of  Trial  — when  case  is 
expected  to  be  reached  during 
the  two  week  jury  session. 

d.  Encourage  settlements. 

e.  Gets  lawyers  to  check  with  their 
doctors  and  gives  doctor’s  notice. 

f.  Most  cases  are  settled  — some 
only  at  court  house  and  unex- 
pectedly. 

9.  One  lawyer  just  subpoenaes  doctor 
on  short  notice  — sometimes  with 
drastic  results. 

10,  While  we  are  still  probably  in  the 
probative  stage  and  much  is  yet  to 
be  learned,  closer  and  constant  co- 
operation between  the  two  profes- 
sions, law  and  medicine,  is  a step 
of  progress  and  will  serve  well  in 
the  furtherance  of  justice. 
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Anesthesia  and  Pulmonary  Edema 


The  author  was  called  to  another 
operating  room,  II/2  hours  after 
induction  of  halothane  anesthe- 
sia for  vaginal  hysterectomy,  and  when  the 
operation  had  just  been  completed;  the  pa- 
tient was  pulseless  and  without  blood  pres- 
sure. She  had  been  given  methoxamine;  I 
administered  more,  started  angiotensin;  and 
gave  hydrocortisone,  100  mg,  followed  by 
another  100  mg.  She  breathed  well  on  her 
own.  Blood  replacement  seemed  inadequate ; 
I administered  500  ml  of  dextran.  An  ECG 
was  obtained,  and  was  within  normal  limits. 

Blood  was  now  available;  1500  ml  were 
given ; there  was  still  no  blood  pressure.  The 
surgeons  inserted  a needle  through  the  ab- 
dominal wall,  which  was  relaxed;  no  blood 
was  obtained.  She  was  examined  from  be- 
low ; there  was  no  evidence  of  bleeding.  She 
now  opened  her  eyes  on  command,  and  was 
taken  to  the  postanesthesia  room,  where  she 
appeared  to  require  suctioning.  A catheter 
was  inserted  into  the  trachea,  and  a moderate 
amount  of  fluid  was  obtained.  The  trachea 
was  then  intubated,  and  she  was  suctioned 
through  the  tracheal  tube. 

The  secretions  now  became  copius  and  un- 
ending. They  were  then  coughed  out  and 
bubbled  in  a never-ending  stream.  Her  color 
was  never  normal,  but  went  from  good  to 
rather  poor  repeatedly.  The  blood  pressure 
returned  soon  after  arriving  in  the  PAR;  it 
was  80  at  first,  and  then  rose  to  slightly 
above  100. 

I administered  human  serum  albumin,  25 
Gm  IV,  for  what  now  appeared  to  be  pul- 
monary edema,  and  for  a possible  cerebral 
edema.  Approximately  800  ml  were  suction- 
ed from  the  lungs. 

Her  breathing  became  inconstant,  and  her 
color  poor.  I returned  her  to  the  anesthesia 
machine  and  employed  positive  pressure  re- 
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spiration,  although  she  was  breathing,  in  an 
effort  to  improve  oxygenation,  and  to  force 
the  fluid,  which  I was  convinced  was  tran- 
sudate, back,  instead  of  encouraging  it  to  go 
on  by  suctioning. 

Her  color  became  normal  almost  immedi- 
ately, and  her  neck  veins  undistended.  Her 
blood  pressure  rose,  about  20  minutes  after 
receiving  albumin,  to  150,  then  returned  to 
90.  While  she  had  opened  her  eyes  on  com- 
mand in  the  OR,  she  had  been  completely 
unconscious  in  the  PAR.  At  this  time  she 
began  to  gag  whenever  artificial  respiration 
was  stopped.  Since  this  seemed  to  indicate 
some  desirable  return  of  reflex  activity,  I 
stopped  pumping,  and  when  she  began  to  gag, 
waited  to  see  what  she  would  now  do.  She 
bucked  on  tracheal  suctioning.  Then  she 
again  opened  her  eyes  on  command.  After 
10  or  15  minutes,  she  nodded  her  head  on 
command.  I withdrew  the  tracheal  tube, 
and  she  awoke.  She  was  taken  to  the  inten- 
sive care  facility,  and  she  said  she  was  in  the 
recovery  room. 

I saw  her  that  evening ; her  breathing  was 
a little  fast,  and  she  had  some  mucus.  Urine 
now  appeared  in  the  urethral  catheter.  I 
saw  her  again  that  evening.  The  respiratory 
rate  was  48 ; there  was  more  mucus,  but  not 
as  it  had  been.  At  3 A.M.  she  received  12.5 
Gm  of  human  serum  albumin. 

I saw  the  patient  early  the  next  morning. 
Respirations  were  36,  dry,  and  unlabored. 
The  postoperative  urine  output  was  then 
500  ml.  She  smiled  and  called  me  by  name. 
Her  color  was  normal,  and  the  blood  pressure 
was  stable.  Further  recovery  was  normal 
and  uneventful. 


June,  1969 


353 


Preventive  Care  of  Infants  and  Children: 
A Perspective  on  Adolescence  in  General 


PART  I 
ABSTRACT: 

The  general  subject  of  adolescence  will  be 
discussed  from  the  physical,  social,  cultural, 
psychological,  and  emotional  change  stand- 
point based  on  the  author’s  various  experi- 
ences in  these  areas. 

Orientation 

The  following  discussion  will 
be  based  on  experiences 
gained  from  a general  pedi- 
atric practice  for  the  past  16  years  which 
is  positively  and  primarily  oriented  toward 
adolescence,  seven  years  as  a scoutmaster 
of  a Boy  Scout  troop  containing  60-90  boys, 
adolescent  lectures  to  medical  students  and 
student  nurses,  lectures  to  sophomore  college 
students  in  the  areas  of  child  and  adolescent 
psychology,  many  P.T.A.  and  similar  civic 
talks,  and  as  a father  of  three  teenage  sons. 

The  author  as  conducted  “teen  talks’’  for 
adolescents  of  two  group  levels  in  his  own 
practice  for  the  past  15  years:  (1)  for 

8 - 9th  grade  students  which  cover  such 
topics  as  body  functions,  nutritional  needs, 
family  and  friend  relationships,  school 
goals  and  roles,  and  “only  talks”  for  boys, 
girls,  and  their  parents.  (2)  for  10-ll-12th 
grade  students  which  cover  such  topics  as 
career  programming,  dating  and  related 
social  behavior,  marriage  with  its  respon- 
sibilities. 

The  basic  philosophy  of  “Guided  Growth” 
has  been  reported  elsewhere  in  a program 
for  preventive  care  of  infants  and  children 
by  Tompkins  and  Oberst.^-® 

Introduction 

The  period  of  adolescence  is  becoming 
more  in  focus  today  and  more  prominent  in 
the  eyes  and  ears  of  people,  both  through 
the  actions  of  the  so-called  “new  generation” 
and  through  the  emphasis  placed  upon  teen 
achievement.  The  pressures  of  society  also 
manifest  themselves  in  this  age  period.  Nu- 
merically, this  is  an  expanding  age  period. 
During  this  time,  young  people  are  trans- 
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formed  into  young  adults.  These  young  peo- 
ple must  develop  ideas  about  this  society  and 
how  to  live  within  this  society  of  today.  In 
this  manner,  they  will  have  a norm  to  guide 
their  segment  of  society  in  the  future.  All 
of  us  need  to  become  more  aware  of  the 
various  facets  of  adolescence  in  order  to  help 
the  young  people  formulate  these  ideas  and 
guidelines. 

Much  has  been  made  of  the  communica- 
tion gap  between  the  teens  and  the  parents. 
The  lack  of  desire  of  adventure  or  seeking 
the  wrong  type  of  adventure,  and  the  lack 
of  desire  of  accomplishment  in  the  adoles- 
cent have  been  exploited  in  the  lay  press. 
Very  little  has  been  said  about  a similar 
apathy  in  these  areas  by  adult  leadership. 
This  apathy  helps  to  widen  this  communica- 
tion gap.  We  should  take  a close  look  at 
some  of  the  attendant  changes  that  need  to 
take  place  and  that  do  take  place.  Adults 
should  try  to  understand  this  young  teen- 
ager better  and  to  look  at  the  world  through 
his  eyes,  the  better  to  understand  his  feel- 
ings and  his  needs.  We  must  remember  that 
his  world  is  changing  more  rapidly  than  his 
parent’s  world,  and  this  knowledge  should 
be  taken  into  account  when  we  consider  and 
weigh  his  ideas,  proposals,  and  actions. 

General  Facts 

Adolescence  lasts  about  ten  years  for  boys, 
and  eight  to  nine  years  for  girls.  This  is 
a critical  period  for  adolescent  cultural 
changes;  because  before  this  period  is  over, 
it  will  concern  the  duties  of  citizenship  and 
the  duties  and  obligations  of  marriage.  This 
is  the  time  of  life  when  the  child  becomes 
a youth  and  then  an  adult.  We  divide  the 
period  of  adolescence  into  roughly  three 
levels;  the  early  years  from  12  to  15;  the 

‘Assistant  Professor  of  Pediatrics  of  the  University  of  Ne- 
braska College  of  Medicine ; Adjunct  Professor  of  Psychology 
of  Bellevue  College  in  Bellevue.  Nebraska ; Director  of  the 
Adolescent  Clinic  of  Children’s  Memorial  Hospital  in  Omaha, 
Nebraska : Fellow  of  the  Society  for  Adolescent  Medicine. 
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middle  years  from  16  to  18;  the  late  years 
from  19  to  21.  The  child  is  subjected  to 
many  forces,  and  is  under  the  influence  of 
many  individual  pressures  during  this  time. 
Some  of  these  forces  and  pressures  include 
parent  thinking  and  example,  school  activi- 
ties and  grades,  and  physical  changes  with- 
in the  youth  himself. 

Physical  Changes 

Physical  changes  occur  on  a physiological 
rather  than  on  a chronological  basis."^  There 
is  a marked  variation  in  individuals.  Pub- 
erty is  controlled  by  the  sex  hormones 
which  give  an  increased  rate  of  growth  in 
the  years  from  six  to  twenty.  In  girls,  the 
maximum  years  of  growth  are  usually  the 
years  from  nine  to  twelve.  This  is  an  ac- 
celerating phase  of  growth,  with  the  maxi- 
mum peak  occurring  approximately  at  11 
years  of  age. 

In  boys,  the  years  of  accelerating  growth 
are  usually  between  12  and  16,  with  the 
maximum  growth  averaging  about  14  years. 
Deceleration  in  growth  of  height  occurs 
rapidly  after  the  year  of  maximum  gi’owth, 
and  is  usually  completed  within  a span  of 
about  three  years.  Obviously,  then,  those 
who  tend  to  spurt  early  tend  to  stop  their 
gi’owth  early.  Because  of  the  increased  de- 
mands by  the  growth  mechanisms,  there  are 
certain  nutritional  needs  which  occur  dur- 
ing this  age  period.  There  is  an  increased 
demand  for  proteins,  calcium,  and  vitamin 
D.  Vitamin  D is  needed  in  order  to  absorb 
calcium  from  the  intestinal  tract.  Carbohy- 
drates in  abaundance  are  needed  to  act  as 
sparers  of  protein  foods;  a gram  and  a half 
of  calcium  is  needed,  which  is  roughly  five 
glasses  of  milk;  and  about  800  units  of 
vitamin  complete  the  minimum  nutritional 
requirement.  During  this  age  period,  there 
are  some  changes  in  blood  pressure  and 
there  may  be  a relative  hypertension.  There 
may  be  some  overactivity  of  the  thyroid 
gland,  particularly  during  the  accelerating 
phase  of  growth.  There  may  be  certain 
bone  disorders  such  as  Osgood-Schlatter’s 
disease,  Scheuermann’s  disease  and  other 
types  of  aseptic  necrosis  problems. 

The  specific  male  changes  occur,  with  the 
enlargement  of  the  testicles  around  11,  the 
penis  around  14,  and  concurrently,  some 
changes  in  the  breast  tissue,  the  voice;  and 


the  development  of  facial,  axillary,  and 
pubic  hair.  If  the  progress  of  the  develop- 
ment of  the  pubic  hair  is  observed,  it  first 
becomes  downy,  then  pigmented,  and  finally 
coarse  and  curly.  At  this  time,  motile 
sperm  may  be  found  in  the  morning  urine 
specimen ; and  the  boy  has  undergone 
sexual  maturation.  In  the  girl,  the  ovary 
begins  to  develop  at  about  the  age  of  eight. 
The  uterus  grows  between  the  years  of  10 
and  20  with  the  attendant  changes  in  breast 
tissue,  enlargement  of  the  pelvis,  and  the 
beginning  of  menstrual  periods.  The  be- 
ginning of  menstrual  periods  usually  occurs 
a short  time  after  the  accelerating  phase  of 
growth,  and  tends  to  be  somewhat  irregular 
for  24  to  26  menstrual  cycles.  About  this 
time,  the  major  physical  sexual  differences 
develop  which  are  so  apparent  between  the 
male  and  female  physiques.  The  male  has 
broader  shoulders  and  narrower  hips;  the 
female  has  narrower  shoulders  and  broader 
hips;  with,  of  course,  the  leg  and  trunk 
changes.  Whenever  the  epiphyses  close,  this 
closure  obviously  ends  bony  growth.  The 
child  can  be  left  with  a number  of  physical 
distortions,  such  as  long  legs  and  a short 
trunk  or  long  trunk  with  short  stubby  legs. 
These  physical  changes,  coupled  with  the 
problems  of  acne  and  other  physical  situa- 
tions, bring  up  the  next  big  adjustment  for 
the  teenager,  which  occurs  in  the  field  of 
social  changes. 

Social  Changes 

These  social  changes  involve  the  relation- 
ships of  the  youth  to  himself  and  to  other 
people.  These  social  changes  progress  in 
four  areas.  First,  the  child  must  learn  to 
accept  his  own  self.  This  means  he  must 
keep  his  appearance  neat,  learn  his  capa- 
cities, his  limitations,  and  his  ability  to  re- 
spond to  stress  and  strain.  He  must  learn 
the  role  of  maleness  and  femaleness.  All  of 
these  physical  assets  or  liabilities  will  con- 
tinue to  influence  this  youth  in  his  relation- 
ship with  God  and  his  fellow  man.  If  a 
person  never  learns  to  know  himself,  it 
will  be  very  difficult  for  him  ever  to  know 
others. 

Secondly,  the  acceptance  of  one’s  self  in 
relationship  to  a group  of  people  must  oc- 
cur. Here  the  child  will  find  that  his 
status  may  vary.  Sometimes  he  will  be  a 
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leadex';  sometimes  he  will  be  a follower; 
sometimes  he  will  be  ignoi'ed ; sometimes 
he  will  be  admired.  All  of  these  situations 
denote  a tremendous  change  to  which  the 
child  must  learn  to  adapt  during  the  span 
of  a few  short  adolescent  years.  He  must 
learn  how  to  approach  the  pi’oblem  of  group 
relationships,  and  how  he  can  contribute 
to  the  mutual  welfare  of  his  fellowman.  For 
a while  he  may  even  assume  a phony  at- 
titude and  air  so  that  he  will  not  be  ignoi’ed 
by  othei's.  He  mei'ely  hurts  himself.  He 
must  begin  to  desire  to  better  himself  fi'om 
within  so  that  it  shines  without. 

The  third  field  of  social  change  occurs  in 
the  acceptance  of  other  people  in  general. 
Hei’e,  for  the  first  time,  the  child  I'eally 
becomes  awai’e  of  the  differences  and  the 
unpredictability  of  behavior  of  other  people. 
Within  the  family  circle,  he  knows  where  he 
stands  in  I’elationship  to  his  siblings  and 
his  parents;  but  when  he  progresses  away 
from  the  family  circle,  he  finds  that  class- 
mates and  age-mates  do  not  react  in  the 
same  px’edictable  type  of  behavior.  He  finds 
that  some  people  ai’e  somewhat  unreliable; 
that  some  people  are  much  moi’e  aggi*essive ; 
that  some  people  ai’e  not  very  sympathetic 
or  understanding;  or  that  some  people  have 
antisocial  types  of  behavior.  He  must 
realize  that  not  all  people  react  to  the  same 
situation  as  he  does.  He  must  accept  the 
fact  that  others  are  not  necessarily  wrong 
for  reacting  in  this  manner,  and  he  must 
not  condemn  their  behavior  unless  he 
knoxvs  all  facets  of  the  unacceptable  re- 
action. Through  these  I’elationships,  he 
endeavors  to  formulate  his  own  set  of  goals 
and  values  for  use  in  later  life,  in  judging 
and  reacting  to  situations  he  will  inevitably 
encounter.  These  lessons  are  essential  to 
the  youth  in  order  to  develop  perspective 
about  others,  but  many  times  these  lessons 
are  very  painful.  He  may  become  disillu- 
sioned about  someone  veiy  close  to  him. 

Through  all  of  these  exposures,  he  now 
becomes  very  acutely  aware  of  the  changes 
which  create  the  last  and  probably  the  most 
important  social  change  with  which  he 
must  cope.  He  must  learn  to  accept  other 
people  in  relationship  to  himself  and  to 
understand  the  relativity  of  friendship.  He 
must  determine  those  people  whom  he 


wishes  for  an  intimate  circle  of  friends ; 
those  that  are  part  of  the  family  unit ; 
those  who  are  very  close  acquaintances ; 
those  who  are  casual  acquaintances ; and 
those  with  whom  he  has  very  little  in  com- 
mon. Thi'ough  this  relationship,  he  must 
try  to  understand  his  role  as  a member  of 
a family,  his  role  in  school,  and  his  role  in 
church  and  religion.  He  should  be  better 
prepared  to  comprehend  the  role  others 
will  play  in  his  life,  such  as  classmates, 
teacher’s,  counselors,  and  giid-friends. 

He  must  learn  to  adapt  to  the  ever- 
changing  circle  of  friends  he  has,  for  there 
will  be  some  shifting  of  acquaintances  de- 
pending upon  their  mutual  needs  and  goals. 

Even  the  degrees  of  close  friendships  will 
varj^  according  to  needs. 

He  expands  his  social  contacts  in  many 
different  ways.  Sports  offer  many  con- 
tacts, so  do  dating,  church  groups,  school 
activities,  and  youth  oi’ganizations  such  as 
advanced  scouting.  He  begins  to  see  that 
people  are  measui’ed  upon  the  basis  of  popu- 
larity or  unpopularity.  Whatever  the  com- 
mon denominator  for  popularity  at  the  mo- 
ment, money,  athletics,  fashion  dress,  the 
child  is  now  subject  to  its  use  as  part  of 
the  ci’iteria  for  choosing  other  people  for 
his  own  relative  intimate  associations.  The 
rest  of  the  judging  ci’iteria  will  come  fi’om 
the  ideals  and  goals  he  has  formed  in  the 
previous  discussed  areas  of  social  changes.  | 

These  social  changes  occur  in  three  ma-  | 

jor  ways.  Thei’e  is  an  expansion  of  num-  S 

bers  of  social  contacts  through  the  junior  ' 
and  senior  high  school  yeai’S.  There  is  the 
acceptance  of  part-time  jobs,  or  the  partici- 
pation in  sports  and  other  school  activities. 

All  of  these  items  help  to  enlai’ge  his  social 
contacts.  He  has  the  sti’uggle  for  emanci- 
pation from  his  parents.  This  change  can  J 
be  done  easily  or  painfully.  The  pai’ents 
can  assist  or  complicate  this  emancipation; 
so  can  the  child  by  his  actions.  The  child 
must  grow  up,  but  the  parents  need  to  keep  ’ 

a firm  grip  of  control  and  use  it  if  neces-  ; 

sary.  Lastly,  there  is  the  heterosexual  de-  ; 

velopment  with  the  becoming  awareness  of  1 

the  opposite  sex.  This  attraction  is  aided  j 

by  social  contacts  with  these  people  through 
a various  number  of  activities,  parties, 
dances,  and  sock  hops. 
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Simple  Tests  for  Assessment  of 
Obstructive  Airway  Disease* 


By  using  the  forced  expiratory 
time  test,  the  match  tests  and 
the  DeBono  whistle,  a physi- 
cian is  not  only  able  to  detect,  but  to  ap- 
proximate the  intensity  of  obstructive  air- 
way disease.  Finally  by  paying  particular 
attention  to  physical  signs,  the  physician 
may  approximate  in  millimeters  of  mercury 
any  acute  rise  in  the  arterial  PCO.  above  the 
patient’s  usual  levels. 

Although  each  of  the  tests  has  been  pub- 
lished separately,  this  paper  is  presented 
in  an  effort  to  encourage  a more  widespread 
use  of  these  techniques. 

Forced  Expiratory  Time  Test 

The  forced  expiratory  time  test  in  seconds 
(FETS)  has  been  described  by  Rosenblatt 
and  Stein. ^ The  subject  is  asked  to  inhale 
deeply  and  to  blow  out  as  quickly  as  pos- 
sible until  he  cannot  exhale  any  longer. 
At  the  beginning  of  the  test,  a stethoscope 
bell  is  placed  over  the  trachea  at  the  supra- 
sternal notch,  and  the  duration  of  audible 
exph'ation  is  timed.  Airway  obstruction  is 
present  if  the  examiner  is  able  to  hear  a 
breath  sound  for  more  than  six  seconds. 
This  test  can  be  used  not  only  to  assess  the 
response  to  bronchodilators,  but  also  to 
follow  the  progress  of  the  obstructive  air- 
way disease. 

Lai  and  associates^  repeated  this  study 
and  also  showed  that  the  duration  of  audible 
expiration  in  seconds  has  a significant  cor- 
relation with  ratio  of  the  first  second  forced 
expiratory  volume  (FEVj)  to  the  actual 
forced  expiratory  volume  (FEV).  This  re- 
lationship can  be  defined  by  using  the 
following  expression:  FEV^  / FEV  % = 

82.73  — 4.035  (FETS). 

In  order  to  make  it  easier  to  remember 
the  numbers  used  in  this  expression,  one 
could  simply  use  83  — 4 (FETS).  However, 
when  the  FET  is  more  than  10  seconds 
there  is  little  to  be  learned  about  the  sub- 
ject’s ventilatory  capacity  by  prolonging  the 
test. 


IRVING  KASS,  M.D. 
and 

NOE  ZAMEL,  M.D.f 
The  Match  Tests 

Snider  and  associates®  described  a test 
based  upon  the  ability  to  blow  out  a matchj 
held  six  inches  from  the  patient’s  widely 
opened  mouth.  The  initial  flame  of  the 
match  is  allowed  to  die  down,  the  patient 
takes  a deep  breath  and  then  exhales  with 
a maximum  effort.  The  test  is  improperly 
performed  if  the  lips  are  partially  closed  dur- 
ing the  forced  exhalation.  Six  correct  at- 
tempts are  required  before  the  patient  is 
classified  as  being  unable  to  extinguish  the 
flame.  Snider  and  associates®  correlated 
this  test  with  both  the  FEV^  and  the  maxi- 
mum voluntary  ventilation  (MW).  They 
found  that  inability  to  blow  out  a match  held 
at  the  prescribed  distance  suggests  that 
the  MW  is  less  than  &0  liters  per  minute, 
and  the  FEV^  is  less  than  1,600  ml. 

Olsen^  used  the  same  kind  of  test,  but 
the  match  was  held  three  inches  from  the 
widely  opened  mouth.  If  the  patient  could 
not  blow  out  the  match  at  this  distance,  he 
concluded  that  the  patient  has  an  MW  be- 
low 40  liters  per  minute  and  a maximal  mid- 
expiratory  flow  rate  (MMFR)  of  less  than 
0.6  liters  per  second. 

There  is  no  reason  to  prefer  one  of  these 
two  tests  over  the  other,  and  one  of  us 
(NZ)  has  been  using  both  tests  on  the 
same  patient.®  A plastic  match  holder 

•From  the  Depai-tment  of  Medicine,  University  of  Nebraska 
College  of  Medicine,  Omaha,  Nebraska  (address  reprint  r^ 
quests  to  Doctor  Kass,  University  of  Nebraska  College  of  Medi- 
cine, 42nd  and  Dewey,  Omaha,  Nebraska  68105). 

tPostdoctoral  Research  Fellow.  University  of  Nebraska  Col- 
lege of  Medicine,  and  Ministry  of  Education  of  Brazil  (CAPES). 
Head.  Pulmonary  Physiology  Laboratoi-y,  Department  of  Clin- 
ical Therapeutics.  Porto  Alegre  School  of  Medicine,  University 
of  Rio  Grande  do  Sul,  Brazil. 

JThe  match  used  in  previous  studies  is  a paper  match 
("Ohio  Blue  Tip”)  manufactured  by  the  Ohio  Match  Co., 
Wadsworth.  Ohio.  We  have  found  that  a small  wooden  match 
manufactured  by  the  same  company  is  more  readily  avail- 
able, easier  to  use.  and  the  flame  appeai-s  to  have  about  the 
same  intensity. 
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with  holes  positioned  three  and  six  inches 
from  the  mouth  has  been  designed  for  this 
purpose. 

If  the  subject  is  able  to  blow  out  a match 
set  six  inches  from  his  widely  opened  mouth, 
his  MW  usually  is  more  than  60  liters,  and 
his  FEVi  is  greater  than  1,600  ml;  if  he 
fails  to  extinguish  the  flame  at  six  inches 
but  he  is  able  to  do  so  at  three  inches,  his 
MW  is  generally  less  than  60  liters  per 
minute  but  greater  than  40  liters  per  min- 
ute; and  finally,  if  the  patient  is  unable  to 
blow  out  a match  placed  three  inches  from 
his  mouth,  his  MW  is  probably  less  than  40 
liters  per  minute. 

With  this  combination  of  match  tests, 
one  can  classify  the  patient  as  having  slight 
airway  obstruction  or  none  if  the  MW  is 
more  than  60  liters  per  minute,  moderate  air- 
way obstruction  if  the  MW  is  between  40 
and  60  liters  per  minute,  and  severe  airway 
obstruction  if  the  MW  is  less  than  40  liters 
per  minute. 

DeBono  Whistle 

The  flow  rate  of  this  whistle**  designed 
by  DeBono®  can  be  compared  with  the  peak 
expiratory  flow  rate  (PEFR)  recorded  by 
the  Wright  peak  flow  meter.  The  patient 
blows  down  a wide-bore  tube,  which  is  closed 
by  double  end  plates,  through  the  center  of 
which  a hole  is  drilled.  On  the  side  of  the 
tube  there  is  a leak-slot.  The  size  of  the 
leak-slot  can  be  changed  by  moving  a dis- 
posable cardboard  mouthpieceff  surrounding 
the  tube. 

A whistle  is  heard  when  sufficient  pres- 
sure within  the  tube  is  maintained  in  spite 
of  the  size  of  the  lateral  slot.  When  the 
leak-slot  is  smaller,  less  flow  is  needed  to 
create  the  pressure  required  to  produce  the 
whistle. 

The  patient  inhales  deeply,  closes  his  lips 
around  the  mouthpiece,  and  exhales  as  rapid- 
ily  as  possible.  To  encourage  the  patient,  it 
is  best  to  start  with  an  almost  closed  leak- 
slot  so  that  a whistle  can  be  easily  produced. 
The  size  of  the  leak-slot  is  increased  until 
the  subject’s  maximum  expiratory  effort 

♦♦Obtained  through  the  courtesy  of  the  Neisler  Laboratories, 
Inc.,  New  York,  New  York  10017. 

tfMouthpieces  may  be  purchased  from  the  Monaghan  Co., 
Denver,  Colorado  80204. 


can  no  longer  give  rise  to  a whistle.  At  this 
time,  the  flow  rate  is  then  read  from  the 
calibration  marks  at  the  side  of  the  leak- 
slot  (range  from  100  to  300  liters  per  min- 
ute) . 

The  degree  of  airway  obstruction  can  be 
graded  with  the  DeBono  whistle  as  follows: 
if  the  person  has  a flow  rate  greater  than 
300  liters  per  minute,  he  is  either  normal  or 
has  only  a slight  degree  of  airway  obstruc- 
tion ; if  the  flow  rate  is  between  200  and 
300  liters  per  minute,  the  patient  has  a mod- 
erate amount  of  airway  obstruction;  if  the 
flow  rate  is  between  100  and  200  liters  per 
minute,  the  airway  obstruction  is  severe ; 
and  if  the  rate  is  less  than  100  liters  per 
minute  (patient  unable  to  develop  a whistle 
sound  with  the  leak-slot  almost  closed)  he 
has  a very  severe  degree  of  airway  obstruc- 
tion. 

This  test  also  is  used  to  assess  the  pa- 
tient’s condition  following  discharge  from 
the  hospital.  Each  patient  has  his  own 
whistle  and  his  best  flow  rate  is  determined 
prior  to  discharge.  The  patient  should  test 
his  whistle  sound  in  this  position  daily.  If 
he  cannot  hear  the  proper  sound,  he  should 
return  to  his  physician  for  more  intensive 
treatment. 

Physical  Signs  of  Hypercapnia 

The  physical  signs  of  hypercapnia  tend  to 
disappear  after  a prolonged  elevation  of  the 
arterial  PCO,.  This  is  probably  secondary 
to  a partial  compensation  of  the  respiratory 
acidosis.  By  serial  measurements  of  the 
mixed  venous  PCOatJ  of  patients  from  the 
time  they  are  admitted  to  the  hospital  until 
their  discharge.  Gross  and  Hamilton'^  were 
able  to  demonstrate  a lack  of  correlation 
between  the  physical  signs  and  the  actual 
values  of  the  mixed  venous  PCOg.  However, 
the  same  authors  noted  a correlation  be- 
tween the  physical  signs  and  an  acute  in- 
crease of  the  mixed  venous  PCO,  above  the 
patient’s  usual  levels. 

The  findings  of  Gross  and  Hamilton'^  are 
summarized  in  Table  1.  The  increase  in  the 
mixed  venous  PCO2  above  the  patient’s  usual 
levels  may  be  serially  correlated  with  the 
following  physical  signs : peripheral  vaso- 

ttMixed  venous  PC02  is  approximately  7 mm  Hg  higher 
than  the  arterial  PC02. 
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dilatation,  rapid  bounding-  pulse,  small  pupils, 
engorg-ed  fundal  veins,  confusion  or  drowsi- 
ness, muscular  twitching,  depressed  tendon 
reflexes,  extensor  plantar  response,  coma, 
headache,  and  papilledema. 

Summaiy 

A group  of  simple  tests  for  the  assess- 
ment of  obstructive  airway  disease  are  pi*e- 
sented.  The  ratio  of  the  first  second  forced 
expiratory  volume  to  the  actual  forced  ex- 
piratory volume  (FEVi/FEV%)  can  be 

Table  1 

CORKELATION  BETWEEN  THE  PHYSICAL 
SIGNS  AND  AN  ELEVATION  OF  THE 
MIXED  VENOUS  PCO=  ABOVE  THE 
PATIENT’S  USUAL  LEVELS 


Elevation  of  the 
Mixed  Venous 
PCO2  Above  the 
Patient’s  Usual 

Physical  Signs  Levels  (mm  Hg) 

Hot  hands  5 or  more 

Rapid  bounding  pulse 10  or  more 

Small  pupils  10  or  more 

Engorged  fundal  veins 15  or  more 

Confusion  or  drowsiness 15  or  more 

Muscular  twitching 15  or  more 

Depressed  tendon  reflexes 20  or  more 

Extensor  plantar  responses 30  or  more 

Coma 30  or  more 

Headache  40  or  more 

Papilledema  40  or  more 


roughly  determined  by  measuring  the  forced 
expiratory  time  in  seconds  (FETS)  and 
using  the  formula  83  — 4 (FETS).  The 
match  tests  (three  and  six  inches)  provide 
one  with  an  approximation  of  both  the  maxi- 
mum voluntary  ventilation  (MW)  and  the 
first  second  forced  expiratory  volume.  The 
peak  expiratory  flow  rate  (PEER)  can  be 
measured  with  the  DeBono  whistle.  A pos- 
sible use  for  the  whistle  following  discharge 
from  the  hospital  has  been  described.  The 
physical  signs  are  listed  which  correlate  with 
an  increase  of  the  mixed  venous  PCOj  above 
the  patient’s  usual  levels. 
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Delay  Factors  in  Detection  of  Cancer 

Of  the  Penis* 


Introduction 

Figures  released  by  the  Amer- 
ican Cancer  Society  indicate 
that  approximately  315,000 
persons  will  die  of  cancer  in  1968.  Approxi- 
mately lOO.O'OO  of  these  patients  might  have 
been  saved  through  earlier  detection. ^ De- 
lay in  the  early  detection  of  cancer  is  a 
serious  problem.  Surprisingly,  however, 
there  has  been  little  investigation  of  the 
factors  responsible  for  delay  in  patients 
with  cancer  of  specific  anatomic  sites.  Ra- 
cial, ethnic,  cultural,  socioeconomic,  educa- 
tional, and  psychologic  factors  have  been 
almost  completely  ignored  in  the  data  com- 
piled. 

The  penis  is  an  organ  fraught  with 
strong  emotional  overlay  in  all  cultures. 
Therefore,  pathology  at  this  site  may  elicit 
differential  psychologic  responses  condi- 
tioned by  preexisting  attitudinal  sets. 

Cancer  of  the  penis  shows  wide  variations 
in  incidence  throughout  the  world.  It  ac- 
counts for  approximately  1%  of  all  cancer 
in  males  in  the  United  States  and  Europe,^ 
as  opposed  to  15-16%  of  Vietnamese  men 
witl'i  cancer.3  In  Paraguay,  cancer  of  the 
penis  occupied  fifth  place  in  frequency  on 
a major  surgical  service,  fourth  place  in  fre- 
quency among  all  pathological  material  sur- 
veyed by  the  Institute  of  Pathology,  and 
first  place  in  frequency  among  all  cancers 
of  the  genitourinary  system.^ 

According  to  the  literature,  carcinoma  of 
the  penis  rarely  occurs  in  a person  who 
is  circumcised  shortly  after  birth.^  There- 
fore, the  lesion  almost  never  occurs  in  Jews 
who  are  circumcised  in  early  infancy,®  and 
is  found  infrequently  among  Mohammedans, 
who  are  customarily  circumcised  between 
the  ages  of  4 and  8.  Interestingly,  the 
lesion  appears  much  more  frequently  in  Hin- 
dus, who  are  the  racial  counterparts  of  Mo- 
hammedans,® but  do  not  practice  circum- 
cision. Cancer  of  the  penis  also  is  thought 
to  be  associated  with  socalled  lower  socio- 
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economic  groups,  and  to  be  related  to  prob- 
lems of  unsanitary  conditions  and  venereal 
disease.2-  « 

Our  investigations  on  delay  in  cancer  de- 
tection have  been  in  progress  for  the  past 
six  years.  These  studies  were  initiated 
through  frequent  observations  of  a para- 
doxical delay  in  some  members  of  “can- 
cer families”  who  represented  unusually 
high  risk  cancer  groups.®’ 

The  purpose  of  the  present  study  is  to 
document  the  extent  of  delay  in  all  patients 
with  histologically  confirmed  squamous  cell 
carcinoma  of  the  penis  treated  at  The  Uni- 
versity of  Texas  M.  D.  Anderson  Hospital 
and  Tumor  Institute  at  Houston  during  the 
past  22  years.  Statistics  also  will  be  pre- 
sented on  delay  in  all  patients  with  histo- 
logically verified  cancer  treated  at  this  hos- 
pital during  a one-year  period. 

Material  and  Methods 

Medical  records  were  reviewed  on  all  pa- 
tients (165)  with  histologically  confirmed 
carcinoma  of  the  penis  treated  at  Anderson 
Hospital  between  March,  1944  and  August, 
1966.  Evaluation  was  made  of  the  extent 
of  delay  between  the  time  when  the  patient 
first  recognized  a penile  lesion  and  the  time 
when  he  called  it  to  the  attention  of  a 
physician;  the  disposition  given  this  lesion 
by  the  physician  was  also  appraised,  so  that 
the  amount  of  delay  on  his  part  could  be 

*A  major  portion  of  this  study  was  conducted  at  the  M.  D. 
Anderson  Hospital  and  Tumor  Institute,  Houston,  Texas. 
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determined.  Acquisition  of  this  information 
was  facilitated  by  the  tumor  institute’s 
policy  of  questioning  patients  about  delay 
factors  in  cancer  detection  at  the  time  of 
the  initial  history  and  physical  examination. 

Two  patients  who  exhibited  profound  de- 
lay before  seeking  medical  attention  for 
squamous  cell  carcinoma  of  the  penis  were 
examined  by  the  senior  author.  In  each 
instance,  detailed  information  was  sought 
concerning  factors  contributing  to  delay. 

Patient  delay  was  arbitrarily  defined  as  3 
months  or  longer  between  the  appearance 
of  a visible  lesion  or  symptoms  of  cancer  of 
the  penis  and  the  first  clinical  visit.  It 
has  been  separated  into  categories  of  3 
months  to  a year  and  a year  or  longer. 
Delays  of  less  than  3 months  were  not  con- 
sidered. 

Physician  delay  has  been  defined  as  the 
period  of  time  elapsing  between  the  physi- 
cian’s first  observation  of  the  penile  lesion 
and  the  institution  of  specific  diagnosis  and 
therapy.  This  delay  includes  cases  in  which 
the  physician  completely  ignored  the  signifi- 
cance of  the  lesion,  and  those  in  which  he 
failed  to  perfonn  diagnostic  studies  and 
treated  the  lesion  inappropriately  (salves  or 
antibiotics). 


Table  1 

PATIENT  AND  PHYSICIAN  DELAY  IN  A 
SERIES  OF  165  PATIENTS  TREATED  AT  THE 
ANDERSON  HOSPITAL  FROM 
3/1944  TO  8/1966 


Exclusive  Patient  Delay 


No.  of  Patients 

Per  Cent 

3 months  to  1 year 42 



25 



1 year  and  longer 59 



36 



Total 

101 

61 

Exclusive  Physician  Delay 

3 months  to  1 year 9 



5 



1 year  and  longer 7 



4 



Total 

16 

10 

Both  Physician  and 

Patient  Delay  _ _ _ _ 

33 

20 

Total  Number  of  Patients. 

165 

100 

Total  Patient  Delay* 

134 

81 

Total  Physician  Delay** 

49 

30 

No  Patient  Delay 

31 

19 

No  Physician  Delay 

116 

70 

• — Includes  61%  exclusive  patient  delay,  plus  situations 
(20%)  where  there  was  combined  delay  on  the  part  of 
both  patient  and  physician. 

*• — Includes  10%  exclusive  physician  delay,  plus  situations 
(20%)  where  there  was  combined  delay  on  the  part 
of  both  patient  and  physician. 


Other  aspects  studied  were  race,  religious 
background,  occupational  status,  age  at  time 
of  hospital  admission,  and  history  of  syph- 
ilis. Figures  were  compiled  on  the  total 
number  of  males  treated  for  cancer  of  all 
sites  at  the  Anderson  Hospital  during  a 22- 
year  period,  and  were  listed  according  to 
race. 

The  data  compiled  were  then  compared 
with  statistics  on  delay  by  all  patients  seen 
at  this  institution  who  had  histologically  con- 
firmed malignant  neoplasms  during  a one- 
year  period  (1965-1966).  This  information 
was  obtained  by  the  Department  of  Epidemi- 
ology, and  is  stored  as  part  of  their  coded 
computerized  data. 

Results 

Table  1 records  data  on  patient  and  physi- 
cian delay  found  in  165  patients  with  histo- 
logically confirmed  squamous  cell  carcinoma 
of  the  penis.  Eighty-one  percent  (134)  of 
these  patients  showed  a significant  delay 
(over  3 months).  Patient  delay  exclusively 
was  found  in  101  (61%),  while  physician 
delay  exclusively  was  involved  in  16  (10%) 
of  the  total  number  of  delays.  In  33  cases 
(20%)  both  patient  and  physician  delay 
were  found. 

Table  2 reveals  that  a total  of  3,435  pa- 
tients with  histologically  confirmed  malig- 
nant neoplasms  of  all  anatomic  sites  were 
evaluated  from  September  1,  1965  to  August 
31,  1966.  Of  these  patients,  1,711  (50%) 
showed  no  delay;  674  (20%)  delayed  from 
3 months  to  1 year;  and  315  (9%)  delayed 
for  periods  ranging  from  one  to  several 
years;  unknown  period  of  delay  was  present 
in  735  patients  (21%). 

Table  2 

DELAY  STATISTICS  IN  ALL  PATIENTS 
TREATED  FOR  MALIGNANT  NEOPLASMS  OF 
ALL  SITES  AT  THE  ANDERSON  HOSPITAL 
FROM  9-1-65  TO  8-31-66 

No.  of  Per 

Patients  Cent 

Total  number  of  patients  with  malig- 
nant neoplasms  at  Anderson  Hos- 


pital, 9-1-65  to  8-31-66 3,435  100 

Duration  from  first  symptom  to 
first  visit  to  doctor: 

3 months  to  1 year 674  20 

1 year  or  longer 315  9 

Unknown  amount  of  delay 735  21 

No  delay  1,711  50 
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Of  the  165  patients  in  the  penile  cancer 
series  90  (54%)  were  Caucasian,  62  (38%) 
were  Negro,  and  13  (8%)  were  Caucasian 
of  La  tin- American  origin  (Table  3).  The 
reported  incidence  in  the  United  States  of 
1%  is  based  on  the  occurrence  of  the  lesion 
in  all  combined  racial  groups.  However,  in 
our  series  there  was  a statistically  signifi- 
cant increased  occurrence  of  this  lesion  in 
Negroes  when  compared  with  the  total 
number  of  Caucasian  and  Negro  patients 
treated  for  cancer  of  all  sites  at  this  in- 
stitution. None  of  the  patients  was  Jewish. 
Thirty  (18%)  had  a history  of  syphilis, 
of  whom  25  (15%)  had  at  least  one  posi- 
tive serology. 

From  the  information  concerning  occupa- 
tions, as  recorded  on  medical  records,  the 
overwhelming  majority  of  these  patients 
were  employed  as  unskilled  laborers  and 
were  from  a lower  socioeconomic  stratum  of 
society.  In  no  cases  were  we  able  to  find 
confirmation  of  penis  cancer  in  first  degree 
relatives.  Data  on  circumcision  was  in- 
completely recorded  in  the  majority  of  cases 
so  that  neither  the  age  of  circumcision,  nor 
the  information  that  it  had  been  performed 
could  be  ascertained. 

Case  Report  #1.  (MDAH  #67334). 
A 73-year  old  uncircumcised  Caucasian 
farmer  noted  a small  papular  plaque- 
like lesion  on  the  superior  surface  of 
the  glans  penis  10  years  prior  to  hos- 
pital admission.  He  immediately  saw 
his  physician,  and  was  referred  to  a 
urologist.  He  kept  the  appointment, 
but  because  of  a communication  prob- 
lem, the  physician  was  not  available. 
The  patient  decided  the  lesion  was 
“nothing”  and  elected  to  “forget  about 
the  whole  thing.”  He  did  not  seek 


medical  advice  for  the  next  10  years. 

He  stated  that  the  lesion  remained  rela- 
tively stable,  with  only  minimal  growth 
during  the  first  5 years.  Then  it  began 
to  increase  in  size;  sloughing  of  dead 
tumor  tissue  followed.  Approximately 
3 months  prior  to  his  initial  clinic  visit 
at  Anderson  Hospital,  an  abrupt 
change  occurred  which  was  character- 
ized by  accelerated  growth,  drainage 
of  purulent  material,  and  pain,  particu- 
larly when  the  man’s  clothing  rubbed 
the  lesion.  Two  months  prior  to  admis- 
sion, he  began  to  experience  intermit- 
tent difficulty  in  urination  because  of 
obstruction  of  the  urinary  meatus  by 
the  tumor.  This  led  him  to  seek  medical 
attention.  He  stated  that  he  had  hoped 
spontaneous  regression  would  occur 
since  parts  of  the  lesion  had  sometimes 
“disappeared”  as  a result  of  sloughing 
(“shelling  off”). 

Social  History.  The  patient,  an  unedu- 
cated tenant  farmer,  was  a widower  for 
approximately  20  years.  He  did  not  en- 
gage in  coitus  after  his  wife’s  death. 

He  consumed  several  bottles  of  beer 
and  smoked  about  one  package  of  cigar- 
ettes daily.  Except  for  occasional  visits 
to  his  daughter’s  home  and  to  the  store,  | 
he  socialized  little.  He  knew  of  no 
family  history  of  hereditary  diseases  or  • 
cancer  of  the  genitourinary  tract.  | 

The  main  finding  on  physical  ex-  I 
amination  was  in  the  genitalia.  The  ? 
entire  distal  two  thirds  of  the  penis  was 
replaced  by  a 4 x 5 cm  cauliflower- 
like, ulcerating,  weeping,  highly  mal-  ! 

odorous  lesion  which  was  painful  to  mild 
palpation  (Figure  1).  No  inguinal 
nodes  were  found.  f 


Table  8 J 

COMPARISON  OF  INCIDENCE  BY  RACE  OF  MALIGNANT  NEOPLASMS  j 

OF  ALL  SITES  WITH  SQUAMOUS  CELL  CARCINOMA  OF  THE  S 

PENIS  IN  ALL  PATIENTS  TREATED  AT  THE  ANDERSON  ; 


HOSPITAL 

FROM  3/1944  TO 

8/1966 

Malignant  Lesions 
All  Sites 

Squamous  Cell 
Carcinoma  of  Penis 

Average  Age  at 
Hospital  Admission 

% of  Total 
No.  of  Malignant 
Neoplasms  With 
Penile  Cancer 

Caucasian 

. 18,320  (88%) 

90  (54%) 

62  (30-93) 

0.48 

Negro 

. 1,741  (8%) 

62  (38%) 

60  (32-91) 

3.6 

Latin-American 

__  834  (4%) 

13  (8%) 

62  (44-87) 

1.5 

Total  _ 

. 20,895 

165 



0.79 

1 
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Biopsy  of  this  mass  revealed  squam- 
ous cell  carcinoma  of  the  penis,  Grade 
II.  Partial  amputation  of  the  penis  was 
performed. 

Case  Report  #2.  (MDAH  #67692). 
A 31-year-old  Negro  male  truck  driver 
was  circumcised  about  5 years  before 
admission  because  of  a phimosis.  Sev- 
eral months  later  he  noted  “warts”  on 
his  glans  penis.  These  gradually  in- 
creased in  size  and  eventually  became 
massive  and  confluent,  ulcerating,  weep- 
ing, and  malodorous. 

Four  months  prior  to  hospital  admis- 
sion, the  area  became  exquisitely  tender, 
thus  necessitating  coital  abstinence. 
For  this  reason,  he  visited  his  physi- 
cian, who  prescribed  a series  of  peni- 
cillin shots  and  local  application  of  a 
salve.  No  change  occurred  in  the  le- 
sions, and  the  patient  subsequently  saw 
a second  physician  who  immediately  con- 
sidered the  possibility  of  cancer  and  re- 
ferred the  patient  for  diagnosis  and 


Figure  1.  Lesion  of  glans  penis  of  patient  #1  show- 
ing extensive  replacement  of  the  distal  third  of  the  penis 
by  squamous  cell  carcinoma. 


treatment.  The  patient  had  been  treated 
for  gonorrhea  approximately  two  years 
previously.  History  of  syphilis  was 
denied.  The  family  history  failed  to 
reveal  evidence  of  hereditary  diseases 
or  of  cancer  of  the  genitourinary  tract. 
Though  not  married,  the  patient  has 
fathered  three  children. 

The  main  findings  on  physical  exam- 
ination were  found  in  the  genitalia.  The 
entire  glans  penis  was  replaced  by  an 
ulcerating,  malodorous  lesion  measuring 
approximately  6 x 4 cm  (Fig  2).  A bi- 
opsy of  this  mass  revealed  squamous 
cell  carcinoma.  Grade  II.  A partial  am- 
putation of  the  penis  was  performed. 

Discussion 

Major  surgical  and  radiological  advances 
have  been  made  in  the  treatment  of  cancer 
patients  during  the  past  several  decades. 
Cancer  chemotherapy  has  resulted  in  cures 
for  some  patients  with  choriocarcinoma 
and  has  provided  a longer  and  more  useful 
life  for  patients  with  acute  leukemia  and 
several  other  malignant  neoplasms.  All 
therapeutic  modalities  considered,  however, 
a significant  limiting  factor  in  cancer  con- 
trol is  the  extent  of  delay  which  exists  in 
cancer  detection.  Therefore,  it  is  distressing 
to  both  patient  and  physician  that  delay 
occurs  with  an  almost  monotonous  frequency. 
Though  delay  may  be  considered  a “revers- 
ible” condition,  surprisingly  little  research 
has  been  done  on  the  subject. 

Delay  is  not  peculiar  to  any  one  racial 
or  ethnic  group.  Unfortunately,  it  is  world- 
wide. The  problem  of  delay  may  prove  ex- 
ceedingly complex.  Part  of  the  problem  ap- 
pears to  be  a result  of  public  apathy  con- 
cerning the  importance  of  health  mainten- 
ance examinations.  In  a survey  on  the  sub- 
ject, Liebermann  and  associates  found  that 
of  a group  of  2,099  men  and  women  living 
in  different  geographical  regions  of  the 
U.S.,  57%  had  never  had  a physical  exam- 
ination which  included  diagnostic  studies 
for  cancer.ii  The  investigators  reasoned 
from  their  data  that  approximately  90% 
of  Americans  would  have  annual  cancer  de- 
tection examinations  if  urged  to  do  so  by 
their  physicians.  Obviously,  an  invaluable 
aspect  of  routine  cancer  detection  examina- 
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tions  would  be  the  exchange  of  information 
between  physician  and  patient  concerning 
significant  early  signs  and  symptoms  of 
cancer. 

Delay  customarily  is  expressed  in  time, 
that  is,  the  period  elapsing  between  first 
recognizable  signs  or  symptoms  of  a malig- 
nant neoplasm  and  the  period  when  defin- 
itive treatment  is  instituted.  However,  this 
represents  an  oversimplification  of  the  prob- 
lem when  cancer  of  all  sites  is  considered. 
For  example,  cancer  in  as  prominent  an 
area  as  the  face  is  relatively  obvious  to  the 
patient  and  his  peei’s  throughout  its  clinical 


course.  Although  the  lesion  may  not  heal, 
its  true  neoplastic  significance  may  not  be 
appreciated  by  all  observers  at  one  particu- 
lar moment.  The  fact  that  it  can  be  ob- 
served and  that  it  may  be  cosmetically  dis- 
figuring should  provide  incentive  for  the 
patient  to  seek  medical  advice  early  in  the 
course  of  his  disease.  Cancer  involving  the 
visceral  organs  such  as  the  stomach,  colon, 
liver,  pancreas,  or  lung  may  be  present 
without  obvious  symptoms  for  a relatively 
long  period  of  time.  A patient  with  cancer 
of  the  viscera  may  have  anorexia,  malaise, 
weakness,  and  weight  loss,  but  because  of 
the  pressures  of  his  work,  family  responsi- 


Figure  2.  Lesion  on  penis  of  patient  showing  extensive  involvement 
of  the  distal  penis  by  an  ulcerating  and  fungating  mass  which  proved  to  be 
squamous  cell  carcinoma. 
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bilities,  and  social  engagements,  he  may  at- 
tempt to  ignore  these  symptoms.  Indeed, 
because  of  their  chronicity  he  may  adjust 
to  them  and  may  not  see  a physician  until 
one  or  more  symptoms  begin  to  cause  him 
serious  incapacitation.  However,  by  that 
time,  his  tumor  often  will  have  reached  an 
advanced  stage.  In  addition,  cancers  of  such 
organs  as  breast  and  penis  may  be  apparent 
to  the  patient  fairly  early  in  their  course, 
but  because  of  feelings  of  modesty,  he  may 
elect  to  keep  them  hidden  from  others,  in- 
cluding his  physician.  Thus,  when  discussing 
delay  in  cancer  detection,  it  is  important  to 
distinguish  the  anatomic  site  involved  so  that 
delay  may  be  interpreted  within  the  appro- 
priate frame  of  reference. 

Review  of  the  literature  concerning  can- 
cer of  the  penis  has  revealed  three  common- 
ly accepted  facts;  (1)  cancer  of  the  penis 
occurs  almost  exclusively  in  uncircumcised 
males,  (2)  cancer  of  the  penis  appears  to  be 
related  to  low  socioeconomic  groups  and  to 
unsanitary  conditions  and  poor  personal  hy- 
giene which  give  rise  to  chronic  penile  irri- 
tation,2- ^ (3)  patients  with  cancer  of  the 
penis  often  show  an  inordinate  amount  of 
delay  in  seeking  medical  attention.'^-  * 

Certain  factors  inherent  in  cancer  of  the 
penis  may  pose  difficulties  when  an  attempt 
is  made  to  interpret  the  extent  of  delay. 
Chief  among  these  is  estimation  of  the 
natural  rate  of  growth  of  this  lesion.  Many 
patients  with  cancer  of  the  penis  may  have 
a severe  phimosis  with  inability  to  retract 
the  prepuce.  Thus,  a lesion  on  the  glans 
may  be  present  though  unnoticed  by  the  pa- 
tient until  it  has  reached  an  advanced  stage. 
On  the  other  hand,  if  retraction  of  the  pre- 
puce is  merely  difficult  to  achieve,  the  pa- 
tient may  only  be  able  to  observe  the  lesion 
occasionally. 

In  most  cases  metastasis  occurs  late  in  the 
course  of  the  disease.  If  the  lesion  is  “hid- 
den,” as  in  a patient  with  severe  phimosis, 
inguinal  nodes  may  be  the  first  clinically 
recognizable  feature  of  the  disease. 

A study  of  cancer  of  the  penis  at  the 
Memorial  Hospital  in  New  York  revealed 
that  the  average  patient  delay  was  14 
months."^  It  is  significant  that  even  follow- 
ing the  onset  of  such  obvious  signs  of  seri- 


ous disease  as  ulceration,  foul  - smelling, 
blood-tinged  discharge,  and  complete  de- 
struction of  the  glans  or  shaft  of  the  penis, 
early  attention  was  not  sought  by  the  pa- 
tient. One  explanation  for  this  delay  might 
be  that  a large  number  of  these  men  came 
from  a low  socioeconomic  group  in  which 
infection  with  social  diseases  and  uncleanli- 
ness is  prevalent.  Thus,  “when  manifesta- 
tions of  cancer  finally  appear,  they  are  mis- 
taken for  continued  annoyances  of  the  same 
general  nature.’"^ 

Delay,  unfortunately,  also  may  be  caused 
by  the  physician.  In  the  Memorial  Hospital 
series,'^  an  average  physician  delay  of  12 
months  occurred  as  a result  of  failure  to  rec- 
ognize the  condition,  and  inappropriate  ther- 
apy. These  overall  experiences  at  Memorial 
Hospital  indicated  that  in  the  average  pa- 
tienc  with  cancer  of  the  penis,  growth  had 
been  progressing  for  at  least  two  years  be- 
fore definitive  treatment  was  given. 

In  our  own  data,  it  was  sobering  to  find 
that  delay  was  involved  in  81%  of  the  pa- 
tients. In  61%  of  the  cases,  the  delay  was 
primarily  on  the  part  of  the  patient;  in  10% 
the  physician  was  exclusively  responsible 
for  the  delay,  and  in  20%  of  the  cases  both 
patient  and  physician  were  involved.  Be- 
cause of  the  natural  history  of  this  lesion 
and  its  slow  growth  in  many  patients,  it 
is  impossible  to  estimate  from  these  data 
the  full  extent  of  morbidity  and  mortality 
caused  by  delay.  However,  in  many  of 
these  cases  it  was  readily  apparent  that  se- 
vere sequelae  undoubtedly  were  related  to 
prolonged  delay. 

The  serious  nature  of  the  delay  problem 
in  cancer  of  all  anatomic  sites  was  reflected 
in  the  total  number  of  cancer  patients 
treated  at  Anderson  Hospital  during  a one- 
year  period.  In  this  series  of  3,435  pa- 
tients, 29%  showed  a significant  delay  (with 
an  additional  21%  of  “unknown”  amount 
of  delay).  Significant  alteration  of  the 
clinical  course  of  these  patients  might  have 
been  possible  through  earlier  cancer  detec- 
tion. 

Intensive  psychologic  and  psychiatric  in- 
vestigations of  delay  factors  involved  in 
cancer  of  the  penis  are  needed.  Undoubt- 
edly, many  undisclosed  psychological  factors 


June,  1969 


365 


contribute  to  delay.  For  example,  when  sev- 
eral patients  with  advanced  penile  lesions 
in  the  Anderson  Hospital  series  eventually 
saw  their  physicians,  they  admitted  that  their 
reason  for  delay  was  fear  of  amputation  of 
the  organ.  Indeed,  when  told  of  the  neces- 
sity for  such  a procedure,  many  refused 
surgery.  Follow-up  on  two  of  these  pa- 
tients revealed  that  they  subsequently  died 
from  metastatic  disease. 

Specific  reasons  for  physician  delay  were 
often  difficult  to  obtain  from  the  medical 
records  of  these  patients.  However,  in  about 
half  the  cases  involving  physician  delay,  the 
patients  were  given  a course  of  penicllin 
therapy;  this  suggested  that  the  lesion  was 
confused  with  the  chancre  of  syphilis  or 
another  infectious  process.  Indeed,  syphilis 
is  one  of  the  major  problems  in  differen- 
tiating carcinoma  of  the  penis."^  In  other 
cases,  neglect  was  the  problem;  large  ulcer- 
ating and  fungating  lesions  with  an  ob- 
vious appearance  of  cancer  were  treated 
with  salves  and  other  topical  preparations 
without  benefit  of  biopsy.  Testimony  to  this 
neglect  was  seen  in  several  instances  in 
which  patients  had  changed  physicians  and 
were  immediately  given  a diagnosis  of  can- 
cer and  definitively  treated. 

In  the  two  case  reports,  reasons  for  delay 
were  primarily  denial  and  misinterpreta- 
tion of  signs  and  symptoms. 

Data  obtained  in  this  study  on  delay  in 
cancer  detection  at  a specific  site  (penis) 
and  at  all  anatomic  sites,  and  statistics  re- 
ported by  the  American  Cancer  Society  re- 
veal the  serious  dilemma  in  cancer  control. 
Undoubtedly  much  of  this  delay  phenomenon 
can  be  attributed  to  fear,  guilt,  and  anxiety 
about  cancer  as  well  as  to  misinterpreta- 
tions stemming  from  superstitions  and  folk- 
lore. Although  we  are  able  to  discuss  this 
problem  within  the  framework  of  generali- 
ties, our  understanding  of  the  underlying 
psychodynamics  in  individual  patients  ac- 
tually is  limited;  relatively  few  researchers 
have  explored  this  problem.  In  one  such 
study,i2  cancer  replaced  the  normal  archi- 
tecture of  the  lower  lip  of  a man  who  had 
delayed  for  a period  of  over  two  years. 
The  patient  at  first  denied  his  symptoms 
and  then  became  depressed  and  adopted  a 


fatalistic  philosophy  when  his  denial  mecha- 
nism broke  down. 

In  other  patients  self-destructive  and  sui- 
cidal tendencies  undoubtedly  exist.i®  There- 
fore this  problem  of  delay  merits  increased 
attention  at  the  basic  psychodynamic  level. 
Hopefully,  progress  will  be  made  toward 
amelioration  of  the  problem  through  better 
understanding  of  the  psychodynamic  mech- 
anisms involved.  Cancer  campaigns  and 
crusades  through  news  media  and  person-to- 
person  discussions  have  been  only  partially 
effective.  This  has  been  documented  by 
Cole^^  who  reported  that  in  two  studies  of 
delay  factors  in  patients  with  nonobstruct- 
ed  carcinoma  of  the  colon  conducted  at  the 
University  of  Illinois  Hospitals  24  years 
apart  (1940-1964),  the  average  lapse  of 
time  from  initial  symptoms  to  medical  treat- 
ment decreased  only  one  month,  from  11.3 
months  to  10.3  months.  He  stressed  the 
need  for  more  intensive  education  of  the 
lay  public. 

Summary 

A study  was  made  of  delay  in  a consecu- 
tive series  of  165  patients  with  histological 
confirmation  of  squamous  cell  carcinoma  of 
the  penis  and  of  3,435  patients  with  cancer 
of  all  anatomic  sites.  Total  delay  in  the 
penis  cancer  series  was  81  % ; for  cancer 
of  all  sites,  it  was  approximately  30%. 
The  problem  of  delay  appears  to  be  of  critical 
importance  and  could  be  of  major  prognostic 
significance.  Patients  with  cancer  at  sites 
which  are  recognizable  at  an  early  stage 
such  as  cancer  of  the  skin,  lip,  penis,  and 
others,  could  be  offered  an  improved  prog- 
nosis if  they  do  not  delay  in  seeking  treat- 
ment. Two  case  reports  show  that  attitudes 
of  fear,  guilt,  denial,  and  apathy,  as  well  as 
misconceptions  about  the  nature  of  the 
lesion  were  instrumental  in  preventing  these 
patients  from  seeing  a physician  before  the 
lesion  became  far-advanced.  The  patient 
series  suggested  that  these  same  factors 
were  present,  but  limitation  of  a retrospec- 
tive record  review  prohibit  quantification  of 
their  significance.  The  need  for  psychologic 
and  psychiatric  research  was  suggested  to 
ameliorate  this  serious  problem. 

References 

1.  1968  Cancer  Facts  and  Figures.  New  York, 

American  Cancer  Society,  1967. 


366 


Nebraska  S.  M.  J. 


2.  Shabad,  A.  L.:  Some  aspects  of  etiology  and 

prevention  of  penile  cancer.  J Urol  (Baltimore) 
92:696-702,  December,  1964. 

3.  Luong,  T.  T.;  Lien,  P.  T.,  and  Hien,  D.  B.: 
Tbe  cancer  problems  in  the  Democratic  Republic  of 
Vietnam.  Vop  Onkol  8:87,  1962. 

4.  Riveros,  M.,  and  Lebron,  R.  F.:  Geographical 

pathology  of  cancer  of  the  penis.  Cancer  (Phila- 
delphia) 16:798-811,  June  1963. 

5.  Auster,  L.  S.:  Genital  cancer  in  Jews.  New 

York  J Med  65:266-280,  January  1965. 

6.  Paymaster,  J.  C.,  and  Gangadharan,  P.: 
Cancer  of  the  penis  in  India.  J Urol  (Baltimore) 
97 :110-113,  January  1967. 

7.  Dean,  A.  L.,  and  Dean,  A.  L.,  Jr.:  Tumors 

of  the  penis,  urethra,  scrotum,  and  testis,  in 
Urology,  edited  by  M.  F.  Campbell,  Philadelphia, 
W.  B.  Saunders  Co.,  1963,  pp.  1227-1237. 

8.  Ruggiero,  A.,  and  Heins,  C.  K. : Carcinoma  of 
the  penis.  New  York  J Med  62:2560-2564,  August 
1962. 


9.  Krush,  A.  J.;  Lynch,  H.  T.,  and  Magnuson, 

C.  W.:  Attitudes  toward  cancer  in  a “cancer  fam- 

ily:” Implications  for  cancer  detection.  Amer  J 
Med  Sci  249:432-438,  April  1965. 

10.  Lynch,  H.  T.,  and  Krush,  A.  J.:  Heredity, 

emotions,  and  cancer  control.  Postgrad  Med  43: 
134-138,  February  1968. 

11.  A Study  of  Motivational,  Attitudinal,  and 
Environmental  Deterrents  to  the  Taking  of  Physical 
Examinations  That  Include  Cancer  Tests,  Volumes 
I and  II,  Lieberman  Research,  Inc.,  New  York, 
(Conducted  for  the  American  Cancer  Society),  Octo- 
ber, 1966. 

12.  Lynch,  H.  T.;  Kiaish,  T.  P.,  and  Krush,  A.  J.: 
Psychodynamics  in  cancer  detection:  A patient  with 
advanced  cancer  of  the  lip.  Psychosomatics  7:152- 
157,  May-June  1966. 

13.  Menninger,  K.  A.:  Man  Against  Himself, 

New  York,  Harcourt,  Brace  and  Company,  1938. 

14.  Cole,  W.  H;  Roberts,  S.  S.,  and  Strehl,  F.  W.: 
Modern  concepts  in  cancer  of  the  colon  and  rectum. 
Cancer  19:1347-1358,  October  1966. 


June,  1969 


367 


The  Thoracic  Stomach: 

Management  of  Obstructing  Lesions 
Of  the  Esophagus 


Resection  of  the  thoracic 

esophagus  has  become  a com- 
monly performed  and  a stand- 
ard surgical  procedure.  Following  resec- 
tion of  the  esophagus,  the  surgeon  is  pre- 
sented with  a difficult  decision  in  deter- 
mining what  method  of  reconstruction 
would  be  best  for  a specific  patient.  Many 
methods  have  been  described  and  are  in 
varying  degrees  of  use  at  this  time.  One 
of  the  choices  for  reconstruction  is  the 
utilization  of  the  stomach  transplanted  into 
the  chest. 

This  presentation  concerns  a recent  review 
of  records  of  patients  who  have  undergone 
a specific  operation  involving  the  transplan- 
tation of  the  stomach  into  the  chest.  This 
operation  includes  resection  of  the  distal  and 
midesophagus,  and  anastomosis  of  the 
esophagus  to  the  stomach,  high  within  the 
thoracic  cavity.  Thus  the  stomach  comes 
to  reside  within  the  thorax. 

The  patients  involved  included  those  seen 
in  our  surgical  practice  from  January  1956 
through  January  1966,  a 10  year  period. 
Thirty-six  patients  have  undergone  this  spe- 
cific surgical  procedure.  The  records  of 
these  36  patients  have  been  reviewed,  and 
constitute  the  substance  of  this  report.  All 
surgical  procedures  were  either  performed, 
or  were  directly  supervised,  by  one  of  the 
members  of  this  office. 

History 

The  first  successful  surgical  resection  of 
a carcinoma  of  the  midesophagus  was  ac- 
complished by  Dr.  F.  Torek, ^ and  was  re- 
ported in  1913.  This  patient  survived  longer 
than  five  years,  and  represents  an  apparent 
cure.  No  reconstruction  was  attempted,  and 
the  patient  lived  with  a cervical  esopha- 
gostomy  and  a gastrostomy.  As  recent- 
ly as  1938,  Dr.  William  Adams  and  Dr. 
Dallas  Phemister  were  able  to  find  the  re- 
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ports  of  17  such  operations  in  the  medical 
literature. 2 At  that  time,  they  reported  one 
additional  case.  In  1945,  Dr.  Richard  Sweet 
of  Boston  presented  a summary  of  nine 
cases  of  resection  of  the  esophagus  with  re- 
construction utilizing  the  thoracic  stomach. 
Since  that  time,  numerous  additional  re- 
ports have  appeared  in  the  literature.^*® 

Technique 

The  operation  performed  in  each  of  these 
36  patients  was  basically  similar,  being  va- 
ried only  to  meet  certain  individual  require- 
ments. A long  midline  abdominal  incision 
is  made.  Through  this,  complete  abdominal 
exploration  can  be  accomplished.  The  pres- 
ence and  extent  of  abdominal  metastases 
can  be  assessed.  Next,  the  stomach  is  mo- 
bilized completely.  This  includes  division 
of  the  left  gastric  artery  and  left  gastro- 
epiploic artery.  The  duodenum  is  mobilized 
completely.  The  posterior  surface  of  the 
stomach  is  completely  freed,  and  the  greater 
curvature  is  mobilized,  preserving  very  care- 
fully the  right  gastro-epiploic  artery.  This 
vessel  serves  subsequently  as  the  sole  blood 
supply  to  the  body  of  the  stomach.  During 
this  procedure,  the  lymph-bearing  tissues  in 
the  gastro-hepatic  ligament,  and  the  peri- 
aortic area  surrounding  the  celiac  axis,  are 
mobilized  with  the  stomach.  A pyloro- 
plasty or  a pyloromyotomy  is  performed.  It 
is  also  helpful,  during  this  phase  of  the 
operation,  to  mobilize  and  enlarge  the 
esophageal  hiatus. 

The  next  phase  of  the  procedure  is  a 
thoracotomy,  usually  a right  thoracotomy. 
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Here  the  esophagus,  with  surrounding  lymph 
node  tissue,  is  mobilized  from  the  diaphragm 
to  well  above  the  gross  extent  of  the  lesion. 
The  lesion  is  then  excised  with  an  adequate 
margin  of  normal  esophagus.  An  esophago- 
gastric anastomosis  is  accomplished,  high 
within  the  thoracic  cavity.  We  feel  that  a 
plastic  reconstructive  procedure,  at  the  gas- 
troesophageal angle,  is  an  extremely  valu- 
able adjunct.  This  plastic  reconstruction 
simulates  the  normal  gastroesophageal  junc- 
tion, and  minimizes  postoperative  reflux 
esophagitis  and  stricture.  This  procedure 
includes  plication  of  the  fundus  of  the 
stomach  to  the  esophagus  from  the  esophago- 
gastric anastomosis  superiorly  4 to  6 cm. 

Indications 

Malignancy  of  the  esophagus  or  proximal 
stomach  is  the  commonest  clinical  indication 
for  esophageal  resection.  Thirty  patients 
with  carcinoma  (22  squamous  cell,  8 adeno- 
carcinoma) undei’went  this  operation.  Re- 
section is  sometimes  indicated,  even  though 
distant  metastases  can  be  detected  pre- 
operatively.  The  application  of  this  sur- 
gical procedure  for  palliation  of  esophageal 
carcinoma  is,  in  our  opinion,  occasionally  in- 
dicated. Six  patients  with  benign  disease 
underwent  this  operation.  The  indications 
here  included  stricture  and  benign  tumors. 
It  is  possible  that  certain  cases  of  perfora- 
tion of  the  esophagus  would  be  candidates 
for  this  procedure. 

Diagnosis 

Dysphasia  was  by  far  the  commonest 
complaint  leading  to  the  diagnosis  of  car- 
cinoma of  the  esophagus.  Twenty-nine  of 
the  30  patients  with  carcinoma  complained 
of  varying  degrees  of  difficulty  in  swallow- 
ing. The  lesion  in  one  case  was  discovered 
on  routine  upper  gastrointestinal  x-ray  ex- 
amination for  suspected  duodenal  ulcer. 
Esophascopy  was  performed  on  two  patients. 
X-ray  alone  was  sufficient  to  make  the  diag- 
nosis in  the  other  28  patients.  Dysphasia* 
was  also  present  in  each  of  the  six  patients 
with  benign  disease.  This  was  a chronic 
symptom  in  all,  and  had  been  present  for 
over  30  years  in  one  patient. 

Case  Reports 

Case  1.  A 64  year  old  woman  had 
had  dysphasia  for  two  years.  Approxi- 


mately one  year  before  our  examina- 
tion, she  had  esophagoscopy,  which 
yielded  a biopsy  confirming  squamous 
cell  carcinoma  of  the  midesophagus. 
She  was  treated  with  cobalt  irradiation, 
and  had  an  excellent  symptomatic  re- 
sponse for  approximately  eight  months. 
Once  again,  symptoms  of  dysphasia  ap- 
peared, and  several  attempts  at  place- 
ment of  a Mackler  tube  resulted  in  re- 
gurgitation of  the  tube  and  extreme  dis- 
comfort. Resection  of  the  esophageal 
lesion,  with  esophagogastrostomy  high 
in  the  thorax,  was  carried  out.  At  the 
time  of  the  laparotomy,  numerous  liver 
nodules,  as  well  as  periaortic  lymph 
node  involvement,  were  noted.  This 
surgical  procedure  would  thus  be  classi- 
fied as  a palliative  resection.  The  pa- 
tient was  able  to  swallow  on  the  third 
postoperative  day,  and  continued  in  a 
very  comfortable  status  for  the  next 
12  months.  She  expired  13  months  after 
the  surgical  procedure,  having  been  ill 
for  approximately  three  weeks,  with 
gradual  inanition  and  weakness. 

Case  2.  A 46  year  old  man  repre- 
sents the  youngest  patient  in  this  series 
with  carcinoma  of  the  esophagus.  He 
had  been  ill  with  upper  abdominal  dis- 
comfort for  approximately  four  weeks. 
Gastrointestinal  x-ray  series  revealed  a 
duodenal  ulcer.  A repeat  examination, 
following  intensive  medical  treatment, 
revealed  healing  of  the  ulcer,  but  dem- 
onstrated a small  ulcerated  polypoid 
lesion  in  the  distal  esophagus  (Figure 
1).  He  underwent  esophageal  resec- 
tion and  esophageal  gastric  anastomosis. 
The  immediate  postoperative  response 
was  satisfactory,  but  he  expired  15  days 
after  surgery  with  azotemia,  due  to 
renal  shutdown.  Autopsy  revealed  this 
to  be  due  to  severe,  chronic,  pre-exist- 
ing renal  disease,  likely  made  worse  by 
this  extensive  surgical  procedure. 

Case  3.  A 59  year  old  woman  had 
suffered  repeated  gastrointestinal  hem- 
orrhages. She  had  had  symptoms  of 
dysphasia  and  inability  to  swallow  solid 
foods  for  30  years  or  more.  Four  years 
before  her  esophageal  resection,  a Heller 
esophagomyotomy  was  performed.  This 
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brought  temporary  relief  from  the 
symptoms.  Severe,  repeated  gastro- 
intestinal bleeding  prompted  re-evalua- 
tion  (Figure  2).  Resection  of  the  mas- 
sively dilated  and  hypertrophied  esopha- 
gus and  esophageal  gastric  reconstruc- 
tion were  carried  out.  She  remained 
symptom-free  for  two  years. 

Results 

Six  patients  underwent  the  thoracic  stom- 
ach operation  for  benign  disease.  Three  pa- 
tients had  esophageal  stricture,  two  pa- 
tients had  achalasia,  and  one,  a lyomyoma 


of  the  distal  esophagus.  All  six  are  well,  one 
to  nine  years  after  surgery.  There  were  no 
postoperative  deaths.  One  patient  has  re- 
quired a single  esophageal  dilatation. 

Thirty  patients  underwent  the  thoracic 
stomach  operation  for  malignant  disease 
(Table  1).  Eight  had  an  adenocarcinoma  of 
the  esophagus  or  proximal  stomach,  while 
22  were  found  to  have  squamous  cell  car- 
cinoma of  the  esophagus.  There  were  four 
postoperative  deaths  immediately  related  to 
the  surgical  procedure.  In  addition,  there 
were  three  late  hospital  deaths.  These  in- 


Figure  1.  Ulcerated  polypoid  lesion  of  esophagus. 
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eluded  one  pulmonary  embolus  on  the  18th 
postoperative  day,  following  an  uneventful 
surgical  recovery.  Another  patient  expired 
following  a cerebrovascular  accident  occur- 
ring on  the  13th  postoperative  day.  The 
third  hospital  mortality  has  previously  been 
mentioned,  and  was  due  to  renal  failure. 

One  patient  died  of  causes  unrelated  to 
the  surgical  procedure  (cerebrovascular  ac- 
cident) 11  months  after  surgery.  Two 
weeks  before  his  death,  there  was  no  labora- 
tory, clinical,  or  x-ray  evidence  of  metastatic 
disease. 


Table  1 

RESULTS  — ESOPHAGEAL  RESECTION 
FOR  CARCINOMA 

No.  Percent 


Postoperative  death 4 13 

Late  hospital  death 3 10 

Dead  — unrelated  cause  (11 

months) 1 3 

Dead  — metastatic  tumor 11  36 

Alive  — no  evidence  of  residual 

tumor 7 23 

Alive  with  known  residual  tumor 3 10 

Lost  to  follow-up 1 3 

30 

Alive  — no  evidence  of  tumor  five 

years  or  more  post  resection 4 13 


Figure  2.  Dilated  Tortuous  Esophagus 
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Eleven  patients  died  of  metastatic  tumor 
four  to  26  months  after  the  surgical  proce- 
dure. There  are  three  patients  now  alive 
with  evidence  of  metastatic  tumor.  Seven 
patients  are  alive  with  no  evidence  of  recur- 
rent disease.  Four  of  these  are  five  years 
or  more  following  the  surgical  procedure, 
and  represent  five  year  clinical  cures.  One 
patient  was  lost  to  follow-up  after  three 
months. 

Comments 

Ischemic  necrosis  of  the  stomach  was  not 
encountered  in  any  of  the  36  patients.  In 
the  entire  group  of  36  patients,  there  was  one 
anastomotic  leak.  This  resulted  in  empyema 
and  a postoperative  death.  Twenty-four  pa- 
tients survived  one  year  or  more.  Two  of 
these  24  patients  required  esophageal  dilata- 
tion. The  other  22  patients  were  relatively 
asymptomatic.  The  majority  of  these  pa- 
tients underwent  a period  of  readjustment 
of  eating  habits  immediately  after  their 
surgical  procedure.  Diarrhea,  felt  to  be 
due  to  the  vagotomy,  was  common,  but  tran- 
sient. Dyspnea,  with  full  meals,  was  not  en- 
countered. Some  patients  required  frequent 
small  feedings.  Several  patients  required 
vitamin  B-12  injections  to  maintain  a satis- 
factory hematocrit. 


Conclusions 

The  overall  cure  rate  for  carcinoma  of  the 
esophagus  and  proximal  stomach  is  low.  De- 
spite this  low  cure  rate,  this  operation  of- 
fers many  advantages.  The  surviving  pa- 
tients are  comfortable,  and  can  breathe  and 
eat  normally.  The  long  term  complication 
rule  is  extremely  low.  Esophageal  resection, 
with  gastroesophageal  reconstruction,  of- 
fers an  excellent  method  for  management 
of  the  benign  diseases  of  the  esophagus 
which  are  not  controlled  by  simpler  means. 
We  feel  that  this  operation  is  tolerated  well 
enough  to  be  used  for  palliation,  even  in  very 
ill  and  wasted  individuals,  on  a selective 
basis.  Surgical  resection  of  esophageal  car- 
cinoma offers  the  only  reasonable  chance  for 
a cure  from  this  disease. 

References 

1.  Torek,  Franz:  The  first  successful  case  of  re- 
section of  the  thoracic  portion  of  the  esophagus 
for  carcinoma.  Surg  Gynec  Obstet  16:614-617  (Jan- 
June)  1913. 

2.  Adams,  W.  E.,  and  Phemester,  D.  B.:  Car- 
cinoma of  the  lower  thoracic  esophagus.  J Thorac 
Surg  7:621-632,  1938. 

3.  Sweet,  Richard  H.:  Transthoracic  resection  of 
the  esophagus  and  stomach  for  carcinoma.  Ann 
Surg  121:272-284  (March)  1945. 

4.  Ellis,  F.  Henry,  Jr.;  Jackson,  Robert  C.;  Krue- 
ger, Julius  T.,  Jr.;  Moersch,  Herman  J.;  CJlagett, 
O.  Theron,  and  Gage,  Robert  P.:  New  Eng  J Med 
260:351-358  (Feb  19)  1959. 

5.  Sweet,  Richard  H.:  Surgical  management  of 
carcinoma  of  midthoracic  esophagus.  New  Eng  J 
Med  233:1-7  (July  5)  1945. 


372 


Nebraska  S.  M.  J. 


Volvulus  of  the  Cecum:  Case  Report 


Volvulus  of  the  cecum  is  a mis- 
nomer. The  cecum  is  that  part 
of  the  colon  that  lies  inferior 
to  the  ileocecal  valve.  When  a volvulus 
occurs  in  this  region  of  the  colon,  the 
anatomy  involved  comprises  the  terminal 
ileum,  the  cecum,  and  part  of  the  ascending 
colon.  The  cecum  is  the  thinnest  and  widest 
part  of  the  large  bowel  and  because  of  this, 
if  the  organ  is  distended  and  gangrenous, 
perforation  can  come  quickly. 

Normally,  the  cecum  and  ascending  colon 
are  the  least  mobile  of  the  entire  large  gut. 
When  enough  mobility  is  present  to  permit 
twisting,  embryologic  factors  lie  in  the  back- 
ground. Actually,  only  two  places  of  firm 
fixation  of  the  colon  are  found  at  the  hepatic 
and  splenic  flexures.  The  ascending  and 
descending  colon  are  held  in  position  by  peri- 
toneal attachments  from  the  lateral  perito- 
neal wall.  The  colon  hangs  in  the  abdominal 
cavity  like  a drape  on  a window,  the  two 
upper  corners  well  fixed,  the  transverse 
colon  loose  and  baggy,  and  the  ascending  and 
descending  colon  held  in  position  by  peri- 
toneum. 

When  an  infant  is  born,  the  cecum  lies 
superior  to  its  normal  position.  This  factor 
must  be  kept  in  mind  when  one  is  doing 
surgery  on  infants  and  children.  By  the  end 
of  the  third  year,  it  descends  to  its  usual 
position.  Volvulus  of  this  organ  is  due  to 
developmental  factors  resulting  in  a long 
mesentery  which  permits  twisting;  also  an 
abnormal  position  of  the  organ  is  to  be  ex- 
pected. 

A white  male,  age  56,  was  admitted  to  the 
hospital,  complaining  of  severe  pain  in  the 
right  side  of  his  abdomen,  and  vomiting. 
Rectal  examination  was  negative.  Fifty  mg 
of  Demerol  every  four  hours  was  ordered. 
This  proved  to  be  too  light  a dose  to  control 
the  pain.  A flat  plate  of  the  abdomen  was 
taken;  the  report  was  cecal  volvulus. 

The  patient  was  taken  to  surgery.  During 
the  previous  five  hours.  Intravenous  fluids 
were  running  with  insulin  to  control  his  dia- 
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betes  and  dehydration.  A high  right  rectus 
incision  was  made  because  this  seemed  to 
center  over  his  pathology.  When  the  abdo- 
men was  opened,  malodorous,  bloody  fluid 
ran  out.  There  was  a huge  gangrenous  gut 
that  was  well-fixed.  It  was  decompressed 
first  with  a number  16  needle;  then  the 
surgeon’s  left  hand  could  enter  the  abdomen. 
A dense  adhesive  band  was  felt  medial  to  the 
pathology.  This  was  severed  with  scissors, 
and  the  distended  gut  did  a quick  180  degree 
turn  counterclockwise.  The  pathology  then 
delivered  itself  outside  of  the  peritoneal 
cavity.  There  was  a sharp  line  of  demarca- 
tion between  black  gangrenous  and  normal 
bowel.  The  diseased  gut  contained  the  last 
two  inches  of  terminal  ileum,  cecum,  and  six 
inches  of  the  ascending  colon.  The  part  of 
the  ileocecal  artery  involved  must  have  had 
complete  occlusion  which  led  to  thrombosis, 
then  gangrene.  The  diseased  part  of  this 
bowel  was  resected.  The  terminal  ileum  was 
distended  to  three  times  its  normal  diameter, 
and  when  it  was  brought  to  the  ascending 
colon  for  end-to-end  anastomosis,  the  diame- 
ter of  each  was  equal. 

During  surgery,  the  blood  pressure  fell, 
and  was  controlled  by  intravenous  epine- 
phrine and  Trendelenburg  position. 

The  patient’s  convalescence  was  unevent- 
ful except  for  an  adynamic  ileus  that  persis- 
ted for  ten  days;  however,  bowel  sounds 
were  heard  the  day  following  surgery  and 
were  continuous.  He  was  maintained  by  IV 
fluids,  was  given  penicillin,  streptomycin, 
Chloromycetin  and  frequent  enemas.  A re- 
tention catheter  was  kept  in  place,  and  his 
daily  urinary  output  varied  from  1000  to 
1600  ml.  On  the  tenth  postoperative  day, 
he  was  able  to  take  food  for  the  first  time. 
He  was  dismissed  from  the  hospital  on  the 
26th  postoperative  day. 
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Progress  in  Perineal  Prostatectomy  — 
Results  in  3,110  Consecutive  Patients* 


PART  I 

The  year  1968  marks  the  65th 
anniversary  of  the  debut  of 
perineal  prostatectomy  as  de- 
scribed by  Hugh  Young  in  1903d  Whereas 
Young  is  credited  with  the  classic  descrip- 
tion of  perineal  prostatectomy  in  the  United 
States,  it  is  to  be  noted  that  Zuckerkandl 
reported  his  experiences  with  perineal  pros- 
tatectomy in  1889,  Wishard  in  1890,  and 
George  Goodfellow  in  1891. 2-  ® Goodfellow 
reported  in  1904,  his  experiences  with  78 
perineal  prostatectomy  operations  with  a 
loss  of  only  two  patients.^  For  those  years 
that  was  a remarkable  accomplishment. 
Notable  contributions  to  the  improvement 
in  technique  of  the  procedure  of  perineal 
prostatectomy  have  been  made  by  Edwin 
Davis,  Thomas  Gibson,  Elmer  Belt,  and 
Daniel  Higbee.®-ii 

It  is  not  the  purpose  of  this  presentation 
to  advocate  this  one  technique  of  prostatec- 
tomy to  the  exclusion  of  all  others,  or  to 
revive  any  ancient  controversy  as  to  what 
type  of  prostatectomy  is  best,  as  each  meth- 
od of  prostatectomy  has  its  place  and  its 
skilled  proponents  who  have  achieved  good 
results.  The  interests  of  the  patient  are 
best  served  by  careful  selection  of  cases  in 
clinics  where  skill  by  any  route  is  available. 
We  do  not  believe  however,  that  the  advant- 
ages of  the  perineal  route  are  generally  rec- 
ognized even  today. 

Perineal  prostatectomy  as  done  today  of- 
fers opportunity  for  painless,  deliberate, 
precise,  anatomic  dissection,  clear  visualiza- 
tion, accurate  hemostasis,  and  plastic  closure 
of  tissues,  with  normal  anatomical  restora- 
tion of  the  structures.  Following  this  mod- 
ern technique,  uneventful  convalescence,  with 
per  primam  healing,  minimum  hospitaliza- 
tion, and  excellent  functional  result  is  the 
rule  rather  than  the  exception.  In  brief, 
the  prognosis,  with  respect  to  hazard  and 
late  results,  following  perineal  prostatectomy 
in  the  aged  and  debilitated,  has  come  to  com- 
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pare  favorably  with  that  following  appendec- 
tomy in  the  young  and  robust. 

The  various  contributory  factors  respon- 
sible for  this  dramatic  change,  permitting 
plastic  closure  and  approach  to  near  perfec- 
tion in  anatomical  technique,  include  better 
methods  of  anesthesia,  hemostasis,  antisep- 
sis, and  new  and  improved  instruments.  The 
elimination  of  the  need  for  haste  which  per- 
mits time  for  meticulous  care  in  suture  liga- 
tion of  bleeding  points  and  the  use  of  the 
hemostatic  traction  bag  described  by  Edwin 
Davis  and  now  employed  only  during  the 
operation  for  molding  the  vesical  neck  during 
the  establishment  of  hemostasis  and  restor- 
ation of  anatomical  relations  of  vesical  neck 
to  the  prostate  are  important  contributions.® 
Clear  visualization  is  thus  permitted,  and 
control  of  the  situation  by  the  operator 
exists  at  all  times.  The  antibiotics  have  been 
spectacularly  helpful  in  promoting  per  pri- 
mam wound  healing,  to  the  end  that  dis- 
missal on  the  8th  to  10th  postoperative  day, 
with  perineum  dry  and  urinary  control  satis- 
factory, is  not  unusual,  although  we  do  not 
feel  it  wise  to  try  to  establish  records  on 
early  dismissal  following  any  type  of  pros- 
tatic surgery. 

In  our  hands,  it  is  our  feeling  that  any 
prostatic  hyperplasia  of  grade  II  (moder- 
ate size)  or  larger  is  an  indication  for  choice 
of  the  procedure  of  perineal  prostatectomy. 
We  do  not  feel  that  age  is  a contraindication 
to  this  operation.  No  patient  should  be 
considered  too  old.  The  range  of  ages  va- 
ries from  40  to  104  in  our  series.  Patients 

‘From  the  Departments  of  Urology  of  the  Bishop  Clarkson 
Memorial  Hospital  and  the  Hospital  of  the  University  of  Ne- 
braska College  of  Medicine,  Omaha,  Nebraska. 
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Fig^ure  1.  Edwin  Davis  Perineal  Elevator. 


A.  Elevator  Down 


B.  Elevator  Up 
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should  be  in  the  best  general  condition  that 
is  possible  for  the  individual  person.  It 
has  been  our  experience  that  the  so  called 
poor  risk  patients  tolerate  the  procedure 
very  well.  This  includes  patients  with 
bleeding  dyscrasias.^* 

Assuming  prostatic  surgical  indication,  we 
are  guided  by  the  following  criteria  and 
findings  in  the  selection  of  route: 

Perineal  Approach 

Moderate  to  large  benign  hyperplasia. 

Early  intracapsular  carcinoma  with- 
out demonstrable  metastasis. 

Prostatic  calcification. 

Suprapubic  Approach 

Moderate  to  large  hyperplasia  accom- 
panied by  ankylosis  of  the  hips 
interfering  with  lithotomy  position. 

Perineal  scar  tissue. 

Massive  intravesical  hemorrhage. 

Impassable  urethral  stricture. 

Transurethral  Resection 

Small  benign  hyperplasia. 

Median  prostatic  bar. 

Mercier’s  Bar. 

Advanced  prostatic  carcinoma. 

In  the  borderline  group,  our  rule  is  to 
choose  the  perineal  rather  than  the  trans- 
urethral route.  We  do  so  because  it  is  our 
experience  that  perineal  enucleation,  fol- 
lowed by  plastic  closure,  is  less  of  an  ordeal 
than  transurethral  resection  (in  our  hands), 
is  followed  by  a smoother  easier  convales- 
cence (without  the  secondary  hemorrhage 
hazard)  and  offers  a better  assurance  of  a 
complete  and  lasting  symptomatic  relief, 
with  a minimum  risk  of  urethral  stricture 
complication. 

Preoperative  Treatment 

In  addition  to  routine  laboratory  tests  and 
complete  physical  examination,  with  such 
medical  consultation  as  may  be  indicated, 
our  routine  preoperative  preparation  consists 
essentially  of  BUN  determination,  roent- 
genological study,  and  cystoscopic  examin- 
ation. Patients  with  residual  urine  in  small 


amount,  with  normal  temperature  and  good 
appetite,  with  normal  BUN,  and  without 
cardiac  or  other  medical  contraindication 
may  be  operated  upon  without  delay.  Re- 
sidual urine  in  large  amount,  however,  or 
elevation  of  BUN,  call  for  caution.  Pre- 
operative treatment  then  must  include  forc- 
ing of  fluids  and  bladder  drainage  either  by 
retention  catheter  or  via  the  suprapubic 
route,  continued  for  days,  weeks,  or  even 
months,  insistently  and  inexorably  carried 
out  for  as  long  as  may  be  necessary,  re- 
gardless of  urging  to  the  contrary  by  the 
patient,  relatives,  or  medical  consultants. 
Simply  stated,  and  assuming  no  evidence  of 
circulatory  disorders,  criteria  consist  essen- 
tially of  BUN  of  20,  normal  temperature, 
and  good  appetite. 

Surgical  Technic 

The  operation  is  performed  in  the  ex- 
aggerated lithotomy  position  on  the  stand- 
ard operating  table  with  the  exception  that 
an  Edwin  Davis  Perineal  Elevator  is  used 
on  the  table  to  prevent  the  patient  from 
slipping  from  adequate  “perineal  position” 
(Fig.  1).  An  inverted  “V”  or  inverted  “U” 
incision  is  made  in  the  skin  of  the  perin- 
eum anterior  to  the  rectum.  The  central 
tendon  is  put  on  stretch  and  severed,  thus 
exposing  the  rectal  sphincter.  Through  the 
rectal  sphincter  by  lineally  spreading  fibers, 
not  necessarily  under  the  entire  sphincter, 
but  wherever  the  fibers  open  of  their  own 
accord,  the  cleavage  plane  is  taken  down  to 
the  longitudinal  muscle  of  the  rectum.  By 
following  along  on  the  longitudinal  muscle 
of  the  rectum,  the  fascias  of  the  perineum 
and  levator  ani  muscles  are  separated  with- 
out sharp  dissection,  and  Denonvillier’s 
fascia  makes  its  appearance  covering  the 
exposed  prostate  gland.  An  inverted  “Y” 
incision  is  made  in  the  prostate  gland,  fol- 
lowing which  enucleation  is  accomplished 
(Fig.  2).  Insertion  of  the  Davis  bag  facili- 
tates the  enucleation  and  controls  hemor- 
rhage during  this  part  of  the  procedure 
(Figs.  3,  4,  5).  After  enucleation,  the  pros- 
tatic fossa  and  vesical  neck  are  carefully 
visualized,  and  any  fragments  of  tissue  re- 
moved. Sutures  may  be  placed  in  the  vesi- 
cal neck  and  prostatic  fossa  to  control  any 
bleeders  evident.  A suture  is  placed  at  the 
vesical  neck  at  6 o’clock  routinely  and 
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necessary,  although  the  latter  is  rarely  re- 
quired. The  patient  may  have  a soft  diet 
on  the  operative  evening,  and  get  out  of  bed 
on  the  first  or  second  postoperative  day. 
Bowel  movement  is  established  by  enema 
or  cathartic  on  the  second  postoperative  day. 
The  Penrose  drain,  perineal  sutures,  and 
Foley  catheter  are  removed  on  the  seventh 
postoperative  day,  and  hot  sitz  baths  are 


Figure  3.  Edwin  Davis  Hemostatic  Bag. 


Figure  2.  Inverted  “Y”  Incision  in  Prostatic  Capsule. 


many  times  at  9,  12,  and  3 o’clock  (Fig.  6). 
When  bleeding  has  been  controlled,  the  Davis 
bag  is  removed.  A #24  or  #26  French 
Foley  catheter  with  30  cc  bag  is  passed 
through  the  urethra  into  bladder,  follow- 
ing which  the  vesical  neck,  prostatic  fossa, 
and  prostatic  capsule  are  closed  with  a 
suture  technique  that  brings  the  structures 
of  the  vesical  neck  and  the  prostatic  cap- 
sule together  in  normal  anatomical  position 
and  obliterates  the  cavity  from  whence  the 
hyperplastic  lobes  were  removed  (Fig.  7). 
The  split  anteriorly  in  the  prostatic  cap- 
sule is  closed  with  two  or  three  interrupted 
sutures  placed  in  such  a manner  that  there 
is  no  gaping  in  this  area  (Fig.  7).  We  feel 
this  is  very  important  in  the  re-establish- 
ment  of  early  satisfactory  control.  A Pen- 
rose Drain  is  placed  in  the  wound  down  to 
the  surface  of  the  prostate,  following  which 
the  levator  ani  muscles  are  brought  to- 
gether in  the  midline  with  interrupted  su- 
tures of  chromic  catgut.  The  ischeorectal 
fat  is  closed  and  then  the  skin. 

Postoperative  Care  and  Convalescence 
The  urethral  catheter  is  irrigated  with 
sterile  water  at  frequent  intervals  to  pre- 
vent clot  foiTnation.  The  patient  is  given 
intravenous  fluids  routinely  and  blood  if 
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instituted  at  that  time.  Voiding  in  measured 
amounts  ordinarily  occurs  immediately  fol- 
lowing the  removal  of  the  catheter.  Dis- 
charge from  the  hospital  occurs  between 
the  8th  and  14th  postoperative  day  in  most 
instances. 

Table  1 gives  mortality  rates  reported  in 
this  series  at  various  times  during  its  ac- 
cumulation. Of  note  is  the  consistency  in 
this  level  through  the  years.® 

Table  2 gives  an  analysis  of  the  causes  of 


!l 


Figure  4.  Edwin  Davis  — “Umbrella/* 
Used  to  aid  in  placing  of  Hemostatic  Bag. 


death  in  this  series  of  patients  between 
1920  and  1968. 

Table  3 gives  reported  published  mortal- 
ity figures  in  large  series  of  patients  sub- 
jected to  perineal  prostatectomy  as  reported 
by  various  authors  doing  the  proce- 
dure.®’ 

Through  the  years,  it  has  been  possible 
gradually  to  eliminate  or  minimize  the  va- 
rious major  complications  (except  vascular 
accidents),  to  the  end  that  our  postpros- 
tatectomy convalescence  although  not  uni- 
formly uneventful  may  be  described  as  rou- 
tinely so.  The  conspicuous  improvement 


Figure  5.  Edwin  Davis  — Self  retaining  interchange- 
able — Posterior  retractor. 
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has  in  no  small  measure  resulted  from 
achievements  in  other  than  urological  fields. 

Hemorrhage 

Immediate  postoperative  hemoiThage  is 
no  great  problem,  thanks  to  clear  visualiza- 
tion, suture  ligature  and  plastic  closure,  fa- 
cilitated by  the  Davis  hemostatic  traction 
bag.  Postoperative  transfusion  is  rare,  and 
in  no  instance  has  transfusion  been  neces- 
sary while  the  patient  was  on  the  operating 
table.  Massive  secondary  hemorrhage,  oc- 
curring suddenly,  as  late  as  the  end  of  the 
third  or  fourth  week,  once  a grave  menace 
in  all  types  of  prostatic  surgery  has  yielded 
to  the  urinary  antiseptics  and  antibiotics. 
Whereas  we  see  this  latter  complication  in 
perhaps  four  patients  out  of  a hundred 
in  transurethral  prostatic  surgery,  follow- 
ing perineal  prostatectomy  it  would  be  con- 
siderably less  than  one  in  a hundred.  Should 
the  complication  develop,  simple  insertion 
of  a Foley  catheter  allowing  it  to  indwell 
for  several  days  until  bleeding  has  subsided 
is  usually  sufficient  to  manage  the  problem. 

Vascular  Accidents 

Of  vascular  accidents  (cerebral,  coronary, 
and  pulmonary)  we  have  had  our  inevitable 
share.  This  intractable  triad  was  respon- 
sible for  no  less  than  38  deaths,  or  approxi- 


mately half  of  our  total  mortality.  We  have 
encountered  thrombophlebitis,  but  believe 
that  the  early  ambulation  afforded  by  per- 
ineal prostatectomy  reduces  the  incidence 
of  this  hazard.  By  reason  of  the  hemorrhage 


Figure  7.  Placing  of  Prostatic  Capsule  — Prostatic  Fossa 
Sutures  and  Placing  of  Sutures  in  Anterior  Split  in  Pros* 
tatic  Capsule. 


Figure  6.  Placing  of  Vesical  Neck  Sutures  — Davis  Bag  in  Position. 
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hazard,  we  advise  against  using  anticoagu- 
lants for  the  treatment  of  thrombophlebitis 
during  the  first  postoperative  week  after 
perineal  prostatectomy. 

Incontinence 

Upon  reading  Goodfellow’s  original  de- 
scription of  blind,  traumatizing,  evulsion  of 
the  prostate  through  a median  perineal  inci- 
sion carried  into  the  membraneous  urethra 
and  employing  no  retractors  or  other  instru- 
ments (the  finger  serving  all  needs),  one 
readily  understands  why  this  procedure  en- 
tered upon  its  career  in  disrepute.^  In  fact, 
the  span  of  half  a century  has  not  entirely 
corrected  the  misconception  that  perineal 
prostatectomy  has  a monopoly  on  postoper- 
ative incontinence.  Those  informed  and 
honest,  however,  recognize  that  this  compli- 
cation, usually  transient,  may  be  noted  fol- 
lowing prostatic  surgery  in  skilled  hands, 
by  whatever  route:  perineal,  suprapubic 
(retropubic),  or  transurethral,  regardless  of 
flawless  technique.^®  We  have  also  seen  it 
occur  after  internal  urethrotomy  for  ure- 
thral stricture.  One  of  our  most  trouble- 
some incontinence  problems  followed  a supra- 
pubic prostatectomy.  We  feel,  that  in  addi- 
tion to  the  possible  injury  to  muscle  fibers 
as  an  etiological  factor  in  incontinence,  that 
weakness  or  atrophy  of  disuse  of  the  ex- 
ternal sphincter  fibers  over  a long  period 
of  time  as  the  prostatic  hyperplasia  enlarges 
is  a major  etiological  factor.  On  this  latter 
theory,  sphincter  weakness  may  be  said  to 
have  been  both  caused  and  concealed  by  the 
obstructing  prostate,  and  merely  revealed  by 
the  prostatic  surgery.  The  enlarged  pros- 
tate has  stretched  one  sphincter  (the  in- 
ternal) and  relieved  the  other  of  duty,  thus 
incapacitating  both  long  before  the  andval 
of  the  surgeon  upon  the  scene.  With  ex- 
ternal sphincter  and  nerve  supply  intact, 
following  good  surgical  technique  by  any 
route,  the  problem  then  is  merely  that  of 
measures  directed  toward  exercise  and  re- 
juvenation of  the  muscle  fibers  of  the 


sphincter.  The  natural  or  spontaneous  pro- 
cess of  regaining  control  may  thus  be  ma- 
terially hastened  by  a program  consisting 
essentially  of  instruction  and  encouragement, 
explaining  to  the  patient  the  importance  of 
making  voluntary  effort  to  start  and  stop 
the  stream  during  each  urination.  In  the 
occasional  initially  completely  incontinent 
patient,  the  bladder  may  be  filled  to  capacity 
with  a catheter,  the  patient  instructed  to 
void  and  stop  and  start  the  stream  when  so 

Table  2 
1920  to  1968 

ANALYSIS  OF  DEATHS  IN  PERINEAL 
PROSTATECTOMY 

3110  Patients  75  Deaths  (2.1%  Mortality) 


Directly  related  to  prostatic  surgery 29 

Sepsis  18 

Immediate  Hemmorhage 1 

Delayed  Hemorrhage 5 

Uremia  4 

Urinary  Extravasation  1 

Doubtful  relationship  to  prostatic  surgery 39 

Cerebral  accident 8 

Coronary  thrombosis 13 

Pulmonary  embolus  17 

Bronchopneumonia  1 

Wholly  unrelated  to  prostatic  surgery 7 

Cei’ebroarteriosclerosis  1 

Femoral  embolus 1 

Acute  hemorrhagic  gastritis 1 

Perforation  of  colon 1 

Parkinsonism  1 

Intestinal  obstruction 1 

Nasal  hemorrhage  1 


Table  3 

REPORTED  PUBLISHED  MORTALITY  FIGURES 
IN  LARGE  SERIES  OF  PATIENTS  HAVING 
PERINEAL  PROSTATECTOMY  IN 
VARIOUS  CLINICS 


PERINEAL  PROSTATECTOMY- 

-MORTALITY: 

No.  of 

Reported 

Date 

Patients 

Mortality 

Hugh  Young  (Baltimore) 

___1930 

1571 

3.6% 

Daniel  Higbee  (Denver)  . 

1951 

527 

1.7% 

Turner  & Belt  (Los 

Angeles) 

_ 1957 

1694 

2.9% 

Lee,  Malashock  and 

Davis  (Omaha) 

. 1968 

3110 

2.1% 

Table  1 

PERINEAL  PROSTATECTOMY 
MORTALITY  RATES  IN  THIS  SERIES 


Reported 

1927 

1928 

1930 

1931 

1933 

1939 

1940 

1955 

1968 

Number  of  Operations 

107 

176 

323 

378 

479 

741 

831 

2050 

3110 

Mortality  Rate 

0.93% 

1.7% 

2.48% 

2.38% 

2.5% 

2.7% 

2.7% 

2.9% 

2.1% 
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doing.  Close  personal  supervision  by  the 
urologist  is  essential.  Progress  is  frequent- 
ly noted  after  the  first  lesson.  The  patient 
often  did  not  know  that  he  was  capable  of 
accomplishing  this.  He  had  not  realized  the 
importance  of  making  an  effort.  Instruction 
to  tighten  the  sphincter  ani  and  the  perineal 
muscles  many  times  daily,  between  urina- 
tions, gives  the  patient  a consciousness  of 
the  perineal  musculature  which  he  would  not 
otherwise  have. 

Incident  to  perineal  prostatectomy,  ana- 
tomical restoration  and  closure  of  the  inci- 
sion in  the  prostatic  capsule  where  it  splits 
anteriorly  during  enucleation  is  most  im- 
portant in  the  re-establishment  of  satisfac- 
tory control  early  in  convalescence. 

Other  less  frequent  more  troublesome  and 
not  generally  recognized  causes  of  post- 
operative incontinence  are  concurrent  neuro- 
genic dysfunction  and  senile,  physical,  and 
mental  debility.  The  central  nervous  sys- 
tem lesion  undiagnosed,  or  senility  unrecog- 
nized as  a factor,  it  is  inevitable  that  the 
surgeon  who  has  merely  revealed  the 


sphincter  weakness  by  removing  the  “stop- 
per,” should  receive  full  credit  for  unsatis- 
factory functional  results.  We  attempt  pre- 
operative confirmation  of  suspected  cord 
lesions  by  neurological  consultation  and  cys- 
tometrographic  study,  with  a view  to  fore- 
warning physician,  patient,  and  relatives  of 
possible  postoperative  vesical  dysfunction. 

The  incidence  of  postoperative  urinary  in- 
continence, long  term  in  type  following  per- 
ineal prostatectomy,  in  our  hands  is  less 
than  one  in  three  hundred  patients. 

Perineal  Urinary  Fistula 

Since  the  advent  of  closure  of  the  capsule 
and  perineal  tissues,  with  a Penrose  drain  in 
position  to  the  prostatic  surface  to  drain  ac- 
cumulated discharges,  there  have  been  no 
instances  of  persistent  perineal  leakage  re- 
quiring secondary  closure.  This  modifica- 
tion of  closure  technique  was  begun  in  1947. 
Previous  to  that  time  when  the  Davis  hemo- 
static bag  was  not  removed  until  the  elapse 
of  24  hours,  there  were  seven  such  instances, 
all  of  which  were  corrected  by  revision  of 
the  wound. 
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The  Significance  of  the  1965  and  1967 
Social  Security  Amendments 
Of  Health  Programs 


Introduction 

^ ^ 4 nation’s  greatness  is  measured 

/%  by  its  concern  for  the  health 
and  welfare  of  its  people. 
Throughout  our  democracy  this  commit- 
ment has  grown  and  deepened.  With  these 
programs  and  those  I am  recommending 
today,  we  can  move  closer  to  attainment 
of  our  goals;  to  bring  every  child  the  care 
he  needs  to  develop  his  capacity  to  the 
fullest;  to  reduce  infant  mortality,  concen- 
trating particularly  on  those  minority 
groups  whose  death  rate  is  the  highest.”^ 
Thus  spoke  the  President  of  the  United 
States  to  the  Eighty  - ninth  Congress  in 
March,  1966.  These  words  reflect  the  forces 
and  explosions  of  social  change  which  have 
culminated  in  the  burst  of  recent  health 
legislation,  whose  very  spirit  and  legislative 
acts  have  shaken  and  upset  the  establish- 
ment to  a far  greater  degree  than  at  any 
time  since  the  establishment  of  the  Social 
Security  Act  over  30  years  ago.  Congress 
has  recognized  health  and  health  services 
no  longer  as  a privilege,  but  as  a right  for 
all  citizens. 

The  Social  Security  Amendments  and  the 
maternal  and  Child  Health  Amendments  of 
1965  and  1967  together  with  those  of  1963  are 
of  tremendous  significance,  already  stated 
above,  giving  recognition  to  the  fundamental 
place  in  our  society  of  health  services  for 
mothers  and  children. 

Backgroxmd 

In  order  to  understand  the  impact  of  this 
legislation  two  basic  questions  must  be 
asked : 

First:  What  are  the  social  and  health 
problems  that  led  to  this  legislation? 

Second:  What  is  this  legislation  and 
what  does  it  mean? 

1.  The  White  House  Message  on  Domestic  Health  and  Edu- 
cation. Press  Release,  March  1,  1966. 


MATILDA  S.  McINTIRE,  M.D.* 


To  answer  the  first  question,  it  must  be 
remembered  that  social  changes  and  scien- 
tific advances  have  determined  the  course 
of  human  endeavor  throughout  all  ages. 
Medicine  is  intimately  intertwined  in  these 
two  sets  of  developments,  being  founded  in 
the  natural  sciences  but  functioning  as  a 
social  science.  With  the  revolutionary  ad- 
vances made  by  medicine  in  the  last  20 
years,  three  things  have  emerged  regarding 
medical  care. 

1.  Medical  care  is  increasingly  effective 
and  therefore  desired. 

2.  Medical  care  is  increasingly  complicat- 
ed. 

3.  Medical  care  is  increasingly  costly. 

These  first  two  features  have  made  medi- 
cal services  in  great  demand  but,  most  im- 
portant, medical  care  is  now  recognized  as 
a social  necessity.  The  right  to  medical 
care  might  be  compared  to  the  status  of 
education  in  the  U.S.  from  1810  to  1830, 
when  universal  male  suffrage  became  a fact, 
and  it  was  realized  that  this  was  mean- 
ingless unless  there  was  an  educated  citizen- 
ry. While  it  had  been  considered  radical 
“to  tax  one  man’s  property  to  educate  an- 
other man’s  child,”  the  cry  became  “for 
every  school  opened,  another  jail  closes.” 
On  April  22,  1867,  the  Omaha  Daily  Herald 
stated:  “Education,  we  regret  to  say,  is 

very  much  below  par  in  Omaha.  The  schools, 
as  a general  thing,  are  inadequate  and  the 
teachers  are  not  always  competent  . . . 
Parents,  do  not  have  your  children’s  minds 
overburdened  for  one  to  six  months  and 
idly  dormant  or  overgrowing  with  moral 
or  social  weeds  the  other  six  ...  In  all, 

♦Chief,  Maternal  and  Child  Health  Division,  Omaha-Douglas 
County  Health  Department. 
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we  estimate  22  thousand  dollars  in  the 
school  fund  and  yet  our  three  public  schools 
cannot  be  kept  open  10  months  in  a year  . . . 
We  have  not  less  than  15  hundred  between 
the  ages  of  5 and  15  and  not  two  hundred 
of  them  attend  the  select  private  schools  of 
Omaha.  The  remaining  13  hundred  are 
allowed  to  grow  up  in  idleness  or,  still  worse, 
learning  mischief.”  Just  as  public  education 
long  ago  became  a right  for  all,  so  now  has 
health  and  health  services. 

Coupled  with  the  effectiveness  of  medicine 
there  are  environmental  factors  affecting 
medicine  in  its  social  setting. 

1.  Aggregation  — It  is  estimated  that  by 
1980  the  population  of  the  U.S.  will 
exceed  250  million,  and  four  out  of  five 
persons  will  live  in  urban  or  suburban 
areas.  Not  only  are  numbers  increas- 
ing, but  also  the  density. 

2.  Aging  — More  people  are  living  long- 
er, and  with  this  is  the  burden  of  in- 
curable chronic  disease  of  old  age. 

3.  Automation  — The  automation  of  the 
packing  house  industry  and  its  ef- 
fects needs  no  elaboration  in  this  area. 

4.  Additives  — Air,  water,  and  soil  pol- 
lution by  thousands  of  chemicals  and 
substances  has  contaminated  our  en- 
vironment, creating  unparalleled  haz- 
ards to  our  health. 

5.  Addiction  — Drugs,  alcohol,  and  to- 
bacco have  all  created  health  prob- 
lems. 

6.  Affluence  — Many  diseases  of  the 
past  have  been  replaced  by  the  mal- 
adies of  affluence,  such  as  obesity, 
tension,  etc. 

The  Problem: 

The  revolution  in  medical  science  and  tech- 
nology has  not  seen  a parallel  development 
in  the  delivery  of  medical  care  for  all  groups, 
and  yet  all  people  are  aware  of  the  “won- 
ders of  modern  medicine.”  A widening 
service  gap  has  developed  and  can  be  docu- 
mented by  any  disease  measurement  such 
as  prematurity,  infant  mortality,  tubercu- 
losis, accident  and  death  rates  in  various 
sections  of  the  city. 


Health  Service: 

Health  care  may  be  broadly  divided  into 
four  components,  for  which  society  has  de- 
veloped four  structures  to  meet  the  needs. 

Health  Care  and  Society 

1.  Primary  Prevention  — Health  Depart- 
ment. 

2.  Secondary  Prevention  — Case  finding. 
Health  Department;  Cancer,  Tuber- 
culosis, National  Foundations. 

3.  Treatment  — Private  and  public  of- 
fices, clinics  and  hospitals. 

4.  Rehabilitation  — Separate  institu- 
tions, therapy  centers. 

Along  with  the  components  of  medical  care 
and  the  institutions  developed  to  meet  the 
needs,  there  have  developed  two  sectors  of 
care: 

1.  Private  Sector  — 

2.  Public  Sector  — for  the  sick  poor  is 
usually  disease  and  specialty  clinic 
oriented,  not  patient  or  family  cen- 
tered. 

Public  Law  89-97  with  Title  XVHI  — Medi- 
care, Title  XIX  — Medicaid  and  Title  V — 
Comprehensive  Health  Care  Projects  for 
Children  and  Youth  have  removed  the  char- 
ity basis  for  the  traditional  “sick  poor.”  If 
health  services  of  high  quality  are  to  be 
available  to  the  sick  poor,  there  must  be  a 
systems  approach.  The  fractionated  present 
system  with  emphasis  on  disease  and  spe- 
cialty clinics  widens  gaps  in  service. 

Health  Legislation: 

To  answer  the  second  question  — “What 
is  this  health  legislation  and  what  does  it 
mean  ?” 

1.  Public  Law  88  — 156  Matenial  and 
Child  Health  and  Mental  Retardation  Plan- 
ning Amendments  of  1963. 

This  legislation  authorized  project  grants 
to  provide  up  to  75  percent  of  the  cost  for 
comprehensive  programs  of  maternity  care 
for  women  and  infants  in  low  income  fam- 
ilies. The  services  offered  are  comprehen- 
sive in  nature,  including  clinic  visits,  hos- 
pitalization, medicines,  social  work  assistance. 
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nutritional  advice,  and  dental  care.  For  the 
first  time,  family  planning  clinics  have  been 
established  with  public  funds,  and  this 
service  is  sought  when  available.  This  legis- 
lation means  that  by  public  or  private  funds 
every  pregnant  woman  has  a basic  right  to 
medical  care  of  high  quality  as  does  her  in- 
fant. This  legislation  was  the  first  step  in 
the  development  of  comprehensive  pro- 
grams of  medical  care  for  mothers  and 
children. 

2.  Public  Law  89-97  “Medicare  Law”  was 
the  second  step.  There  are  three  basic  parts 
of  Public  Law  89-97. 

1.  Title  XVIII  — Medicare  — This  title 
received  almost  all  the  publicity  in 
medical  journals  and  the  press. 

2.  Title  XIX  — Medicaid  — Categorical 
aid  to  certain  groups  — which  is  an 
extension  of  Kerr-Mills  legislation. 

3.  Title  V — Comprehensive  Health 
Service  for  Children  and  Youth. 

The  purpose  of  Title  XIX  is  to  bring  im- 
proved medical  assistance  programs.  This 
is  accomplished  by  consolidating  all  the  va- 
ried previous  provisions  of  Titles  I,  IV,  X, 
XIV,  and  XVI  pertaining  to  providing  medi- 
cal care  for  the  needy  into  one  Title,  and 
extending  the  goal  of  comprehensive  services 
to  all  the  individuals  who  need  assistance  in 
meeting  their  health  needs.  Thus,  by  con- 
solidating all  medical  care  provisions  in  one 
Title,  the  federal  government  can  assist 
states  to  improve  provisions  for  medical 
care  of  the  needy  by  correcting  the  various 
iniquities  in  these  provisions  and  to  provide 
the  administrative  framework  towards  the 
goal  of  providing  high  quality  comprehen- 
sive service  to  all  who  need  it.  “The  Social 
Security  Amendments  of  1965  that  estab- 
lished the  Title  XIX  program  of  medical 
assistance  and  the  rules  governing  the  pro- 
gram that  were  formulated  by  the  Depart- 
ment of  Health,  Education,  and  Welfare  spe- 
cify minimum  standards  that  states  must 
meet,  step  by  step,  before  July  1,  1975.  By 
that  time  states  must  furnish  comprehensive 
care  and  services  to  all  medically  indigent 
persons  to  qualify  for  Federal  money.  But 
there  are  also  these  intermediate  deadlines 
that  states  must  meet: 


July  1,  1967  — Each  program  must  pay 
for  five  minimum  services;  inpatient  care, 
outpatient  care,  lab  and  x-ray  services, 
physicians’  services,  and  nursing  home  care 
for  persons  over  21.  Also,  by  this  date, 
payments  to  hospitals  must  be  no  lower 
than  ‘reasonable  costs.’ 

January  1,  1968  — This  is  the  last  date 
on  which  the  separate  Title  XIX  programs 
can  decide  — if  they  haven’t  already  — to 
buy  Medicare’s  supplementary  medical  in- 
surance for  over  65  indigent  and  medically 
indigent  populations. 

January  1,  1970  — End  of  federal  welfare 
medical-assistance  funds  to  any  state  that 
hasn’t  established  a Title  program,  satis- 
factory to  the  Department  of  Health,  Edu- 
cation and  Welfare,  to  replace  the  medical 
and  health  components  of  all  the  older  Fed- 
eral-state public  assistance  programs. 

July  1,  1975  — End  of  all  Title  XIX  funds 
as  well  as  any  other  federal  welfare  medical- 
assistance  funds  to  any  state  that  hasn’t  ex- 
panded its  Title  XIX  program  to  include  its 
entire  medically  indigent  population.  States 
must  be  using  their  own  money  to  buy 
medical  care  for  medical  indigents  who  are 
not  included  in  the  federal  program  — main- 
ly adults  ages  21  to  64. 

3.  Title  V — Comprehensive  Health  Serv- 
ices for  Children  and  Youth,  screening,  pre- 
ventive and  diagnostic  procedures  are  avail- 
able to  all  in  the  lower  socio-economic  areas, 
and  treatment  services  to  those  who  would 
not  otherwise  obtain  them.  Title  V spells 
out  major  changes  in  organized  community 
health  services  and  makes  obsolete  the  tra- 
ditional pattern  which  would  maintain  an 
artificial  separation  of  prevention  and  child 
health  supervision  from  treatment  and  after 
care.  Emphasis  is  placed  on  early  identifi- 
cation of  work  risk  groups,  and  removes  the 
barriers  to  medical  care.  Title  V authorizes 
five-year  programs  of  special  project  grants 
to  provide  comprehensive  health  services  for 
all  children.  There  are  two  statutory  require- 
ments. 

1.  Whoever  administers  the  project  must 
also  show  the  services  will  be  co- 
ordinated with  state  and  local  H.E.W. 
programs  and  the  O.E.O.  programs. 
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2.  No  project  is  comprehensive  unless  it 
includes  screening,  prevention,  diag- 
nostic and  treatment  services,  correc- 
tion of  defects  and  after  care,  both 
medical  and  dental.  In  this  program 
there  is  no  separation  between  pre- 
vention and  treatment  services  nor 
like  Crippled  Children  Services  is  it 
limited  to  certain  categories.  Thus  a 
Comprehensive  Children  and  Youth 
Project  will  meet  all  the  health  needs 
of  a given  child  population  in  a speci- 
fied area. 

Title  II  — Public  Law  89-97 

There  are  increased  funds  for  Maternal 
and  Child  Health  and  Crippled  Childrens 
Programs.  For  the  first  time  a new  require- 
ment was  established  that  state  agencies 
extend  these  programs  to  all  parts  of  the 
state  by  1975. 

Title  III 

Grants  may  be  made  to  institutions  of 
higher  learning  for  training  personnel. 

Social  Security  Amendments 
of  1967  — P.L.  90-248 

The  Social  Security  Amendments  of  1967 
incorporated  major  changes  in  the  follow- 
ing programs:  Old  Age,  Survivors  and  Dis- 
ability Insurance,  Health  Insurance,  Public 
Welfare,  and  Health.  Some  of  the  major 
health  provisions  are  as  follows: 

I.  Child  Health 

Existing  separate  child  health  authoriza- 
tions are  consolidated  into  one  single  author- 
ization with  three  general  categories  — for- 
mula, project  and  research  and  training 
grants.  By  July  1972,  the  states  would  have 
to  take  over  the  responsibility  for  the  proj- 
ect grants,  and  90  percent  of  the  total  au- 
thorization would  then  go  to  the  states  in 
the  form  of  formula  grants. 

Under  the  formula  grant  program,  state 
plans  must  provide  for  the  early  identifica- 
tion and  treatment  of  handicapped  children. 
Title  XIX  is  amended  to  conform  to  this 
requirement.  The  states  must  also  devote 
special  attention  to  family  planning  sei*v- 
ices  and  dental  care  for  children  in  the  de- 
velopment of  demonstration  services. 


States  will  be  required  to  offer  family 
planning  services  to  all  appropriate  AFDC 
recipients.  Federal  matching  of  these  ex- 
penditures will  be  provided.  In  addition, 
authorizations  for  the  maternal  and  child 
health  programs  are  increased,  and  6 per- 
cent of  the  appropriate  funds  are  ear- 
marked for  family  planning. 

This  legislation  specifically  calls  for  serv- 
ices for  reducing  infant  mortality  and  other- 
wise promoting  the  health  of  mothers  and 
children.  These  services  must  be  increased 
and  expanded  where  our  infant  mortality 
rate  is  highest. 

This  legislation  continues  the  program 
of  maternity  and  infant  care  project  grants 
and  of  comprehensive  grants  for  the  health 
of  preschool  and  school  age  children  until 
June  30,  1972,  after  which  they  become  a 
special  part  of  each  State  health  services 
plan. 

It  authorizes  support  of  up  to  75  percent 
of  the  cost  of  projects  to  provide  compre- 
hensive dental  health  services  for  children 
from  low  income  families.  These  projects 
will  study  ways  of  organizing  community 
dental  health  programs,  including  ways  to 
increase  the  efficiency  of  dentists  by  using 
assistants  and  auxiliary  personnel. 

It  combines  the  maternal  and  child  health 
program  and  crippled  children’s  services 
into  one  program,  and  requires  that  the 
states  assume  responsibility  for  project 
grants  in  1972.  It  requires  the  states  to 
make  more  vigorous  efforts  to  screen  and 
treat  children  with  disabling  conditions 
through  intensified  casefinding  and  peri- 
odic screening  of  children  in  schools. 

It  specifies  that  10  percent  of  the  author- 
ization for  child  health  programs  for  each 
year  shall  be  allocated  for  research  and 
training.  Special  emphasis  will  be  given  to 
projects  which  can  increase  the  effective- 
ness of  health  care  programs  by  making 
maximum  use  of  health  personnel  with  vary- 
ing levels  of  training. 

II.  Medicaid 

States  will  be  limited  in  setting  income 
levels  for  Federal  matching  purposes  to 
133V;3  percent  of  the  AFDC  payment  level 
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under  Medicaid.  (For  period  July-Decem- 
er  1968  the  percentage  is  150,  and  for  calen- 
dar year  1969  it  is  to  be  140  percent). 

States  will  have  until  January  1,  1970 
(rather  than  January  1,  1968)  to  buy-in 
Title  XVIII  supplementary  medical  insur- 
ance for  persons  eligible  for  medicaid. 

States  will  get  the  same  75  percent  federal 
matching  for  physicians  and  other  profes- 
sional medical  personnel  working  on  the 
medicaid  program  in  the  state  health  agen- 
cies which  they  now  get  when  such  per- 
sonnel work  in  the  “single  state  agency,” 
usually  the  public  assistance  agency. 

An  Advisory  Council  on  Medical  Assist- 
ance, consisting  of  21  persons  from  outside 
the  government,  is  established  to  advise 
the  Secretary  of  HEW  on  matters  of  ad- 
ministration of  the  medicaid  program. 

Effective  July  1,  1969,  people  covered  un- 
der the  medicaid  program  will  have  free 
choice  of  qualified  medical  facilities  and 
practitioners,  including  community  phar- 
macies. 

States  will  be  permitted  to  make  a direct 
payment  to  the  recipient  for  physicians’  and 
dentists’  services  with  respect  to  those 
medical  assistance  recipients  who  are  not 
also  receiving  cash  assistance. 

III.  Medicare 

Payment  of  physicians’  bills  under  the 
Supplementary  Medical  Insurance  Program 
may  be  either  to  the  patient  on  the  basis 
of  an  itemized  bill  (which  could  be  either 
receipted  or  unpaid)  or  to  the  physician 
under  the  present  assignment  method. 

The  Secretary  of  HEW  is  required  to 
study  and  report  to  the  Congress,  before 
January  1,  1969,  the  savings  which  might 
accrue  to  the  government,  and  the  effects 
on  the  health  professions  and  the  drug  in- 
dustry which  might  result  from  the  enact- 
ment of  the  proposals:  (1)  to  cover  pre- 

scription drugs  under  medicare,  and  (2) 
to  establish,  through  a formulary  committee, 
quality  and  cost  control  standards  for  drugs 
provided  under  the  vanous  programs  of  the 
Social  Security  Act. 


The  requirement  of  physician  certifica- 
tion of  the  medical  necessity  for  hospital 
outpatient  services  and  admissions  to  general 
hospitals  is  removed. 

IV.  PubUc  Welfare 

A new  work  incentive  program  for  fam- 
ilies receiving  AFDC  payments  is  estab 
lished,  and  will  be  administered  by  the  De- 
partment of  Labor.  The  state  welfare  agen- 
cies would  determine  who  was  appropriate 
for  such  referral,  but  would  not  include 
(1)  children  who  are  under  16  or  going  to 
school;  (2)  any  person  with  illness,  in- 
capacity, advanced  age,  or  remoteness  from 
a project  that  precludes  effective  participa- 
tion in  work  or  training;  (3)  persons  whose 
substantially  continuous  presence  in  the 
home  is  required  because  of  the  illness  or 
incapacity  of  another  member  of  the  house- 
hold. For  all  those  refeiTed,  the  welfare 
agency  will  assure  necessary  child  care  ar- 
rangements for  children  involved. 

In  summary  — The  Maternity  and  Infant 
Care  Legislation  of  1963  with  Public  Law 
89-97  and  Public  Law  90-248  means  health 
has  become  a right  for  certain  individuals 
and  groups.  These  amendments  have  cre- 
ated different  and  even  opposing  principles 
in  many  areas.  For  example  — Title  XVIII 
— Medicare  extends  hospital  care  as  a right 
to  those  over  65,  while  Title  XIX  extends 
care  only  to  medically  indigent.  These  dif- 
ferences are  shown  in  the  accompanying 
table.  From  these  different  and  even  op- 
posing principles  should  we: 

1.  Criticize  legislators  for  reaching  medi- 
cal care  decisions  without  public  hear- 
ings? 

2.  Should  we  question  the  financial  se- 
crecy that  surrounds  health  care,  par- 
ticularly in  hospitals  and  specialized 
facilities  ? 

Health  Programs  in  Other  Legislation 

Health  programs  are  in  many  bureaus, 
divisions  and  agencies  in  the  Federal  Gov- 
ernment. These  programs  are  Title  Pro- 
grams, each  with  many  services  and  sub- 
programs. Most  of  these  programs  are  in 
the  Department  of  H.E.W.  The  Childrens 
Bureau  is  in  the  Social  and  Rehabilitation 
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PEOPLE 

COMPREHENSIVE 

CARE 

WHO  IS  IN 
CHARGE 

RESPONSIBILITY 

CONTROL  OF 
PROGRAM 

Is  health  cai’e  a 
right  or  conces- 
sion ? 

Comprehensive 
Care  or  Item 
Reimbursement  ? 

Federal  Govern- 
ment or  State 
Government  ? 

Public  or  Private 
Agency? 

Should  Health  or 
Welfare  Depts. 
Control  the  Pro- 
grams ? 

TITLE  XVIII 

Hospital  care  is  a 
right  for  those  65 
and  over 

Item  Approach 
to  Hospital  in 
Part  A 

Part  B — fee  for 
services  to  Doctors 

Federal  Govern- 
ment is  in  charge 
with  State  author- 
ity only  as  agent 

Provides  for  pri- 
vate intermedi- 
aries 

State  Dept,  of 
Health 

TITLE  XIX 

Health  sei'vices 
apply  to  medical 
indigent 

Comprehensive 
care  adapted  in 
principle  but  not 
programmed  as 
such 

Federal  Guidelines 
are  available  but 
the  Program  is  in 
State  Control 

No  private 
intermediary 

Welfare  Dept. 
States  must  use 
Welfare  machinery 
to  determine  who 
is  eligible.  State 
Health  Officials 
may  be  assigned 
health  functions. 

Service.  The  Office  of  Economic  Oppor- 
tunity also  has  child  health  programs,  as 
does  the  Office  of  Education  under  the  Ele- 
mentary and  Secondary  Education  Act  of 
1964.  These  legislative  programs  which  can 
provide  broad  range  health  services  are  in- 
dependent from,  and  unrelated  to,  other 
existing  programs  which  offer  similar  serv- 
ices. While  these  programs  offer  means, 
they  are  frequently  programmed  by  people 
with  no  medical  background,  experience  or 
training.  Frequently,  the  professional  skills 
of  health  organizations  and  personnel  are 
overlooked.  The  Elementary  Secondary 
Education  Act  provides  Child  Health  Care 
Services  by  five  Titles. 

TITLE  I — Funds  for  special  programs 
— to  meet  the  needs  of  educationally 
deprived  children  in  low  income  areas, 
including  special  classes  for  physical- 
ly handicapped,  disturbed,  or  social- 
ly maladjusted.  Funds  for  social 
workers,  supplemental  health,  psychi- 
atric, psychologic  and  food  services 
are  available. 

TITLE  II  — Increased  funds  for  books, 
materials  et  cetera.  There  are  no 
Health  Programs  in  this  Title. 

TITLE  HI  — Provides  for  supplemen- 
tary educational  centers  and  services 
to  meet  educational  needs  by  innova- 
tion, flexibility,  and  experimentation. 
This  includes  guidance,  counseling, 


preschool  programs,  remedial  instruc- 
tions and  adult  education. 

TITLE  IV  — Provides  funds  for  support 
of  educational  research. 

TITLE  V — Provides  funds  for  support 
to  develop  state  offices  of  education 
Economic  Opportunity  Act  of  1964. 

There  are  Seven  Titles  to  the  Economic 
Opportunity  Act. 

TITLE  I — is  concerned  with  programs 
for  youth. 

1.  Part  A — Job  Corps  — a program  for 
deprived  youth  between  the  ages  of 
16  and  21,  who  are  out  of  school  and 
not  working.  Medical  care  is  provided 
for  these  youth,  but  there  is  no  over- 
all plan  of  comprehensive  care.  The 
Job  Corps  may  be  operated  by  private 
organizations. 

2.  Neighborhood  Youth  Corps — This  pro- 
gram is  to  provide  part  time  work 
experience  and  training  for  youth  16 
to  21,  and  is  administered  by  the  U.S. 
Department  of  Labor.  There  is  no 
health  program. 

3.  Work  Study  Program  — Provides  for 
part-time  employment  of  college  and 
university  students  from  low  income 
families.  There  is  no  health  program. 

TITLE  II  — Provides  assistance  for  mi- 
grant agricultural  workers  and  their  fam- 
ilies. 
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The  Office  of  Housing  and  Urban 
Development 

Funds  are  available  to  cities  and  metropoli- 
tan areas  to  develop  neighborhood  centers 
in  which  health  facilities  are  included. 

Comprehensive  Planning : 

From  the  above,  it  can  readily  be  seen 
that  there  are  tremendous  problems  in  plan- 
ning coordinated  medical  services,  prevent- 
ing gaps  in  service,  and  developing  the  most 
efficient  use  of  medical  manpower  which  is 
already  in  short  supply. 

Thus  in  November  1966,  Congress  passed 
Public  Law  89-749,  The  Comprehensive 
Health  Planning  and  Public  Health  Service 
Act  of  1966.  This  legislation  provides  for 
the  following: 

1.  Comprehensive  planning  for  health 
services,  health  manpower,  and  health 
facilities  on  the  State  and  local  level. 

2.  Strengthens  and  improves  existing 
Public  Health  Service  formula  and 
project  grant  programs. 

3.  Provides  for  the  interchange  of  Fed- 
eral and  State  and  local  health  work- 
ers. 

4.  Increases  and  broadens  the  flexibility 
of  support  for  health  services  in  the 
community. 

The  major  provisions  of  this  Act  are  as 
follows : 

Each  state  is  to  submit  “a  plan  for  com- 
prehensive health  planning,”  and  in  order 
to  qualify  for  a Comprehensive  State  Health 
planning  grant,  this  plan  must  indicate  the 
following: 

1.  Designate  a single  state  agency  which 
may  be  interdepartmental  to  admin- 
ister the  planning  process. 

2.  Establish  a state  health  planning 
council  with  representation  from 
groups  and  organizations  interested 
in  health  but  with  representation  of 
consumers  of  health  services  as  the 
majority  of  membership. 


3.  Develop  policies  and  procedures  for 
comprehensive  public  health  services 
and  encourage  cooperative  efforts. 

4.  Provide  for  maintenance  or  increase  of 
State  expenditures  to  supplement  Fed- 
eral expenditures. 

Grants  will  be  allocated  to  the  states  on 
the  basis  of  population  and  per  capita  in- 
come. 

Summary : 

The  health  legislation  of  the  1960s  en- 
acted by  the  Congress  has  formally  estab- 
lished the  principle  that  health  is  no  longer 
a privilege  but  a right.  Future  debate  and 
legislation  will  be  concerned  with  develop- 
ing comprehensive,  efficient,  effective,  and 
acceptable  patterns  of  health  services  to  im- 
plement this  principle.  The  health  profes- 
sionals must  be  concerned  with  the  future 
of  the  health  professions,  and  must  ask  how 
the  numerous  proposals  will  affect  the 
quality  and  distribution  of  these  services. 
The  health  profession,  especially  the  medical 
profession,  must  acknowledge  and  confront 
the  strength  and  deficiencies  of  the  exist- 
ing system  and  supply  the  leadership  in  de- 
veloping methods  for  improvement. 

The  great  contribution  of  the  medical 
profession  in  the  first  half  of  the  20th  cen- 
tury was  the  AMA’s  famous  Flexner  report 
of  1910  on  medical  education,  which  placed 
medical  education  on  a sound  scientific 
basis  and  saw  the  demise  of  the  diploma 
mills  within  a few  years.  Since  that  time, 
the  medical  profession  has  guarded  well 
any  infringement  upon  quality.  The  chal- 
lenge to  the  medical  profession  in  the  sec- 
ond half  of  the  20th  century  will  be  to 
grasp  the  tremendous  opportunity  in  the 
rising  demand  for  health  services  and  to 
stimulate  operation  analyses,  to  develop 
basic  priorities,  effective  controls  and  im- 
proved delivery  of  health  services  commit- 
ted to  standards  of  excellence. 

The  forces  of  technology  and  medical  ad- 
vances, the  social  and  economic  pressures 
coupled  the  emphasis  on  social  and  political 
attitudes  concerning  health  services  can- 
not be  turned  back.  Nor  should  they  be. 
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President's  Address 


One  of  the  unique  traditions  of  the  Nebras- 
ka State  Medical  Association  is  concerned 
with  the  President’s  Address.  Whatever  the 
history  of  this  occasion  may  be,  lest  a Presi- 
dent becomes  so  enamored  of  his  own  impor- 
tance and  his  own  words,  he  has  an  abrupt 
awakening-  when  it  comes  time  to  prepare 
his  Presidential  Address.  This  occurs  when 
he  notices  that  tradition  limits  his  presenta- 
tion to  ten  minutes.  As  soon  as  he  recovers 
from  this  shock,  I presume  that  he  usually 
comes  to  the  same  conclusion  I did,  that  this 
is  good.  We  should  not  devote  too  much 
time  or  pay  too  much  attention  to  the  words 
of  an  individual  who  in  a few  minutes  will 
join  the  ranks  of  the  has-beens.  A medical 
association  must  continue  in  the  present  and 
look  forward  to  the  future.  Nevertheless, 
there  is  one  saving  feature  in  this  traditional 
affrontory.  As  long  as  he  is  President  and 
has  the  floor,  it  will  be  difficult  to  call  time 
at  the  end  of  ten  minutes,  and  since  this 
particular  portion  of  our  program  is  flexible, 
I will  probably  follow  the  example  of  some 
of  my  predecessors  and  extend  this  period 
to  15  or  20  minutes. 

First,  T wish  to  express  my  sincere  ap- 
preciation to  the  membership  for  the  honor 
bestowed  upon  me  two  years  ago  when  I 
was  elected  President-Elect.  These  two 
years  have  been  most  exciting  and  for  the 
most  part  have  been  pleasant.  The  office 
of  President  of  this  organization,  by  the  ef- 
forts of  other  Presidents  and  by  your  own 
activities,  has  been  made  one  of  respect  and 
honor.  I found  it  so  and  I hope  that  I am 
leaving  it  untarnished  in  this  respect.  To 
every  member  of  the  Association,  I wish  to 
express  my  sincere  gratitude  for  the  oppor- 
tunity to  have  served  in  this  capacity. 

I wish  to  express  particular  thanks  to  the 
committee  chairmen,  to  members  of  com- 
mittees, members  of  the  Policy  Committee, 
and  to  the  Nebraska  State  Medical  Associa- 
tion House  of  Delegates  for  the  cooperation 
that  allowed  me  to  pleasantly  carry  out  the 
Presidential  duties  this  last  year.  Committee 
chairmen  will  be  receiving  a certificate  of 
appreciation  from  the  Association,  a long 
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overdue  expression  of  gratitude  that  the 
Policy  Committee  recently  approved. 

To  the  other  officers,  the  delegates  to  the 
American  Medical  Association  and  to  the 
Editor  of  the  Journal,  I wish  to  express  my 
special  thanks  for  helping  to  make  my  job 
easier. 

Particular  gratitude  is  hereby  expressed 
to  Ken  Neff,  Bill  Schellpeper  and  other 
members  of  the  headquarters  office  staff 
who  kept  the  day-to-day  chores  in  line,  and 
without  whom  I would  have  been  lost. 

I must  also  publicly  pay  my  sincere  re- 
spects and  give  my  thanks  to  my  partners 
who  probably  are  among  those  most  anxious 
to  applaud  the  conclusion  of  this  two  year 
absence.  If  it  had  not  been  for  the  unselfish 
cooperation  of  Dr.  Harold  B.  Miller,  Dr.  Har- 
lan Papenfuss,  Dr.  Bob  Hayes,  and  Dr.  Dave 
Kutsch,  I would  have  been  unable  to  accept 
or  to  carry  on  the  duties  of  President.  Even 
more  important  is  my  wish  to  express  pub- 
licly my  loving  appreciation  to  my  wife  Ruth, 
to  my  daughters  Barbara  Musselman,  Judy 
Rodriguez,  and  Nancy  Tanner,  who  gave 
such  understanding  support  to  me  in  more 
ways  than  I can  put  into  words.  In  fact  it 
was  my  wife  Ruth’s  pioneering  efforts  at  the 
state  level  a few  years  ago  when  she  served 
as  President  of  the  Nebraska  State  Medical 
Auxiliary  that  got  the  Tanner  household  into 
a routine  of  expected  absence  and  that  made 
it  relatively  easy  for  me.  Some  of  these 
family  members  are  present  in  the  audience 
this  morning  and  I would  appreciate  it  if  they 
would  stand  and  be  recognized  at  this  time. 

I have  divided  the  business  content  if  this 
presentation  into  three  categories : the  pleas- 
ant highlights  and  some  changes  that  have 
taken  place  in  the  last  two  years,  the  some- 
what unpleasant  events  and  the  problems 
remaining,  and  finally  a brief  look  at  some 
suggestions  for  future  consideration  by  the 
Association. 
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Rather  early,  we  experimented  with  com- 
mittees by  asking  for  volunteers.  This  had 
some  unusual  results  but  I still  believe  that  it 
was  a worthwhile  innovation. 

In  the  matter  of  committee  appointments 
we  made  several  interim  appointments  to 
standing  committees  of  this  Association  from 
the  Women’s  Auxiliary  and  this  I must  say 
was  an  unquestioned  success.  Not  only  did 
it  make  the  committee  meetings  more  pleas- 
ant but  the  active  participation  by  these 
auxiliary  members  contribute  greatly  to  our 
accomplishments.  I wish  that  I could  review 
for  you  the  activities  of  all  our  committees 
because  I am  particularly  proud  of  the  ac- 
complishments attributable  to  them,  but  time 
does  not  allow  such  detail.  Working  within 
a restricted  deadline,  the  ad  hoc  committee 
appointed  for  special  study  of  prepayment 
plans  with  special  reference  to  the  Nebraska 
Medical  Service  and  the  ad  hoc  committee 
appointed  at  the  request  of  the  American 
Medical  Association  to  review  suggested 
changes  in  the  requirements  of  the  Joint 
Commission  on  Accreditation  of  Hospitals, 
deserve  particular  commendation.  The  Com- 
mittee on  Public  Relations  established  the 
beginnings  of  an  on-going  Public  Health 
Education  Program  for  the  people  of  Nebras- 
ka through  the  various  news  media  and  with 
the  particular  help  of  Mr.  Schellpeper  of 
the  headquarters  office  this  has  resulted  in 
much  favorable  comment  throughout  the 
state.  The  Emergency  Medical  Service  Com- 
mittee had  been  active  in  working  with  state 
officials  to  bring  the  Nebraska  State  Medical 
Association  into  a role  of  leadership  in  emer- 
gency medical  services  throughout  the  state, 
and  for  which  Nebraska  has  received  national 
prominence.  The  efforts  of  our  Scientific 
Sessions  Committee,  including  a pole  of  the 
membership  as  to  their  wishes,  has  resulted 
in  the  preparation  of  the  program  now  to 
unfold  at  this  annual  session  and  I am  sure 
all  of  you  will  find  it  stimulating  and  in- 
structive. Particular  commendation  should 
be  made  to  the  Committee  on  Health  Educa- 
tion in  schools  and  colleges  and  its  subcom- 
mittee on  athletic  injuries,  the  Allied  Pro- 
fessions Committee  and  its  cooperation  with 
the  Nebraska  Nurses  Association,  and  to  the 
Public  Health  Committee  for  their  efforts 
during  the  past  two  years.  Those  commit- 


tees omitted  from  special  mention  are  none- 
theless deserving  and  probably  are  suffering 
from  the  fact  that  they  have  been  so  efficient 
for  so  long  that  we  now  take  them  for 
granted. 

I believe  that  the  Association  has  made 
progress  in  its  state  legislative  activities  to 
a degree  beyond  our  hopes  of  a year  or  two 
ago.  The  appointment  of  a legislative  repre- 
sentative together  with  specific  plans  devel- 
oped by  your  officers,  by  Mr.  Neff,  and  by 
the  Medical  Service  Committee  under  Dr. 
Gogela  resulted  in  a legislative  conference 
almost  a year  in  advance  of  this  legislative 
session.  As  a result,  we  were  able  to  delin- 
eate our  own  needs  and  to  prepare  specific 
legislation  which  we  ourselves  have  sponsor- 
ed. In  accordance  with  national  trends  of 
increasing  the  relationships  between  doctors 
of  medicine  and  doctors  of  osteopathy  we 
announced  early  in  1968  that  we  would  make 
an  effort  to  expand  the  scope  of  osteopathy 
practice  in  Nebraska,  but  to  increase  it  only 
to  the  extent  that  our  own  inspection  of  their 
schools  had  led  us  to  believe  was  in  the 
public  interest.  This  has  been  a major  effort 
of  the  last  two  years  and  did  culminate  in  a 
jointly  sponsored  bill  which  is  now  law.  Re- 
gardless of  your  personal  feelings  in  this 
regard  and  certainly  regardless  of  mine,  this 
one  act  of  leadership  on  the  part  of  the 
Nebraska  State  Medical  Association  has  done 
more  to  set  the  tenor  of  our  relations  with 
the  legislature  than  any  other  single  thing. 
Perhaps  it  did  cost  us  a little  but  so  far  the 
gains  have  outweighed  the  cost. 

Many  of  our  members  have  served  in  im- 
portant positions  of  advisory  nature  to  var- 
ious departments  of  state  government  and  on 
various  boards  and  councils.  We  have  en- 
couraged this.  The  role  of  the  medical  as- 
sociation consultant  in  some  of  these  in- 
stances has  been  one  of  great  difficulty  and 
sufficient  to  tax  the  endurance  of  any  one. 
These  volunteer  services  are  hereby  recog- 
nized and  receive  my  deepest  appreciation. 

Our  change  in  scheduling  meetings  of  the 
House  of  Delegates  to  include  a fall  session 
has  resulted  in  better  and  easier  transmission 
of  our  own  deliberations  to  the  American 
Medical  Association  House  of  Delegates.  The 
House  also  has  taken  a leadership  role  in 
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furthering’  our  relations  with  the  Student 
American  Medical  Association,  as  evidenced 
by  their  inviting  representatives  of  this 
group  from  both  medical  schools  in  Nebraska 
to  attend  certain  meetings  of  the  House  of 
Delegates. 

Let  us  now  turn  briefly  to  those  items  that 
I would  consider  as  unsolved  problems  or  per- 
haps disappointments.  I am  disappointed 
that  we  were  not  able  during  the  last  year  to 
make  any  definite  headway  in  solving  man- 
power shortage  in  Nebraska  in  the  health 
field.  Organized  medicine  and  other  health 
professionals  in  this  state  as  elsewhere  find 
themselves  on  the  defensive  because  of  the 
shortage  of  health  workers  even  though  this 
is  certainly  not  the  fault  of  those  so  busily 
engaged  in  those  professions.  I will  have  a 
specific  proposal  and  announcement  in  this 
regard  in  the  final  part  of  this  address  under 
the  heading  of  suggestions  for  the  future. 
At  this  time,  however,  it  remains  one  of  the 
most  frustrating  problems  that  we  have  in 
organized  medicine  at  both  the  state  and 
national  levels.  Also  disappointing  and  as 
expressed  in  my  last  President’s  message  in 
the  Journal  of  the  Nebraska  State  Medical 
Association,  it  is  unfortunate  that  at  a time 
when  our  rapport  with  the  legislature  is  a- 
bout  the  best  that  we  have  had  for  many 
years,  we  cannot  always  say  the  same  in  re- 
gard to  certain  aspects  of  our  relationship 
with  administrative  and  executive  branches 
of  state  government.  Many  times  we  appear 
to  be  bypassed  or  ignored  by  these  groups 
and  by  certain  legislative  committees  in  mat- 
ters pertaining  to  health.  Many  decisions 
made  reflect  immaturity  of  judgment  and  I 
believe  that  it  is  time  for  these  people  to  re- 
cognize that  no  health  planning,  no  health 
programs,  and  no  experimenting  in  the  fields 
of  public  or  private  health  can  succeed  if  the 
practicing  physicians  do  not  understand  the 
programs  or  do  not  even  know  what  the  pro- 
grams are.  As  the  ultimate  providers  of 
health  care  in  any  form  to  the  people  of  our 
state,  the  1,350  practicing  physicians  have  an 
obvious  stake  in  health  matters.  This  is  not 
a threat  but  a simple  statement  of  fact. 
State  government  does  not  furnish  health 
care,  federal  government  does  not  furnish 
health  care,  schools  and  planners  do  not  fur- 
nish health  care  to  the  people.  Only  practi- 


cing physicians  do  this  and  in  my  opinion 
this  fact  is  too  frequently  forgotten.  Along 
this  line  I cannot  forget  some  of  the  state- 
ments made  by  Dr.  Ed  Annis  to  our  Associa- 
tion during  our  annual  sessions  in  Lincoln 
a year  ago.  He  pointed  out  that  the  medical 
profession  has  done  more  than  almost  any 
other  group  to  increase  the  supply  of  phy- 
sicians. For  years  the  profession  has  helped 
plan  and  develop  new  Schools  of  Medicine. 
It  appears  that  12  new  schools  will  be  in 
operation  by  1972.  The  profession  has  re- 
cruited medical  students  and  has  helped 
finance  their  education  and  training  through 
the  donation  of  dollars  to  AMA  ERF  and 
directly  to  our  medical  schools.  At  a time 
when  many  people  in  and  out  of  government 
feel  that  all  good  things  come  from  govern- 
ment we  should  advertise  the  fact  that  it 
was  the  voluntary  efforts  of  the  profession 
that  helped  rid  the  nation  of  medical  diploma 
mills  and  elevated  the  standards  of  medical 
education  in  this  country  to  the  point  where 
people  from  all  over  the  world  seek  its  bene- 
fits. It  was  also  the  profession  by  voluntary 
efforts  who  developed  Tissue  Committees, 
medical  audits,  and  other  quality  controls 
to  improve  the  practice  of  medicine.  It  was 
not  the  goveimment.  It  was  also  the  profes- 
sion that  developed  its  own  code  of  ethics  to 
guide  the  conduct  of  doctors  and  to  impose 
discipline  on  the  profession  in  its  relation- 
ships with  other  doctors  and  with  their 
patients.  More  recently  it  was  the  profes- 
sion that  sponsored  the  development  of 
Grievance  Committees  to  help  protect  the 
public  against  the  occasional  physician  who 
may  abuse  his  sacred  trust.  The  criticism 
of  the  doctor  takes  many  forms  and  fortu- 
nately some  of  it  may  be  humorous. 

Remember  only  three  short  years  ago  we 
were  in  the  midst  of  a legislative  battle  at 
the  federal  level  in  regard  to  Medicare.  The 
American  Medical  Association,  individual 
doctors,  the  insurance  industry  and  many 
others  in  the  private  sector  warned  that  Med- 
icare would  cost  far  moi’e  than  those  promo- 
ting it  anticipated.  We  said  it  would  spur  in- 
flation and  would  possibly  disrupt  medical 
services.  Proponents  said  we  were  scare- 
mongers and  against  the  old  people.  What 
has  the  result  been?  Medicare  cost  twice  as 
much  in  the  first  year  as  was  anticipated; 
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more  than  three  billion  dollars  and  those 
billions  are  even  now  competing  for  scarce 
manpower  and  for  facilities  and  this  defi- 
nitely has  resulted  in  disruption  of  medical 
services  as  we  have  known  them.  It  has 
added  fuel  to  inflation  and  has  added  these 
same  billions  of  dollars  to  the  total  cost  of 
health  care.  The  only  reason  that  the  Medi- 
care law  is  functioning  as  well  as  it  does  in 
providing  health  services  to  the  elderly  is 
because  doctors  make  it  work.  Government 
can  pass  laws  like  Medicare,  Medicaid  and 
other  health  programs  but  they  cannot  as- 
sure its  success.  That  takes  doctors  and  that 
is  why  I continue  to  be  disturbed  when  I hear 
doctors  unjustly  criticized  for  the  failures  of 
others.  All  we  ask  is  that  physicians  be 
called  on  to  express  their  views  and  that 
occasionally  these  views  be  heard  before 
health  legislation  is  inacted. 

Finally,  I would  like  to  turn  some  sugges- 
tions and  considerations  for  the  future  as 
it  concerns  the  Nebraska  State  Medical  As- 
sociation. Since  continued  health  manpower 
shortage  is  one  of  the  major  problems,  I 
think  we  should  do  something  about  this 
very  soon.  The  Policy  Committee  has  asked 
the  House  of  Delegates  to  approve  plans  for 
the  beginnings  of  a Health  Manpower  Forum 
to  be  sponsored  by  our  Association  and  to  be 
held  some  time  in  the  ensuing  months.  To 
this  meeting  we  hope  to  invite  medical  edu- 
cators, educators  in  allied  health  professions, 
our  colleagues  in  dentistry,  pharmacy,  nur- 
sing, veterinary  medicine  and  also  repre- 
sentatives from  the  field  of  business  and  in- 
dustry ; representatives  from  goveniment 
and  particularly  our  state  legislature  and 
others.  If  all  groups  can  make  a real  effort 


to  study  and  delineate  the  needs  of  health 
manpower  in  the  state,  we  can  perhaps  then 
take  intelligent  steps  to  correct  the  shortage. 

Second,  a suggestion  has  been  made  to  me 
by  others  and  certainly  given  a friendly 
hearing  by  me  to  perhaps  consider  changing 
the  organizational  makeup  of  the  headquar- 
ters office  to  allow  our  executive  secretary 
more  time  for  involvement  and  contact  with 
representatives  of  government  at  all  levels. 
Since  many  major  changes  that  are  taking 
place  in  medicine  today  are  of  a political 
nature,  I believe  that  the  State  Medical  As- 
sociation needs  to  have  greater  and  earlier 
contact  with  these  people  at  all  levels  where 
the  decisions  are  being  made.  How  this  can 
be  accomplished  and  what  it  would  cost  and 
whether  or  not  we  can  accomplish  it  in  the 
near  future  will  depend  upon  the  delibera- 
tions of  the  Board  of  Trustees  and  others.  I 
believe  that  in  the  long  run  we  would  benefit 
by  such  expanded  activities  at  the  State  Med- 
ical Association  level. 

Finally,  I believe  that  a special  effort 
should  be  made  to  stimulate  and  expand  our 
annual  sessions  with  an  effort  to  involve 
more  and  to  attract  more  Nebraska  physi- 
cians to  State  Medical  Association  functions. 
This  may  even  involve  considering  holding 
our  annual  sessions  outside  the  State  of  Ne- 
braska if  necessary.  We  may  have  to  change 
the  basic  format  of  our  meetings  and  we 
should  not  be  afraid  to  do  this. 

Again,  let  me  express  my  sincere  apprecia- 
tion to  the  Association  for  having  been  al- 
lowed to  participate  in  the  events  of  the  last 
two  years.  Thank  you  very  much. 
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Sex  Education 


PRESIDENT’S  PAGE 

The  subject  of  sex  education  as  it  is  now 
being  bandied  about  in  the  news  media  is 
something  less  than  dignified.  Sex  has  been 
around  a long  time,  and  will,  in  all  probabili- 
ty, continue  to  be  around  for  some  time  to 
come. 

Sex  was  here  before  communism  or  any 
extreme  rightist  organization  ever  thought 
of  it.  That  sex  should  be  a subject  of  politi- 
cal controversy  is  not  only  ridiculous,  but  is 
degrading. 

There  are  some  basic  facts  about  sex  which 
should  be  evident.  The  most  evident  fact  is 
that  people  should  know  the  truth  about  it. 
The  question  is,  how  should  it  be  taught  and 
by  whom. 

The  ideal  place  for  a child  to  learn  about 
sex  would  be  from  well-informed  parents. 
This  is  not  always  possible,  but  assuming 
this  is  true,  then  the  first  effort  in  sex  ed- 
ucation should  be  directed  at  informing 
parents  about  the  truth  so  far  as  sex  is  con- 
cerned. This  could  be  done,  in  schools  or 
churches,  by  well-informed  physicians  and 
clergymen  in  night  classes. 

Auxiliary  aids,  such  as  movies  and  pre- 
pared literature,  properly  screened  by  quali- 
fied authorities,  could  be  used.  These  aids 
should  be  screened  for  accuracy,  and  excel- 
lence of  presentation  and  should  be  directed 
at  the  exclusion  of  erotic  stimulative  ma- 
terial. 

Certainly,  moral  values  should  be  consid- 
ered because  we  live  in  a society  in  which 
interpersonal  relations  is  important.  The 
discussion  of  moral  implications  is  properly  a 
subject  which  could  well  be  reviewed  by  a 
team  of  clergj^men,  physicians,  psycholo- 
gists, and  teachers. 

Sex  is  a wonderful  thing,  and  is  an  im- 
portant subject,  not  only  because  it  is  the 
instrument  of  the  continuation  of  the  race, 
but  is  part  of  the  binding  force  that  makes 
the  family  so  beautiful.  Such  an  instrument 
is  not  to  be  defiled  by  misuse. 

If  the  parents  are  unable  or  unwilling  to 


teach  their  children,  the  facts  and  the  im- 
plications of  sex  information  should  be  avail- 
able in  other  places. 

Certainly,  after  the  parents,  the  next  best 
source  of  education  on  sex  should  be  from 
physicians,  clergy,  o r properly  trained 
teachers. 

This  teaching  should  be  started  early  and 
be  geared  to  the  mental  and  maturity  levels 
of  the  students.  If  it  is  not  started  early  by 
competent  instructors,  the  children  will  ob- 
tain erroneous  information  from  other  child- 
ren which  is  not  only  likely  to  be  erotic,  but 
dangerous  as  well. 

The  study  of  this  vital  subject  is  of  para- 
mount interest,  to  the  N.S.M.A.,  and  the 
committee  on  health  education  in  schools  and 
colleges,  now  engaged  in  its  study.  No  pub- 
lic pronouncement  is  to  be  immediately 
available  because  the  very  seriousness  of  the 
subject  makes  it  imperative  that  the  report 
should  be  well  considered,  thorough,  and  ex- 
cellent. 

Rest  assured,  the  N.S.M.A.  is  interested. 
Be  also  assured  that  when  a worthy  study 
can  be  reported,  it  will  be.  Be  also  assured, 
it  will  not  be  offered  in  a politically  oriented 
forum. 

J.  Whitney  Kelley,  M.D. 
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1.  HEW  and  fee  schedules 

Health,  Education  and  Welfare  plans  to 
impose  Blue  Shield  schedules  for  physicians 
under  Medicaid  and  to  limit  payments  to 
hospitals  under  Medicaid  and  Medicare  drew 
strong  responses  from  the  American  Medical 
Association  and  the  American  Hospital  As- 
sociation. 

Dr.  Dwight  L.  Wilbur,  president  of  the 
AMA,  urged  in  a letter  to  Robert  H.  Finch, 
HEW  Secretary,  that  all  segments  of  the 
health  care  field  be  consulted  in  effecting 
economies  in  government-paid  health  ser- 
vices. 

“The  American  Medical  Association  is 
eager  to  make  available  to  your  office  the 
composite  experience  and  judgment  of  the 
nation’s  physicians,  who  are  the  principal 
providers  of  health  care  to  all  the  people,” 
Dr.  Wilbur  said.  “The  needs  and  problems 
of  patients  in  all  walks  of  life,  at  all  income 
levels,  come  to  their  attention,  in  composite, 
more  than  a billion  times  a year. 

“It  has  always  been  a principle  of  both  the 
humanity  and  the  professional  code  of  the 
physician  that  no  one  shall  ever  be  denied 
quality  health  care  because  of  his  inability 
to  pay.  The  present  concern  is  how  this 
universal  care  can  best  be  provided  within 
a viable  economic  system  and  in  the  face  of 
burgeoning  demand  for  medical  manpower, 
services,  and  facilities  . . . 

“The  knowledge  and  judgment  of  the 
nation’s  physicians  — as  well  as  of  the  pre- 
payment plans,  health  insurance  industry, 
hospitals,  the  allied  health  professions,  the 
actuaries  and  others  — must  be  enlisted  in 
your  battle  against  the  health-care  portion  of 
the  inflation  problem.” 

Dr.  Wilbur  wrote  Finch  following  the 
HEW  announcement  that  federal  spending 
on  the  Medicaid-Medicare  programs  would 
be  trimmed  by  $328  million  through  imposing 
Medicaid  fee  schedules  based  on  prevailing 
Blue  Shield  rates,  limiting  mental  illness 
benefits  under  Medicaid  and  cutting  down 


hospital  overhead  allowances  in  Medicaid 
and  Medicare. 

“It  is  important  to  recognize  that  there 
are  many  variables  in  the  circumstances  of 
payment  for  medical  and  hospital  services,” 
Dr.  Wilbur  said.  “Local  needs  and  re- 
sources, the  educational  and  motivational 
levels  of  the  people,  the  economic  conditions 
of  the  state  and  the  community  are  among 
the  reasons  for  the  differences  exhibited  by 
the  payment  patterns  of  the  Blue  Shield 
plans  and  health-insurance  companies. 

“These  circumstances  must  be  the  founda- 
tion for  any  policies  involving  cost  and  pay- 
ments. No  universal  pattern  — no  matter 
how  many  variations  it  may  try  to  provide — 
can  be  imposed  on  the  thousands  of  localities 
without  wreaking  havoc  and  probably  in- 
creasing inefficiency  and  costs.” 

Concerning  the  imposition  of  Blue  Shield 
rates  as  fee  schedules  under  Medicaid,  Dr. 
Wilbur  warned  in  an  address  before  the 
American  Society  of  International  Medicine 
in  Chicago  that  a later  step  “might  be  that 
of  physicians  in  groups  on  salary  and  aban- 
donment of  the  fee-for-service  principle.” 
He  said  that  physicians,  in  combatting  such 
government  efforts,  must  accept  the  major 
responsibility  of  keeping  fees  as  moderate 
as  possible. 

The  American  Hospital  Association  pro- 
tested in  a letter  to  President  Nixon  against 
removal  of  the  two  percent  overhead  allow- 
ance for  hospitals.  Officially  representing 
the  AHA,  Ray  R.  Eppert,  Detroit,  Mich., 
hospital  trustee,  said  in  a memorandum 
accompanying  the  letter  to  Nixon: 

“The  recent  announcement  of  a reduction 
in  Medicare  reimbursement  poses  a serious 
threat  to  institutional  integrity  and,  there- 
fore, to  the  ability  of  hospitals  to  serve  the 
sick  and  injured  of  this  nation.  Hospitals 
have  been  repeatedly  assured  at  the  highest 
levels  of  government  that  Medicare  changes 
would  not  be  made  without  consultation  with 
their  designated  representative,  the  Ameri- 
can Hospital  Association. 
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“The  AHA  has  tried  repeatedly  but  unsuc- 
cessfully to  meet  with  Secretary  Finch.  It 
is  incredible  that  the  federal  government 
would  propose,  without  any  consultation, 
removal  of  the  two  percent  allowance  which 
is  a proper  component  of  reasonable  costs 
guaranteed  under  the  law  as  passed  by  the 
Congress. 

“The  department  deemed  it  unnecessary 
to  consult  with  the  hospital  field,  and,  as  far 
as  can  be  determined,  made  no  serious  study 
of  the  effect  of  the  proposed  reduction  on 
hospitals.  Payment  of  nothing  but  raw  costs 
will  lead  ...  to  the  serious  underfinancing 
of  our  hospitals.” 


2.  The  drug  industry 

Drug  combinations  became  the  target  of 
the  Senate  Small  Business  Subcommittee’s 
investigation  of  the  prescription  drug  indus- 
try. 

Medical  school  professors  critical  of  drug 
combinations  were  called  as  witnesses  in  two 
days  of  hearings  opening  this  phase  of  the 
drug  industry  probe  which  began  nearly  two 
years  ago.  It  was  not  indicated  when,  or 
even  whether,  drug  company  representatives 
would  have  an  opportunity  to  defend  their 
combination  products  before  the  subcommit- 
tee. 

Dr.  Heinz  F.  Eichenwald,  a National  Acad- 
emy of  Science  drug  specialist,  told  the  sub- 
committee that  “misleading  advertising” 
had  lured  “the  gullible  physician”  into  pre- 
scribing useless  and  sometimes  dangerous 
drug  combinations.  He  also  said  continued 
use  of  drug  combinations  “amounts  to  a 
strong  indictment  of  the  ability  of  many 
physicians  to  judge  what  is  effective  and 
what  isn’t.” 

Dr.  Eichenwald,  pediatrics  chairman  at  the 
University  of  Texas  Southwestern  medical 
school  in  Dallas,  and  Dr.  William  M.M. 
Kirby,  a medical  professor  at  the  University 
of  Washington  medical  school  in  Seattle, 
testified  on  the  opening  day  of  hearings  on 
combination  drugs  conducted  by  the  subcom- 
mittee which  is  headed  by  Sen.  Gaylord 
Nelson  (D.,  Wis.). 


The  two  physicians  were  among  30  drug 
experts  who  evaluated  combination  drugs  for 
the  National  Academy  of  Science.  The  ex- 
perts’ unanimous  report  said  the  combina- 
tions were  useless  and  sometimes  dangerous. 

The  report  caused  the  U.S.  Food  and  Drug 
Administration  to  serve  notice  April  2 that 
the  78  combination  drugs  studied  by  the 
scientists  would  be  banned  from  the  market 
unless  drug  makers  could  prove  the  Academy 
studies  were  wrong.  Drug  companies  are 
fighting  the  FDA  order  as  to  many  of  the 
combinations  that  would  be  banned. 

Eichenwald  and  Kirby  both  testified 
doctors  are  widely  prescribing  the  combina- 
tions despite  numerous  warnings  of  their 
potential  danger. 

Eichenwald  said  drug  firms  point  to  the 
admittedly  widespread  use  of  combinations 
to  state  that  physicians  must  therefore  have 
demanded  them. 

“The  opposite  is  true,”  Eichenwald’s  pre- 
pared testimony  said.  “The  demand  was 
created  by  misleading  advertising.” 

In  another  action.  Nelson,  D-Wis.,  urged 
the  FDA  to  restrict  cyclamate-sweetened 
products  to  a prescription-only  basis. 

In  a letter  to  FDA,  Nelson  said  “tens  of 
millions  of  children  and  adults  across  the 
nation  are  unwittingly  being  exposed  to  po- 
tentially serious  health  hazards  by  the  un- 
necessary consumption  of  cyclamate-sweet- 
ened soft  drinks,  cereals,  desserts  and  'sugar’ 
coated  pills.” 

He  added  “increasing  scientific  evidence 
indicates  that  cyclamates  can  cause  chrom- 
osome breakdown,  the  birth  of  undersized 
offspring  in  animals,  interference  with 
effectiveness  of  certain  antibiotics,  persistent 
diarrhea,  liver  diseases,  skin  irritation  and 
eruption,  difficulty  with  blood  clotting  and 
high  blood  pressure.” 

Cyclamate  was  originally  developed  as  a 
sugar  substitute  for  diabetics  and  others 
forced  to  restrict  their  intake  of  sweets. 
The  FDA  recently  proposed  regulations  on 
labelling  and  ingredient  content  for  cycla- 
mate, often  used  now  as  a general  substitute 
for  sugar. 
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3.  Our  children’s  health 

The  Joint  Commission  on  Mental  Health 
of  Children  is  recommending  a broad  pro- 
gram aimed  at  bettering  the  health  of  the 
nation’s  children  and  youths  at  an  estimated 
cost  of  $8  billion  to  $10  billion  a year. 

The  Commission  recently  disclosed  its 
recommendations  to  the  annual  meeting  of 
the  American  psychiatric  Association  in  ad- 
vance of  its  report  to  Congress.  The  54- 
member  commission  — which  has  completed 
a three-year,  $1.5  million  study  — was  es- 
tablished by  Congress  in  1965. 

Sen.  Abraham  A.  Ribicoff  (D.,  Conn.), 
who  introduced  the  legislation  to  set  up  the 
committee,  said  he  would  promptly  introduce 
legislation  to  carry  out  the  commission’s 
recommendations. 

The  recommendations  included  national 
health  insurance  for  persons  up  to  21  or  25 
years  old ; family  planning  and  birth  control ; 
prenatal  care ; pediatric  care  for  children  up 
to  age  of  three,  and  physical  and  mental 
health  services  for  older  children. 

Other  recommendations : 

— Federal  funding  for  about  100  child 
development  councils  to  help  guide  families 
through  the  confusion  of  Government  agen- 
cies in  order  to  insure  diagnostic,  treatment 
and  preventive  services  for  children. 

— Appointment  of  a Presidential  council 
of  advisers  on  children  and  youth,  similar  in 
position  and  prestige  to  the  Council  of  Eco- 
nomic Advisers. 

— Establishment  of  state  commissions  and 
local  authorities  on  child  care. 

— Federal  financing  of  about  10  evaluation 
centers  to  consider  the  working  of  the  child 
development  councils. 

— Publicly  supported  day  care  available 
for  all  children. 

— Federal  funds  for  training  child  health 
and  welfare  personnel. 

— Tax  incentives  to  induce  people  to  ser- 
vice in  slum  areas. 

Dr.  Reginald  S.  Louri,  Washington,  D.C., 
psychiatrist,  is  chairman  of  the  joint  com- 
mission. 


Nixon,  in  a Feb.  19  message  to  Congress, 
said : 

“So  crucial  is  the  matter  of  early  growth 
that  we  must  make  a national  commitment 
to  providing  all  American  children  an  oppor- 
tunity for  healthful  and  stimulating  devel- 
opment covering  the  first  five  years  of  life.” 

4.  Drugs 

The  chairman  of  the  AMA  Committee  on 
Alcoholism  and  Drug  Dependence  estimated 
that  five  percent  of  U.S.  college  students 
have  tried  LSD  and  20  percent  of  high  school 
and  college-age  youths  have  experimented 
with  marihuana  and  other  hallucinogenic 
drugs. 

The  chairman.  Dr.  Henry  Brill  of  West 
Brentwood,  Long  Island,  N.Y.,  made  the 
estimate  in  testimony  before  the  Senate 
Health  Subcommittee. 

“And,”  he  added,  “although  no  accurate 
count  has  been  made,  there  are  signs  that 
the  abuse  of  heroin  and  other  so-called  ‘hard’ 
narcotics  is  spreading  into  the  suburbs.” 

Dr.  Brill  told  the  subcommittee  that  the 
nation’s  physicians  increasingly  “are  being 
called  upon  to  treat  patients  with  drug 
problems,  and  to  give  counsel  to  anxious  and 
bewildered  parents  who  are  discovering  that 
‘it  can  happen’  to  their  sons  and  daughters.” 

He  emphasized  the  need  for  more  research 
in  the  narcotics  field. 


The  “Missed”  Inhaled  Foreign  Body  in  Child- 
ren — H.  E.  Williams  and  P.  D.  Phelan 
(Royal  Children’s  Hosp  Research  Founda- 
tion, Melbourne).  Med  J Aust  1:625-628 
(March  22)  1969. 

A delay  in  diagnosis  of  over  one  week  oc- 
curred in  more  than  one  third  of  189  consecu- 
tive patients  who  had  inhaled  foreign  bodies. 
The  most  important  cause  was  that  the  par- 
ent or  doctor,  or  both,  were  ignorant  of  or 
disregarded  the  episode  of  inhalation  and  did 
not  consider  that  an  inhaled  foreign  body 
could  cause  the  child’s  symptoms. 
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Respiratory  Diseases 


COURSE  AND  PROGNOSIS  OF 
CHRONIC  OBSTRUCTIVE  LUNG  DISEASE 
A prospective  study  was  undertaken  to 
identify  factors  of  importance  in  the  prog- 
nosis of  chronic  obstructive  pulmonary  dis- 
ease. Ventilatory  capacity,  resting  heart 
rate,  carbon  dioxide  levels,  and  the  physi- 
cian’s assessment  were  the  most  useful 
indices. 

A group  of  200  patients  with  chronic  obstructive 
lung  disease  were  enrolled  in  a prospective  study 
designed  to  document  the  course  and  prognosis  of 
the  condition.  Patients  accepted  for  the  study  were 
admitted  to  the  hospital  for  initial  and  yearly  follow- 
up examinations.  At  quarterly  intervals  they  were 
also  asked  to  fill  in  questionaires. 

The  data  obtained  reflect  the  course  of  chronic 
obstructive  lung  disease  under  conservative  and 
individualized  medical  management  rather  than  the 
natural  history  of  the  disease.  At  the  end  of  one 
year  of  follow-up,  186  patients  were  alive.  At  the 
end  of  seven  years,  35  w’ere  alive,  104  were  known 
to  be  dead,  and  four  were  lost  to  follow-up.  The 
overall  mortality  was  50  per  cent  before  six  years. 
The  variables  analyzed  w'ere  correlated  with  sur- 
vival at  three  and  five  years.  Initial  characteristics 
found  not  to  be  significantly  related  to  prognosis  in- 
cluded age,  sex,  race,  socioeconomic  factors,  sputum 
characteristics,  bullae,  and  axis  deviation  on  the 
electrocardiogram. 

In  detennining  three-year  prognosis,  the  most 
useful  indices  were  ventilatory  capacity,  resting 
heart  rate,  evidence  of  cardiac  disease,  measurements 
relating  to  hypercapnia,  and  physician’s  assessments 
of  disease  severity.  Forced  expiratory  volume  in 
one  second  (FEVi),  maximum  voluntary  ventilation, 
and  maximum  midexpiratory  flow  rate  were  also 
useful.  Less  useful  were  vital  capacity  (VC), 
FEVi/VC  ratio,  diffusing  capacity  (Di),  and  ratio 
of  residual  volume  to  total  lung  capacity  or  nitrogen 
washout  cuiwe.  A prominent  R wave  in  Lead  V^R 
was  the  most  important  electrocardiographic  finding. 
Residual  volume,  total  lung  capacity,  and  history  of 
dyspnea  were  not  closely  related  to  survival. 

Only  two  deaths  occurred  among  31  patients  with 
FEV,’s  of  1.15  liters  or  more  and  resting  pulse  rates 
below  78  per  minute.  This  was  a lower  mortality 
than  expected  for  a normal  population  of  the  same 
age.  However,  there  were  but  three  survivors  among 
26  patients  who  had  FEVi’s  below  0.75  liter  and 
pulse  rates  above  90  per  minute. 

In  simple  regressions,  change  in  FEVi  over  two 
years  did  not  correlate  with  subsequent  survival, 
apparently  because  of  the  tendency  of  patients  with 
the  highest  FEVi’s,  who  have  an  excellent  prognosis, 
to  show  the  greatest  decline  in  FEVi.  When  initial 
FEVi  was  held  constant  in  a multiple  regression 
analysis,  changes  in  FEVi  over  two  years  added 
significantly  to  the  prediction  of  subsequent  mortal- 
ity. Thus,  the  course  of  expiratory  slowing  was  a 
useful  guide  to  prognosis  if  considered  in  conjunction 
with  the  initial  FEVi  level.  The  obseiwed  rate  of 
change  in  diffusing  capacity  was  also  significantly 
related  to  subsequent  survival  when  initial  FEVi  -was 
held  constant. 

A multiple  regression  analysis  that  took  into 
account  obseiwed  changes  in  variables  over  two 


years  in  addition  to  initial  observations  indicated 
that  the  initial  severity  of  expiratory  slowing,  the 
initial  heart  rate,  and  the  rate  of  decline  of  expira- 
toiy  flow  rate  were  independently  useful  in  prog- 
nosis. Consideration  of  these  three  features  reduced 
the  apparent  prognostic  value  of  other  observations 
to  insignificant  levels. 

COURSE  OF  FINDINGS 
Most  objective  findings  showed  a systematic 
worsening  with  time  in  suiwiving  patients.  The 
FEVI  appeared  to  fall  approximately  75  ml  per 
year,  and  courses  of  patients  were  more  uniform 
than  expected.  At  this  rate  the  disease  would  need 
to  progress  for  20  to  30  years  before  ventilatory 
impairment  became  severe  enough  to  produce  clini- 
cally significant  dyspnea.  Once  mild  chronic  dyspnea 
had  developed,  the  expectation  would  be  progression 
to  severe  disability  in  from  six  to  10  additional 
years.  These  durations  are  compatible  with  the 
clinical  histories  obtained  from  patients  with  the 
disease  and  suggest  that  the  disease  must  begin 
quite  early  in  life,  perhaps  even  in  childhood.  An 
onset  of  disease  in  childhood  is  also  suggested  by  the 
finding  of  early  emphysematous  changes  in  the 
lungs  of  teenagers  dying  of  accidents  or  trauma. 

It  appears  that  the  impression  that  chronic  ob- 
structive lung  disease  is  a variable  and  unpredictable 
disorder  with  fluctuating  abnormalities  is  the  re- 
sult of  three  things:  the  relatively  small  yearly 
changes  in  pulmonary  function  tests,  the  tendency 
of  clinicians  to  remember  exceptional  cases,  and  the 
optimistic  attitude  of  both  patients  and  physicians. 

Prognosis  may  be  simply  estimated  as  having 
clinical  usefulness  as  follows: 

With  m-ild  to  moderate  expiratory  slowing 
(FEVI  more  than  1.15  liters)  five-year  expectancy 
is  near  normal  in  uncomplicated  cases  and  close 
to  66  per  cent  in  patients  with  evidence  of  cardiac 
disease  or  tachycardia  at  rest. 

With  moderately  severe  ventilatory  impairment 
(FEVI  of  0.75  to  1.15  liters),  there  is  a 66  per  cent 
five-year  survival,  but  this  figure  is  reduced  to  33 
per  cent  if  evidence  of  cardiac  disease,  tachycardia 
at  rest,  hypercapnia,  or  a very  low  pulmonary 
diffusing  capacity  is  also  present. 

With  very  severe  expiratory  slowing  (FEVi 
less  than  0.75  liter)  only  33  per  cent  of  patients 
without  complications  survive  for  five  years,  and 
five-year  suiwival  is  unusual  if  there  are  any  ad- 
verse features. 

The  relation  of  smoking  habits  to  the  course  of 
the  disease  is  difficult  to  assess.  Patients  who  had 
stopped  smoking  before  entering  the  study  had  a 
poorer  suiwival  than  those  who  continued  to  smoke 
cigarettes,  but  this  was  related  to  a tendency  of 
patients  to  stop  smoking  when  their  disease  became 
severe. 

THERAPEUTIC  IMPLICATIONS 
There  is  a general  tendency  for  the  disease  to  ' 
worsen,  and  this  trend  becomes  increasingly  evident 
as  patients  are  followed  for  a prolonged  period. 
This  generally  unfavorable  course  should  not  be 
used  to  justify  a nihilistic  attitude  toward  therapy. 
There  is  little  doubt  that  symptomatic  relief  may 
be  obtained  in  many  patients  with  severe  hypoxemia 
and  cor  pulmonale  or  with  recurrent  acute  exacer- 
bations, but  the  gradual  deterioration  of  most  pa- 
tients with  chronic  obstnactive  lung  disease  is  not 
prevented  by  currently  available  therapy. 
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Inaugural  Address 


I begin  the  year  as  President  of  the  Neb- 
raska State  Medical  Association  with  much 
apprehension  and  anxiety,  but  also  with  the 
feeling  of  satisfaction  that  a physician  could 
only  have  knowing  that  he  had  been  selected 
for  this  position  by  his  peers.  Seldom  has  an 
incoming  President  had  to  follow  in  the  foot- 
steps of  so  capable  a predecessor.  Dr.  Tan- 
ner has  not  only  conducted  himself  as  Pres- 
ident of  the  Nebraska  State  Medical  Associa- 
tion in  an  exemplary  fashion,  but  he  has  been 
an  untiring  and  helpful  teacher  inculcating 
in  me  those  things  he  felt  were  necessary  to 
make  me  a good  President. 

Many  of  the  policies  of  Dr.  Tanner’s  ad- 
ministration will  continue  unchanged,  be- 
cause any  improvement  on  them  would  be 
difficult  to  make.  First  among  these  is  the 
continued  introduction  of  Laws  into  the 
legislature  instead  of  reacting  critically  to 
the  kind  of  legislation  that  is  unfavorable. 
Constructive  steps  are  invariably  more  effec- 
tive than  reactionary  measures.  It  is  my  be- 
lief that  our  most  pleasant  relationship  with 
South  Dakota  in  the  Regional  Medical  Pro- 
gram should  be  continued,  and  our  apprecia- 
tion for  Dr.  Hap  Morgan’s  capable  direction 
of  this  Program  is  indeed  difficult  to  put 
into  words. 

This  past  year  I have  had  opportunity  to 
speak  to  members  of  the  other  states  who 
are  involved  in  Regional  Medical  Progi-ams, 
and  I find  that  a few  do  have  a dual  state 
relationship.  It  seems  to  me  that  our  rela- 
tionship with  South  Dakota  has  been  the 
most  successful  of  all. 

There  will  be  some  new  committee  mem- 
bers as  well  as  those  who  still  have  tenure 
to  continue  on  with  the  work  of  the  various 
committees. 

It  is  my  belief  that  the  tremendously  im- 
portant Comprehensive  Health  Planning  law 
is  going  to  require  more  activity  on  the  part 
of  the  Nebraska  State  Medical  Association. 
I believe  that  we  will  have  to  work  in  close 
cooperation  with  the  committee  that  was 
formed  by  the  Governor  during  the  past  year. 
I believe  that  this  bill  is,  in  all  probability. 


J.  WHITNEY  KELLEY,  M.D. 
Omaha,  Nebraska 


potentially  the  most  influential  bill  concern- 
ing medicine  that  has  ever  been  introduced  in 
this  country  by  Congress.  This  Bill  is  loosely 
written  and  is  going  to  require  a good  deal 
of  guidance  and  direction  so  that  it  may 
achieve  the  objectives  that  Congress  intended 
for  it.  The  Medical  profession  can  proffer 
a great  deal  to  ascertain  that  this  bill  is  im- 
plemented in  a form  that  will  be  most  benefi- 
cial to  the  people  of  the  State  of  Nebraska — 
our  patients,  if  the  doctors  do  not  take  an 
active  role  in  helping  to  guide  this  program, 
it  will  be  done  by  others.  It  is  entirely 
possible  that  these  “others”  will  be  motivated 
by  less  altruistic  principles  than  we  phy- 
sicians would  like. 

As  Dr.  Nye  has  pointed  out  innumerable 
times,  the  real  focus  for  action  in  Compre- 
hensive Health  Planning  should  be  done  at 
the  local  level.  Each  of  the  community  areas 
in  the  state  should  devote  itself  to  active 
designing  as  quickly  as  possible. 

It  is  my  belief  that  the  Nebraska  State 
Medical  Association  should  take  an  active 
part  in  promoting  the  idea  which  originated 
in  the  American  Medical  Association:  that 
health  insurance  be  financed  by  income  tax 
deductible  dollars,  and  have  the  government 
finance  the  premiums  of  those  indigents  who 
are  unable  to  pay  for  their  insurance.  This 
health  and  accident  insurance  should  be  ad- 
ministered by  existing  insurance  agencies, 
such  as  Blue  Cross-Blue  Shield  or  the  private 
carriers.  This  would  permit  those  who  could 
afford  pajonent  for  medical  services  to  do  so, 
and  would  provide  medical  services  for  those 
people  who  cannot  afford  to  pay  the  fees. 
This  idea  would  also  allow  the  highly  effi- 
cient and  experienced  insurance  companies 
to  use  their  efficient  service. 

In  government  hands,  this  has  proved 
slightly  less  than  satisfactory. 

During  my  year  as  President  I shall  wel- 
come your  assistance  and  any  suggestions 
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you  may  have  for  the  betterment  of  the 
Nebraska  State  Medical  Association.  I will 
try  to  the  best  of  my  ability  to  be  the  kind 
of  President  that  Frank  has  been,  doing  the 
job  in  as  fine  a fashion  as  he  has  done. 

And  now,  I wish  to  thank  Father  Decker 
for  being  here  and  for  giving  the  invocation. 
Father  Decker  has  been  my  friend  for  a good 
many  years  and  I appreciate  his  efforts. 

The  increasing  needs  for  more  health  man- 
power are  becoming  critical.  The  needs  for 
more  rural  physicians  is  the  single  most  im- 
portant problem  of  our  times.  Fifteen  of 
our  rural  counties  have  no  physicians  at  all. 

The  need  for  a great  increase  in  nursing 
education  in  an  atmosphere  of  closing  nur- 
sing schools  is  frightening.  We  are  many 
hundreds  of  nurses  short  of  the  needs,  and 


the  problem  will  become  worse  before  it  im- 
proves. 

The  NSMA  will  continue  to  pursue  the 
solutions  to  these  problems. 

At  this  time  I should  like  to  thank  my  very 
good  friend  and  most  vigorous  competitor. 
Dr.  Chester  Farrell,  for  making  it  possible 
for  me  to  accept  this  estimable  honor  of 
being  your  President  for  the  coming  year. 
Without  Chet’s  untiring  and  very  willing 
efforts  in  my  behalf  it  would  have  been  im- 
possible for  me  to  spend  the  amount  of  time 
necessary  to  fulfill  my  duties  this  past  year, 
as  President-elect.  Chet  has  taken  care  of 
my  patients  on  every  occasion  when  I was 
busy  with  the  duties  of  my  office,  and  he 
has  done  so  graciously  and  willingly,  taking 
as  good  care  of  my  patients  as  if  they  were 
his  own. 


Speed  Kills 


While  more  than  40  percent  of  driver-er- 
ror-caused deaths  on  America’s  highways  in 
1968  were  blamed  on  excessive  speed,  only 
20  percent  of  the  injuries  were  attributed 
to  this  activity.  The  second  major  cause 
of  fatalities  blamed  on  actions  of  drivers 
was  reckless  driving.  It  figured  in  nearly 
15  percent  of  the  deaths  and  more  than  39 
percent  of  the  injuries. 

The  conclusion,  voiced  many  times  before, 
according  to  a spokesman  for  The  Travelers 
Insurance  Companies,  is  “speed  kills.’’ 

The  statistics  are  contained  in  the  annual 
booklet  on  highway  accident  data  published 
by  The  Travelers.  Figures  are  supplied  by 
state  motor  vehicle  departments. 

Other  major  factors  involving  actions  of 
drivers  resulting  in  deaths  and  injuries  in- 
clude driving  on  the  wrong  side  of  the  road, 
not  having  the  right-of-way,  and  driving  off 
the  roadway. 

In  the  ten  year  period  from  1959  through 
1968,  young  driver  involvement  in  fatal  ac- 
cidents increased  more  than  20  percent. 
Last  year,  precisely  one-third  of  people  at  the 
wheel  when  accidental  death  occurred  in  car 


crashes  were  25  years  or  younger.  The  im- 
plications of  immaturity  expressed  by  speed 
is  inescapable,  said  The  Travelers  spokesman, 
“under-25  drivers  amount  to  only  one-fifth 
of  the  driver  total  but  they  are  in  the  ter- 
rible middle  of  one-third  of  all  fatal  auto 
crashes.” 

The  1968  traffic  death  toll  reached  55,300, 

3.000  more  than  were  killed  in  1967.  In- 
juries in  1968  rose  to  4,400,000  from 

4.200.000  in  1967. 


Hemihepatectomy  for  Liver  Metastases  — 
E.  S.  R.  Hughes  et  al  (Royal  Melbourne 
Hosp,  Melbourne).  Med  J Aust  1:569-572 
(March  15)  1969. 

Hemihepatectomy  was  performed  for  soli- 
tary metastasis  in  three  patients.  Two  of 
these  patients  had  right,  and  one,  left  hemi- 
hepatectomy. After  operation,  the  two 
patients  undergoing  right  hemihepatectomy 
developed  jaundice,  and  one  showed  clinical 
evidence  of  hypoproteinemia.  Regeneration 
of  the  resected  liver  occurred  quickly  to  pro- 
duce an  improved  state  of  health. 
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Medicinews 


AMA  - New  York  City 

An  abundance  of  valuable  information  will 
be  presented  in  a variety  of  interesting  ways 
to  those  attending  the  American  Medical 
Association’s  1969  Annual  Convention  in 
New  York  City. 

Some  information  will  be  available  to 
visitors  in  the  comfort  of  their  convention 
hotels  or  motels.  This  will  be  through  the 
special  televising  of  convention  news,  inter- 
views, panels,  and  scientific  presentations. 

Such  TV  programming,  a highlight  of 
AMA  Annual  and  Clinical  conventions  in 
recent  years,  will  be  available  from  5 p.m. 
to  midnight  Sunday,  July  13;  from  7 a.m. 
to  9 a.m.  and  from  5 p.m.  to  midnight  Mon- 
day through  Wednesday,  July  14  through 
16;  and  from  7 a.m.  to  9 a.m.  Thursday, 
July  17. 

Much  of  the  scientific  activity  of  the  July 
13  through  17  Annual  Convention  will  be 
in  the  Coliseum  and  New  York  Hilton  Hotel. 
The  House  of  Delegates  will  meet  at  the 
Americana  Hotel. 

In  addition  to  papers  and  lectures  which 
will  be  presented  in  the  Coliseum  and  New 
York  Hilton,  there  will  be  exhibits,  color 
closed  circuit  television,  and  medical  motion 
pictures. 

Some  250  to  300  scientific  exhibits  are 
expected  at  the  Coliseum,  including  special 
ones  on  arthritis,  pulmonary  function,  fresh 
tissue  pathology,  fractures,  resuscitation,  and 
laboratory  medicine. 

Industrial  exhibits  also  will  be  on  view  at 
the  Coliseum. 

From  rooms  set  aside  at  the  Coliseum, 
viewers  will  be  able  to  see  closed  circuit 
scientific  presentations  televised  in  color 
from  Cornell  University  Medical  Center. 

The  Coliseum  also  will  be  the  site  of  medi- 
cal film  showings,  including  the  premiere 
showing  of  some  new  films. 


Nebraska  & HEW 

HEW  has  announced  a revision  of  its 
regions.  Nebraska  will  become  part  of  the 
new  Region  VII,  with  headquarters  at  Den- 
ver. 


Hill-Burton 

Sen.  Javits  has  introduced  a bill  proposing 
Hill-Burton  changes  and  a program  to: 

1.  End  grants  for  acute  hospital  beds. 

2.  Reduce  grants  from  270  million  dol- 
lars to  150  million  dollars  a year. 

3.  Guarantee  500  million  dollars  a year 
in  loans  for  hospital  modernization  and  con- 
struction. 

4.  Divert  funds  into  facilities  for  ex- 
tended care  and  ambulatory  and  health 
centers. 


Radiation  in  school 

A joint  state-federal  survey  to  assess 
health  implications  in  the  use  of  radiation 
producing  electronic  equipment  in  high 
school  science  classes  will  be  started  next 
week  in  a nationwide  selection  of  schools,  it 
was  announced  today  by  Commissioner  Chris 
A.  Hansen  of  the  Environmental  Control 
Administration,  U.  S.  Department  of  Health 
Education  and  Welfare. 

The  survey  will  be  conducted  in  one  metro- 
politan area  in  each  of  the  nation’s  nine 
Public  Health  Service  regions.  About  20 
high  schools  in  each  area  have  been  selected 
for  the  study  for  a national  total  of  about 
200  institutions. 


New  president  of  IMA 

Duane  L.  Block,  M.D.,  Dearborn,  Mich.,  is 
the  new  president  of  the  Industrial  Medical 
Association,  international  society  of  phy- 
sicians in  industry.  The  gavel  was  turned 
over  to  him  by  David  H.  Goldstein,  M.D., 
retiring  president,  at  the  business  session  of 
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the  Association’s  54th  annual  meeting  at  the 
Shamrock  Hilton  Hotel,  Houston,  Texas. 

Knudsen  Award  to  Dr.  Irvin 

Semon  E.  Knudsen,  President  of  Ford 
Motor  Company,  recently  presented  the  In- 
dustrial Medical  Association’s  highest  a- 
ward — named  for  Mr.  Knudsen’s  father — to 
Dr.  Earle  A.  Irvin,  Medical  Director,  Ford 
Motor  Company. 

The  William  S.  Knudsen  Award,  estab- 
lished in  1939  by  the  late  Mr.  Knudsen,  an- 
nually recognizes  a physician  who  has  at- 
tained distinction  in  the  field  of  occupational 
medicine  and  hygiene.  A bronze  plaque, 
symbol  of  the  honor,  was  presented  to  Dr. 
Irvin  at  the  54th  annual  meeting  of  the 
Industrial  Medical  Association  held  April 
21-24,  at  the  Shamrock  Hilton  Hotel  here. 


Human  Science  Conference 

Approximately  80  students  and  counselors 
from  Nebraska  high  schools  have  planned  to 
attend  the  Eighth  Annual  Conference  on  the 
Human  Sciences.  The  conference  emphasizes 
career  opportunities  available  for  science  and 
journalism  students  interested  in  the  human 
sciences. 

The  conference  was  to  begin  on  April  24 
in  Lincoln  at  the  Nebraska  Center  for  Con- 
tinuing Education.  The  following  day,  April 
25,  programs  continued  at  the  Nebraska  Psy- 
chiatric Institute  in  Omaha. 

Information  on  professional  and  nonpro- 
fessional careers  in  the  fields  of  mental 
health  and  mental  retardation  were  stressed 
during  the  2-day  conference.  The  program 
included  briefing  sessions,  separate  science 
and  journalism  panels,  tours  of  the  Nebraska 
Psychiatric  Institute  and  discussion  periods 
with  various  professional  workers  engaged 
in  training,  research,  treatment  and  com- 
munity services. 

The  theme  of  this  year’s  conference  is 
“No  Man  Is  An  Island.’’  It  conveys  the  fact 
that  man,  by  his  very  nature,  must  interact 
with  others.  He,  therefore,  must  necessarily 
help  himself  and  others  to  live  productively 
and  in  harmony.  A career  in  the  human 


sciences  provides  him  with  an  opportunity 
to  do  so. 

Sponsors  of  the  conference  were  the  De- 
partment of  Public  Institutions,  Department 
of  Health,  Nebraska  Psychiatric  Institute 
and  the  Nebraska  Congress  of  Parents  and 
Teachers. 


The  fifty-year  doctors 

Eight  physicians  were  scheduled  for  hon- 
ors at  the  banquet  on  April  30,  1969,  for 
their  dedicated  provision  of  medical  care  to 
Nebraska;  each  has  practiced  for  50  years. 


They  are: 

Doctor  Mary  Bitner Tucson,  Ariz. 

Doctor  F.  D.  Coleman  Lincoln 

Doctor  Maurice  Howard Omaha 

Doctor  Fred  Metheny Hastings 

Doctor  Wilson  Moody  Omaha 

Doctor  Robert  C.  Olney Lincoln 

Doctor  Ernest  Wegner  Lincoln 

Doctor  Ray  Wycoff  Lexington 


Private  practice 

A warning  that  the  private  practice  of 
medicine  as  we  know  it  may  die  unless  dras- 
tic actions  are  taken  was  voiced  recently  by 
the  outgoing  president  of  the  American 
Society  of  Internal  Medicine. 

Speaking  at  the  annual  meeting  of  the 
organization.  Dr.  Robert  S.  Long,  Omaha, 
said  that  one  reason  for  this  warning  is  that 
the  academic  establishment  is  exerting  too 
much  influence  on  medical  students  at  dif- 
ferent levels  of  their  education. 

He  said,  “Too  much  brainwashing  of  stu- 
dents, interns,  and  residents  is  still  going 
on  in  our  medical  schools  trying  to  persuade 
them  that  each  and  every  one  should  go  on 
to  be  a pure  super-specialist  or  a pure  re- 
searcher or  a combination  of  these  two.” 

He  called  on  medical  teachers  to  “exert 
greater  efforts  to  orient  suitable  students 
toward  private  practice  and  practical  patient 
care.” 

Said  Doctor  Long,  “Unless  we  do,  it  will 
not  be  long  before  there  are  no  more  private 
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practitioners.  Everyone  will  be  in  a salaried 
hospital,  medical  school,  governmental  or  ad- 
ministrative position.” 

Project  Head  Start  & the  AAP 

The  American  Academy  of  Pediatrics  has 
reaffirmed  its  commitment  to  Project  Head 
Start,  and  the  Medical  Consultation  Service 
which  the  AAP  is  currently  directing  for 
Head  Start  programs  throughout  the  coun- 
try. 

The  Academy  also  emphasized  its  con- 
tinuing commitment  to  work  closely  with 
government  to  support  other  innovative  ef- 
forts and  approaches  which  will  provide 
comprehensive  health  services  for  children. 

In  this  regard,  the  American  Academy  of 
Pediatrics’  Executive  Board  supported  the 
recent  decision  of  Secretary  of  Health,  Ed- 
ucation, and  Welfare,  Robert  H.  Finch,  to 
operate  Project  Head  Start  through  a new 
Office  of  Child  Development  which  will  be 
located  in  HEW. 


The  Emergency  Physician 

The  increasing  patient  loads  in  Emergency 
Departments  across  the  country  has  under- 
scored the  need  for  a new  type  of  physician 
— a specialist  in  emergencies : the  Emer- 

gency Physician. 

To  assist  this  new  breed  of  physicians  the 
American  College  of  Emergency  Physicians 
was  organized  in  August,  1968. 

A nucleus  of  physicians  — both  from  full- 
time and  parttime  Emergency  care  groups 
in  Michigan  — chartered  the  American  Col- 
lege of  Emergency  Physicians  and  have  or- 
ganized the  College  on  a nationwide  basis. 

At  a meeting  in  Chicago  on  February  7 
and  8,  1969,  further  steps  were  taken  to 
widen  the  scope  of  the  new  specialty  group. 
Representatives  from  19  states  were  present 
to  help  plan  the  future  of  the  college. 

One  of  the  main  purposes  of  the  College 
is  to  improve  emergency  services  rendered 
to  the  patient.  Other  aims  of  the  College 
are;  to  encourage  and  implement  the  train- 
ing and  continuing  education  of  emergency 


physicians ; to  promote  policy  which  pre- 
serves the  integrity  of  private  practice;  to 
promote  coordination  of  community  emer- 
gency care  facilities  and  personnel;  to  ad- 
vance the  ethical  standards  of  the  private 
practice  of  Emergency  Medicine  and  Surgery. 

The  first  and  most  important  order  of 
business  is  to  attract  those  physicians  who 
are  working,  fulltime  or  parttime,  in  Emer- 
gency Departments  across  the  country. 

For  information  write:  Executive  Secre- 

tary, Am.erican  College  of  Emergency  Phy- 
sicians, 120  West  Saginaw  Street,  East 
Lansing,  Mich.  48823;  or  the  representative 
in  your  area: 

Harris  B.  Graves,  M.D. 

Nebraska  Methodist  Hospital 
8301  Dodge  Street 
Omaha,  Nebraska  68114 


Medicare  payments 

A request  for  payment  of  Medicare  bene- 
fits filed  with  a hospital  by  or  on  behalf  of 
a hospitalized  elderly  patient  will  now  be 
considered  a written  intent  to  claim  both 
hospital  insurance  benefits  under  Medicare 
and  cash  social  security  benefits,  Robert  M. 
Ball,  Commissioner  of  Social  Security,  an- 
nounced recently.  This  change  became  ef- 
fective upon  publication  of  a new  regulation 
in  the  Federal  Register  of  May  2. 

Ball  said  that  under  the  new  procedure 
the  request  for  payment  of  benefits  filed 
with  the  hospital  will  serve  to  protect  the 
person’s  social  security  and  Medicare  bene- 
fits during  the  period  between  the  admis- 
sion to  the  hospital  and  the  taking  of  a 
formal  application  for  benefits.  He  said  that 
in  the  event  that  a patient  died  before  he  had 
an  opportunity  to  file  the  claim,  the  applica- 
tion could  be  obtained  from  a member  of  the 
patient’s  family,  a representative  of  his  es- 
tate, or  even  the  hospital  itself. 

Ball  cautioned  older  people  not  to  wait 
until  they  were  in  a medical  emergency  be- 
fore thinking  about  Medicare.  “The  ideal 
time  to  sign  up  for  both  hospital  insurance 
and  doctor  bill  insurance  under  Medicare  is 
still  sometime  in  the  3 months  before  the 
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month  in  which  the  person  will  be  65.  The 
new  regulation  merely  saves  loss  of  hospital 
insurance  benefits  in  those  cases  where,  for 
some  reason,  possible  ignorance  of  the  law, 
the  person  has  failed  to  sign  up  for  the 
benefits  until  he  had  a pressing  need  for 
them,”  he  said. 


Blue  Shield  goes  British 

That  great  American  institution  — Blue 
Shield  — has  gone  British. 

The  British  United  Provident  Association, 
(BUPA),  a private  health  care  financing 
organization  which  is  thriving  amidst  the 
National  Health  Service  system  of  Great 
Britian,  has  become  an  affiliate  member  of 
the  National  Association  of  Blue  Shield 
Plans. 

The  action,  which  for  the  first  time  ex- 
tends Blue  Shield  beyond  the  Atlantic,  was 
taken  during  the  annual  business  meeting 


of  Blue  Shield  Plans  in  Chicago,  April  11-13, 
1969. 

The  82  Blue  Shield  Plans  in  the  United 
States,  Puerto  Rico  and  Canada  serve  more 
than  77  million  persons,  and  pay  $2.8  billion 
a year  in  health  care  claims. 

Despite  Great  Britian’s  National  Health 
Service  system,  there  are  well  over  2 million 
British  citizens  today  who  are  willing  to  pay 
their  own  health  care  expenses.  This  is  done 
through  a variety  of  private  prepayment 
organizations  such  as  the  BUPA,  which  is  by 
far  the  largest  with  11/2  million  members. 

The  British  organization  was  started  in 
1948  with  80,000  members.  In  1968,  BUPA 
had  subscription  income  of  IIV2  million 
pounds  ($27  million).  The  organization  has 
built  a chain  of  hospitals  to  serve  their  sub- 
scribers. The  hospitals  were  financed 
through  BUPA’s  investment  program  and 
the  support  of  members  in  local  communities. 


BRITISH  UNITED  PROVIDENT  ASSOCIATION  officials  (left  to  right)  Eric  D.  Roberts, 
general  manager;  Paul  Dean,  member  of  Parliament;  John  F.  Staddon,  director.  Institute  of 
Directors;  and  E.  F.  Webb,  chairman  of  BUPA. 
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VA  builds  newer  hospital 

A new  structural  concept  expected  to  pro- 
vide flexibility  needed  to  accommodate 
changing  patterns  of  medical  technology  will 
be  incorporated  in  a V eterans  Administration 
hospital  to  be  built  in  San  Diego,  California. 

The  VA  has  awarded  a construction  con- 
tract to  J.  W.  Bateson  Co.,  Inc.,  of  Dallas, 
low  bidder  for  the  811-bed  facility.  The 
amount  of  the  contract  is  $34. 5-million,  and 
construction  is  expected  to  start  at  the  end 
of  April. 

The  new  hospital  will  be  built  adjacent  to 
a University  of  California  Medical  School. 
It  will  consist  of  541  beds  for  general  and 
surgical  patients,  and  270  for  various  types 
of  mental  patients. 

One  of  the  seven  floors  will  be  devoted  en- 
tirely to  medical  research  in  coordination 
with  the  medical  school. 

A first  for  hospitals  in  the  U.S.  is  the 
long-span  construction  to  be  incorporated  in 
the  new  building  that  will  eliminate  the  need 
for  columns  which  normally  provide  obstacles 
in  the  use  of  floor  space. 

Among  other  innovations  embodied  in  the 
San  Diego  hospital  plans  are  interior  walls 
designed  to  permit  easy  relocation,  and  outer 
walls  which  allow  for  possible  enlargement 
to  meet  future  needs,  adding  as  much  as 
168,000  square  feet  of  floor  space. 

Space  is  provided  between  floors  for 
mechanical  and  electrical  equipment  which 
can  be  easily  relocated  to  the  adjustable  in- 
terior partitions  to  meet  changes  required 
in  the  use  of  additional  floor  space. 

The  structure  will  be  contemporary  in 
style  and  compatible  with  other  buildings 
on  the  university  grounds.  It  will  be  massive 
in  size  and  appearance,  and  is  expected  to 
be  watched  closely  by  hospital  personnel 
across  the  nation  and  the  construction  indus- 
try because  of  its  radical  innovations,  the 
VA  said. 

Many  San  Diego  area  veterans  are  current- 
ly being  served  by  a number  of  VA  contract 
beds  at  San  Diego  Naval  Hospital,  as  well 
as  at  the  Long  Beach  hospital. 


NIH  appoints 

The  appointment  of  three  senior  staff 
officers  of  the  NIH  National  Cancer  Insti- 
tute was  announced  recently  by  Dr.  Kenneth 
M.  Endicott,  Institute  Director 

Dr.  Jesse  L.  Steinfeld,  who  came  to  the 
National  Cancer  Institute  from  the  Univer- 
sity of  Southern  California  last  year  as  As- 
sociate Director  for  Program,  becomes  the 
Institute’s  first  Deputy  Director.  Dr.  Na- 
thaniel I.  Berlin,  appointed  Scientific  Director 
for  General  Laboratories  and  Clinics,  will 
continue  to  serve  also  as  Clinical  Director. 
Louis  M.  Carrese  becomes  Associate  Director 
for  Program  Planning  and  Analysis,  having 
served  as  deputy  to  Dr.  Steinfeld  in  that 
area. 


Loans  for  assistants 

Any  qualified  young  person  wishing  to 
pursue  a career  as  a medical  assistant  may 
apply  for  a scholarship  loan  through  the 
Maxine  Williams  Scholarship  Fund,  spon- 
sored by  the  American  Association  of  Medi- 
cal Assistants’  Endowment.  This  foundation 
was  established  in  October  1968  to  administer 
the  scholarship  fund. 

Participants  in  the  loan  program  may  bor- 
row up  to  $300  for  their  education.  As  a 
service  to  the  profession,  AAMA  assumes 
all  administrative  costs  so  there  is  no  interest 
rate  on  the  loan.  If  the  recipient  spends  a 
minimum  of  two  years  in  the  medical  assist- 
ing field,  the  loan  becomes  an  outright 
scholarship,  and  no  repayment  is  required. 

The  fund,  named  in  honor  of  Miss  Maxine 
Williams,  AAMA’s  first  president,  is  sup- 
ported entirely  by  private  donations  from 
state  medical  assistant  associations  as  well 
as  local  chapters.  Contributions  are  tax 
deductible  as  an  educational  expense. 

To  be  eligible  for  a loan,  one  must  be  a 
high  school  graduate  who  wishes  to  take 
formal  training  in  medical  assisting.  At  the 
present  time,  AAMA  is  working  with  the 
American  Medical  Association  on  an  approval 
program,  eventually  leading  to  a standard 
medical  assisting  curriculum.  The  suggested 
two-year  program  recommends  both  admin- 
istrative and  clinical  training  for  an  Associ- 
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ate  Arts  degree  at  an  accredited  community 
or  junior  college. 

Application  blanks  and  information  about 
the  Scholarship  Loan  Fund  may  be  obtained 
from  American  Association  of  Medical  As- 
sistants, 200  East  Ohio  Street,  Chicago, 
Illinois  60611. 

Tenn.  G.P.  of  the  year 
on  AAGP  staff 

Dr.  Thomas  W.  Johnson,  a physician,  has 
joined  the  staff  of  the  American  Academy 
of  General  Practice  as  Field  Secretary  of  the 
Division  of  Education,  according  to  an  an- 
nouncement recently  by  Mac  F.  Cahal,  exec- 
utive director. 

In  his  new  post  Dr.  Johnson  will  work  with 
medical  schools  and  teaching  hospitals  in 
setting  up  undergraduate  and  graduate  (res- 
idency) programs  in  the  new  specialty  of 
Family  Practice. 


How  to  Test  Stethoscopes  — P.  Y.  Ertel, 
M.  Lawrence,  and  W.  Song  (2015  W.  Morse 
Ave,  Chicago).  Med  Res  Eng  8:7-17  (Jan- 
Feb)  1969. 

An  acoustical  test  system  for  evaluating 
stethoscope  performance  is  described,  to- 
gether with  verification  studies  which  de- 
termined the  selection  of  all  test  components. 
The  studies  included  observations  of  the 
acoustical  behavior  of  the  human  ear  and 
chest  wall  when  coupled  to  stethoscopes. 
Mechanical  acoustic  analogs  were  designed, 
as  components  of  the  test  system,  to  dupli- 
cate the  acoustical  contributions  of  human 
ears  and  chest  wall.  Correlation  was  estab- 
lished between  objective  frequency  response 
curves  obtained  from  this  test  system,  and 
calibrated  subjective  evaluations  of  stetho- 
scope performances.  Response  curves  illus- 
trate differing  performances  resulting  from 
basic  design  variations.  Shallow  bells  and 
single-tubing  outlets  consistently  attenuate 
high-frequency  responses.  Diaphragms  act 
as  high-pass  filters. 


Physicians  As  Patients:  Private  Psychiatric 
Hospital  Experience  — M.  0.  Vincent,  E. 
A.  Robinson  and  L.  Latt  (Homewood  Sani- 
tarium, Guelph,  Ontario).  Canad  Med 
Assoc  J 100:403-412  (March  1)  1969. 

This  is  a Canadian  study  of  a retrospec- 
tive analysis  of  93  physicians  admitted  to  a 
private  psychiatric  hospital  over  a seven- 
year  period  ending  in  1967.  Comparisons 
are  made  with  the  American  and  British 
studies.  General  practitioners  were  under- 
represented, and  anesthetists  over-represent- 
ed in  the  patient  group.  The  incidence  of 
alcoholism  and  drug  addiction  was  higher 
than  in  the  American  and  British  studies. 
The  primary  diagnosis  of  psychoneurosis 
and  affective  psychosis  is  less  frequent  than 
in  the  other  two  studies.  Evidence  of  denial 
of  illness  and  delay  in  seeking  treatment 
is  noted,  which  is  felt  to  contribute  to  the 
high  incidence  of  addictions  and  family 
breakdown.  Denial  and  delay  are  factors 
that  relate  to  the  high  incidence  of  suicide 
noted  in  other  studies. 
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From  the  Editor 


Adolescent  unrest 

“Adolescent  Unrest  and  the  Schools:  The 
Impact  on  Health”  will  be  the  theme  of  the 
11th  annual  pre-convention  session  on  school 
health  in  conjunction  with  the  opening  of 
the  AMA  Annual  Convention  in  New  York 
City  this  summer. 

The  meeting,  scheduled  at  7 :30  p.m.,  Sun- 
day, July  13,  in  the  Americana  Hotel,  will 
feature  guest  speaker  Robert  P.  Masland,  Jr., 

M. D.,  chief  of  the  adolescents’  unit.  Child- 
ren’s Hospital  Medical  Center,  Boston,  fol- 
lowed by  a panel  of  physicians  and  educators 
discussing  school  problems. 

Sponsors  of  the  evening  session  are  the 
AMA  and  the  American  School  Health 
Association.  For  additional  information, 
write  to  Di.  William  Carlyon,  Department  of 
Health  Education,  AMA. 

Diabetes  workshop 

The  “hows”  of  conducting  a diabetes  de- 
tection program  at  the  community  level  will 
be  presented  at  an  all-day  Workshop  on  Sat- 
urday, July  12,  1969,  at  the  New  York  Hilton, 

N. Y.C.  The  Workshop  will  be  sponsored  by 
the  Disease  Detection  Information  Bureau. 

National  experts  in  the  diabetes  detection 
field  will  discuss  “Practical  Planning  for 
Community  Screening  Programs.” 

The  Workshop  is  open  without  charge  to 
professional  and  lay  persons  interested  in  or 
involved  in  diabetes  detection  programs  at 
the  community  level.  Preregistration  is 
required ; information  and  registration  ma- 
terial are  available  from  DDib,  3553  West 
Peterson  Avenue,  Chicago,  Illinois  60645. 

Driver  limitation  exhibit 

To  provide  practicing  physicians  with  in- 
formation on  the  role  of  physical  and  mental 
considerations  in  traffic  safety,  the  AMA  has 
created  a new  exhibit,  “Medical  Aspects  of 
Driver  Limitation.” 

Developed  by  the  AMA  Committee  on 
Medical  Aspects  of  Driver  Limitation,  the 
ten-foot,  illuminated  exhibit  illustrates  that 


driver  impairments  are  probably  involved  in 
more  than  50  per  cent  of  all  auto  crashes, 
and  an  even  higher  rate  in  crashes  involving 
fatalities.  It  also  lists  the  measures  phy- 
sicians can  take  to  reduce  this  toll,  features 
AMA  publications  and  guides  for  identifying 
and  correcting  drivers’  limitations,  and  vis- 
ually projects  slides  of  20  common  impair- 
ments. 

The  exhibit  is  designed  for  national  medical 
meetings,  but  arrangements  may  be  made 
for  presentation  at  state  meetings  by  writing 
the  Committee  on  Medical  Aspects  of  Driver 
Limitation,  AMA. 

Dr.  Kimball  installed 

Dr.  Kenneth  F.  Kimball  of  Kearney, 
Nebraska,  was  installed  Sunday,  April  27, 
1969,  as  president  of  the  Nebraska  Chapter 
of  the  American  College  of  Surgeons  meeting 
at  the  Fontenelle  Hotel  in  Omaha,  Nebraska. 
Dr.  Kimball  succeeds  outgoing  president  Dr. 
John  G.  Wiedman  of  Lincoln.  Other  officers 
elected  are  Dr.  John  C.  Filkins  of  Omaha, 
president-elect  and  Dr.  Barney  B.  Rees,  also 
of  Omaha  secretary-treasurer. 

The  annual  Fall  Clinical  Meeting  will  be 
held  at  the  Nebraska  Methodist  Hospital  in 
Omaha  on  November  6th,  1969. 

Medicaid  fee  schedule 

HEW  Under  Secretary  Veneman  has  an- 
nounced that  HEW  plans  to  impose  fee 
schedules  for  its  medicaid  program ; the 
schedules  will  be  based  on  prevailing  Blue 
Shield  plans. 

LPN  to  RN  in  NY 

New  York  City  is  starting  a 17-month  pro- 
gram to  train  licensed  practical  nurses  as 
registered  nurses. 

New  Mexico  ends  Medicaid 

The  New  Mexico  legislature  has  voted  to 
direct  the  state  health  department  to  end 
its  Medicaid  program  and  to  seek  federal 
approval  of  a new  minimum-level  program, 
to  bring  Medicaid  costs  down  to  New  Mexico’s 
ability  to  support  the  program. 
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While  Making  Rounds 


1.  The  Doctor’s  Dictionary. 

a.  FGF 

b.  GHD 

c.  NYD 

d.  OURQ 

e.  ILD 

(Answers  on  page  410) 

2.  Quote  Unquote. 

“It  is  a characteristic  of  wisdom  not 
to  do  desperate  things.” 

— Thoreau 

“Where  there  are  three  doctors,  there 
are  two  atheists.” 

— Medieval  proverb. 

“In  conducting,  the  first  two  beats  come 
from  God,  but  then  it  gets  difficult.” 

• — Richard  Strauss 

“Our  children  are  delivered  to  schools 
in  automobiles.  But  whether  that 
adds  to  their  grades  is  doubtful.” 

— Rogers 

“I  do  not  believe  that  civilization  will 
be  wiped  out  in  a war  fought  with 
the  atomic  bomb.” 

— Einstein 

3.  Words  We  Can  Do  Without. 

Reprise 

Whitish 

Boutique 

Eburnated 

Organizational 

4.  Our  Own  Monthly  Statistical  Report. 

It  is  estimated  that  some  114,000  people 
in  the  U.S.  will  have  died  from  in- 
juries sustained  in  1968. 

5.  Strange  Disease  Of  The  Month. 

Murmekiasmosis  amphilaphes. 


6.  How  Interesting. 

The  British  have  warned  men  not  to 
help  around  the  house:  adverse  ef- 
fect on  their  health. 

7.  Who? 

Who  performed  the  first  mastoid  op- 
eration ? 

Petit. 

8.  Why  Do  We? 

Wh.-y  do  we  say  “Washington,  D.C.  ?” 

The  city  and  the  district  are  the  same. 

9.  Why  Does  Medicine  Cost  So  Much? 

Teachers’  salaries  increased  45  percent 
from  1950  to  1960. 

10.  Lines  To  Practice  By. 

“Unquiet  meals  make  ill  digestions.” 
— Shakespeare 

— F.C. 


Oral  Contraceptives  and  Cerebrovascular 
Complications  — R.  T.  Bergeron  (Div  of 
Neuroradiology,  Los  Angeles  County  Gen- 
eral Hosp,  Los  Angeles)  and  E.  H.  Wood. 
Radiology  92:231-238  (Feb)  1969. 

Cerebral  ischemia  occurred  in  eight  women 
taking  oral  contraceptives.  In  all  a well- 
established  clinical  diagnosis  was  verified  by 
angiography.  Among  the  eight  patients  ob- 
served, five  were  in  the  20-  to  34-year  age 
group,  and  three  were  in  the  35-  through  44- 
year  age  group.  The  average  duration  of 
use  of  oral  contraceptives  was  16  months. 
The  majority  of  patients  with  cerebral 
thrombosis  developing  from  contraceptive 
medication  have  some  warning,  most  often 
significant  headache,  prior  to  onset  of  the 
paretic  event,  presumably  sufficiently  in 
advance  to  avert  a stroke  by  cessation  of 
medication. 
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FEATURES 


Doctors  Make  News 


Doctor  Lynn  W.  Thompson,  Lincoln,  has 
joined  the  staff  of  the  Blair  Clinic. 

Doctor  Dorothy  Smith,  Omaha,  has  been 
named  Acting  Director  of  the  State  Depart- 
ment of  Health. 

Doctor  J.  B.  Redfield  was  recently  honored 
after  completing  48  years’  seiwice  as  North 
Platte’s  city  physician. 

Doctor  D.  L.  Wagner,  Omaha,  has  been  re- 
elected President  of  the  Nebraska  Society  of 
Anesthesiologists. 

Doctor  H.  M.  Hepperlen,  Beatrice,  was  the 
guest  speaker  before  a breakfast  session  of 
the  Fremont  Association  of  Life  Under- 
writers. 

Doctor  Samuel  I.  Fuenning,  Lincoln,  has 
been  named  one  of  the  outstanding  physical 
fitness  leaders  in  the  country  by  the  United 
States  Jaycees. 

Doctor  Wendell  Fairbanks,  Auburn,  re- 
cently attended  a post-graduate  course  on 
injuries  held  at  the  Kansas  University  Medi- 
cal Center. 

Doctor  Max  Raines,  North  Platte,  was  the 
guest  speaker  at  a recent  meeting  of  the 
Southwest  Nebraska  Sheriff  and  Peace 
Officers  Association. 

Doctor  J.  B.  Pankau,  was  recently  honored 
by  the  community  of  Dalton  having  com- 
pleted 40  years  of  medical  practice  in  that 
community. 

Doctor  R.  H.  Tibbels  recently  announced 
his  intent  to  terminate  his  practice  in  Oak- 
land and  accept  a medical  assignment  on  the 
staff  of  Bergan  Mercy  Hospital  in  Omaha. 

Cadwallader  Awards  were  presented  to 
Donald  Bucholz,  M.D.  and  to  Ben  Greenberg, 
M.D.  by  Rotary  International  District  565, 
in  April,  1969. 

On  April  16,  1969,  Rev.  Dr.  Paul  McCleave, 
Director  of  the  Department  of  Medicine  and 
Religion  of  the  AMA,  conducted  a seminar 
for  the  Panhandle  area,  held  at  the  West 
Nebraska  General  Hospital. 


Doctor  Kenneth  F.  Kimball,  Kearney,  was 
recently  installed  President  of  the  Nebraska 
Chapter  of  the  American  College  of  Sur- 
geons. Doctor  John  C.  Filkins,  Omaha,  was 
named  President-Elect  and  Doctor  Bamiey 
B.  Rees,  Omaha,  was  named  Secretary- 
Treasurer. 


Heat  Losses  From  Babies  During  Exchange 
Transfusion  — E.  N.  Hey  (5  Mistletoe  Rd, 
Newcastle  upon  Tyne,  England),  S.  Koh- 
linsky,  and  B.  O’Connel.  Lancet  1:335- 
338  (Feb  15)  1969. 

A draught-free  room  heated  to  28  to  30  C 
(82  to  86  F)  provides  reasonable  warmth 
for  most  lightly  clothed  babies,  but  deep 
body  temperature  falls  progressively  when 
an  exchange  transfusion  is  performed  under 
these  conditions  unless  active  steps  are 
taken  to  warm  the  donor  blood.  The  injec- 
tion of  unwarmed  blood  can  cause  selective 
cardiac  hypothermia  as  well  as  a general 
fall  in  deep  body  temperature.  Use  of  cold 
blood  could  precipitate  sudden  circulatory 
collapse  during  exchange  transfusion. 

Course  and  Prognosis  of  Ulcerative  Colitis 
Developing  in  Childhood  — E.  S.  R. 
Hughes  (Royal  Melbourne  H o s p,  Mel- 
bourne). Med  J Aust  1:443-444  (March) 
1969. 

Sixty-five  patients  in  whom  the  onset  of 
ulcerative  colitis  was  at  14  years  of  age 
or  less,  were  offered  medical  treatment  ini- 
tially; 24  of  the  patients  in  the  series  had 
prospects  of  success.  Three  came  to  sur- 
gery with  acute  exacerbations  of  ulcerative 
colitis,  and  a fourth  patient  required  opera- 
tion for  chronic  colitis.  The  remaining  20 
patients  have  been  kept  under  observation 
for  periods  of  up  to  22  years ; three  of  these 
patients  died  from  carcinoma  of  the  bowel. 
Ulcerative  colitis  is  unusual  in  childhood. 


408 


Nebraska  S.  M.  J. 


Letters 

Dear  Dr.  Cole: 

I would  appreciate  your  insertion  of  the 
attached  note,  or  a revision  of  it,  in  the 
Nebraska  State  Medical  Journal. 

Gordon  E.  Gibbs, 

Col,  AFRes,  MC  Atch: 
Commander 

A limited  number  of  draft-liable  physicians 
will  be  accepted  by  the  Air  Force  Ready 
Reserve  in  the  near  future.  Such  physicians 
will  need  to  have  completed  their  internships 
at  least  one  year  before  the  date  of  their 
appointment.  Such  an  appointment  permits 
a physician  to  fulfill  his  military  obligation 
without  serious  interruption  of  residency 
training  or  practice,  except  for  the  very  re- 
mote possibility  of  call  up  of  the  Reserve 
unit.  The  Reserve  program  consists  of 
training  for  one  weekend  per  month  plus  a 
15-day  active  duty  tour  during  the  summer. 

The  Law 

Cigarette  commercials 

In  a proposed  rule  published  in  the 
FEDERAL  REGISTER,  February  11,  1969, 
the  Federal  Communications  Commission 
announced  its  intention  to  ban  the  broadcast 
of  all  cigarette  commercials  by  radio  and 
television  stations  as  of  July  1,  1969,  coinci- 
dent with  the  expiration  of  the  present  law. 

Housing  & Urban  loans 

The  FHA  can  now  guarantee  payment  of 
loans  for  private  nonprofit  hospitals.  The 
program  was  set  up  by  the  HUD  1969  Act. 

A new  specialist:  the  grammarian. 

The  patient  was  hospitalized  for  a rup- 
tured abdominal  aorta,  and  there  was  an 
insurance  policy  excluding  coverage  for 
cardio-vascular  disease.  It  was  maintained 
that  the  patient  did  not  have  cardio-vascular 
disease,  but  only  vascular  disease,  and  no 
cardiac  disease. 

So  they  called  in  a grammarian.  This 
specialist  testified  that  a hyphen  means 


Inquiries  may  be  directed  to  Dr.  Gordon  E. 
Gibbs,  University  of  Nebraska  Hospital, 
Omaha,  Nebraska  68105,  Commander  of  the 
28  Medical  Service  Squadron  (AFRES). 

Dear  Dr.  Cole: 

On  behalf  of  the  Woman’s  Auxiliary  to 
the  Nebraska  State  Medical  Association,  may 
we  express  our  most  sincere  thanks  for  the 
inclusion  of  the  auxiliary  news  in  the  State 
Medical  Journal  again  this  year. 

We  appreciate  the  many  hours  you  spend 
as  Editor  of  this  fine  publication  — we  are 
especially  grateful  for  the  publication  of  our 
“special”  various  articles. 

Sincerely, 

Mrs.  Dean  McGee 

Corresponding  Sec. 


“and,”  and  not  “or.”  That  means  you  need 
both. 

A docto7'  said  that  aortic  aneurysm  is  in- 
cluded in  cardio-vascular  disease. 

We  always  spell  it  without  the  hyphen, 
like  this:  cardiovascular.  What  would  the 
court  have  decided  then?  But  then,  we  don’t 
like  hyphens. 

Not  in  Illinois 

An  Illinois  court  has  ruled  that  strikes 
against  nonprofit  hospitals  are  illegal. 

Osteopaths  in  Wyoming 

The  Wyoming  legislature  did  not  approve 
a bill  allowing  osteopaths  to  practice  in  hos- 
pitals supported  wholly  or  in  part  by  public 
funds. 

The  Senate 

The  Senate  Labor  and  Public  Welfare 
Committee’s  Subcommittee  on  Health  has 
started  hearings  on  drug  abuse. 

The  Senate  has  postponed  its  hearings  on 
the  country’s  health  care  systems  and  costs. 
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Down  Memory  Lane 


1.  Nebraska  may  be  proud  to  say  that 
over  four  hundred  of  her  1550  physicians 
entered  the  service  of  the  colors. 

2.  Senate  File  No.  119  provided  for  a 
standing  for  graduate  nurses  in  keeping  with 
the  best  in  other  states.  The  conference 
voted  that  with  so  large  a proportion  of  our 
nurses  in  government  service  at  sixty  dollars 
a month  and  large  expenses,  it  should  be 
our  bounden  duty  to  sponsor  our  nurses  in 
seeing  to  the  safe  passage  of  this  bill. 

3.  An  applicant  gaining  admission  to  the 
State  of  Nebraska  by  reciprocity  is  required 
to  pay  $25.00;  in  the  State  of  California  he 
is  required  to  pay  $100.00. 

4.  In  another  year  or  two  we  will  have 
our  new  five-million-dollar  capitol. 

5.  The  medical  profession  in  years  gone 
by  was  really  the  butt  of  the  joke  of  the 
legal  profession  and  the  world  at  large. 

6.  The  affairs  of  the  Nebraska  State 
Medical  Journal  have  run  along  fairly  satis- 
factorily during  the  past  twelve  months. 

7.  We  were  surprised  to  find  our  names 
listed  on  this  Committee  in  the  printed  pro- 
grams of  last  May’s  meeting,  and  surprised 
again  when  the  Secretary  asked  for  a report 
in  December. 

8.  The  time  has  come  when  the  indi- 
vidual physician  must  cease  to  regard  himself 
as  an  individual  solely  but  must  realize  that 
he  is  an  important  member  of  the  body 
politic  and  owes  duties  to  his  municipality, 
state  and  profession  at  large  which  he  can- 
not shirk. 

9.  I have  operated  on  a dozen  of  them 
and  lost  three. 

10.  He  stuck  his  arai  into  a corn  shredder. 
It  looked  like  so  much  dog  meat  when  he 
came  in. 

Nebraska  State  Medical  Journal 
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ANSWERS  TO  “THE  DOCTOR’S 
DICTIONARY” 

a.  Father’s  grandfather. 

b.  Growth  hormone  deficiency. 

c.  Not  yet  diagnosed. 

d.  Outer  upper  right  quadrant. 

e.  Ischemic  limb  disease,  ischemic  leg 

disease. 


Fate  of  Nonvisualized  Gallbladder  — E.  Ach- 
kar,  R.  A.  Norton,  and  F.  J.  Siber  (Lahey 
Clinic  Foundation,  Boston).  Amer  J Dig 
Dis  14:80-83  (Feb)  1969. 

Five  hundred  and  one  consecutive  oral 
cholecystographs  were  studied.  Twenty- 
three  were  classified  as  nonvisualized ; in  sev- 
en nonvisualization  was  caused  by  technical 
factors  — a previous  cholecystectomy,  or 
an  interruption  in  the  normal  path  of  the 
radiopaque  material.  Five  patients  had 
cholelithiasis  and  four  cystic  duct  obstruc- 
tion ; in  three  the  gallbladder  was  subse- 
quently visualized,  and  four  were  lost  to 
follow-up.  In  16  patients,  the  study  was 
repeated  with  a double  dose  of  contrast 
material,  an  intravenous  cholangiogram,  or 
both. 

Some  Thoughts  on  Residency  Training  — J. 
Genest  (110  Pine  Ave,  West,  Montreal) 
Canad  Med  Assoc  J 100:606-608  (April  5) 
1969. 

Special  effort  should  be  made  to  create  a 
new  elite  in  the  medical  profession  with  phy- 
sicians acquiring  not  only  certification  or 
fellowship  in  a given  specialty,  but  also  an 
advanced  degree  in  the  research  aspects  of 
this  specialty.  The  training  required  at  pre- 
sent for  the  specialties  of  internal  medicine 
and  general  surgery  and  proposed  for  train- 
ing in  family  medicine  should  be  completely 
rethought  along  the  lines  of  the  primary 
physician  and  primary  surgeon. 
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Our  Medical  Schools 


Associate  administrator  at 
U of  N Hospital 

Ralph  J.  Cerny  has  been  named  associate 
administrator  of  the  University  of  Nebraska 
Hospital,  Omaha.  He  has  been  assistant 
administrator  since  July,  1966. 

A native  of  Joliet,  Illinois,  Mr.  Cerny  is  a 
1964  graduate  of  Cornell  University,  Ithaca, 
New  York.  He  received  a master’s  degree 
in  hospital  administration  from  the  Univer- 
sity of  Michigan  in  June,  1966,  and  served 
his  administrative  residency  at  University 
Hospital  in  Ann  Arbor,  Michigan. 

Students  inducted  in  fraternity 

Thirteen  students  and  two  physicians  at 
the  University  of  Nebraska  College  of  Medi- 


cine were  inducted  into  Alpha  Omega  Alpha, 
national  honorary  medical  fraternity,  Thurs- 
day, April  17. 

Dr.  Irving  Kass,  associate  professor  of 
internal  medicine,  was  initiated  as  a faculty 
member.  Dr.  Milton  Simons  was  initiated  as 
an  alumni  member. 

Inductees  from  the  senior  class  are: 

John  Byrd 
George  Farley 
Dennis  Landers 
Lance  Mikkelsen 
O.  Douglas  Osterholm 
Richard  Patton 
Lawrence  Rice 
Jerry  Schaaf 
Steven  Sydow 
Rowen  Zetterman 

Inductees  from  the  junior  class: 

Richard  Elliott 
Gary  Graham 
Roderick  Harley 


Biologically  False-Positive  Serologic  Tests 
for  Syphilis  Due  to  Smallpox  Vaccination 

— L.  J.  Grossman  and  T.  M.  Peery  (901 
23rd  St  NW,  Washington,  DC).  Amer  J 
Clin  Path  51:375-378  (March)  1969. 

In  order  to  study  biologically  false-posi- 
tive reactions  with  serologic  tests  for  syphilis 
following  smallpox  vaccination,  a group  of 
hospital  employees  recently  vaccinated  were 
tested.  Of  575  previously  tested,  presum- 
ably non-syphilitic  individuals,  ten  (1.7%) 
developed  biologically  false  - positive  reac- 
tions. The  first  false-positive  result  was  ob- 
tained on  the  37th  day  after  vaccination. 
From  this  time  until  the  95th  day  after  vac- 
cination, the  incidence  of  false-positive  re- 
sults remained  practically  unchanged.  In 
two  instances,  the  test  results  remained  posi- 
tive four  months  after  vaccination. 
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Here  and  There 


Healthful  school  environment 

Ever  consider  that  the  total  health  of  a 
child  depends  on  his  development  of  physical, 
social,  environmental  and  emotional  health? 
Absolutely  so,  says  the  National  Education 
Association  and  the  AMA  in  their  co-pub- 
lished  book.  Healthful  School  Environment. 

Based  on  the  former  Healthful  School 
Living,  this  successor  is  part  of  the  trilogy 
serving  as  reference  for  teachers,  school  ad- 
ministrators, members  of  boards  of  educa- 
tion, and  others  responsible  for  school  pro- 
grams. The  two  counterparts  are  Health 
Education  and  School  Health  Services. 

The  new  book  emphasizes  that  schooling 
is  a “total  experience,”  not  just  an  “intel- 
lectual” exercise.  It  stresses  “healthful 
school  living  means  living  within  a school 
where  all  environmental  conditions,  every 
social  relationship,  and  every  curriculum  ex- 
perience is  carried  on  with  due  attention  to 
health.”  Among  the  topics  are  the  emotional 
setting  of  the  classroom,  school  food  services, 
lighting  and  acoustics,  air  conditioning,  heat 
and  ventilation,  water  supply,  plumbing  and 
waste  disposal. 

Copies  are  available  from  NEA,  1201  16th 
St.,  N.W.,  Washington,  D.C.  20036,  and  from 
AMA,  at  $6  in  hardcover  and  $4  in  paperback, 
with  discounts  on  quantities. 


Doctors  and  driving 

How  do  members  of  the  medical  profes- 
sion diagnose  driving  hazards  ? 

Poor  driver  reflexes,  voted  79%  of  the 
delegates  at  the  Texas  Medical  Convention, 
is  the  single  most  contributory  factor  in 
Texas’  high  automobile  accident  rate.  Poor 
road  conditions  reached  only  the  seven  per- 
centile. 

With  state  auto  deaths  nearing  3,5b0  in 
1968,  the  TMA’s  Transportation  Safety 
Committee  is  taking  a conscientious  look  at 
the  responsibility  of  the  medical  profession 
in  encouraging  safety  legislation. 


From  a regulation  Bexar  County  voting 
booth,  TMA  delegates  paused  to  “Vote  On 
Safety,”  a public  service  project  of  the  Pirelli 
Tire  Corporation.  More  than  700  physicians, 
nurses,  and  medical  students  voted  on  the 
most  relevant  aspects  of  auto  saftey. 

The  professionals  rated  poor  car  or  road 
design  and  slippery  roads  at  a fraction  of  the 
importance  of  “poor  driver  reflexes”  in  an 
accident-causing  situation.  The  medical  ra- 
ting exceeded  that  of  New  York  automobile 
enthusiasts  with  a median  age  of  24,  who 
recently  rated  the  problem  at  74%  in  the 
Pirelli  poll. 

In  choosing  the  “most  important  driver 
quality,”  the  TMA,  however,  assigned  more 
importance  to  “courtesy”  (48%)  and  “temp- 
erance” (22%),  than  did  the  metropolitan 
group,  which  endorsed  “good  reflexes” 
(44%)  as  the  vital  driver  quality. 


Give  it  to  the  administrator 

It  has  been  suggested  that  the  doctor  be 
given  a copy  of  the  patient’s  hospital  bill. 

As  long  as  it’s  just  a copy. 


Annual  meeting  of  AALAS 

More  than  2,000  persons  are  expected  to 
attend  the  20th  annual  session  of  the  Ameri- 
can Association  for  Laboratory  Animal 
Science,  October  13-17,  1969,  in  Dallas. 

The  five-day  session  will  be  held  at  the 
Sheraton-Dallas  and  will  attract  research 
scientists,  laboratory  animal  technicians  and 
members  of  related  trade  groups  from  all 
parts  of  the  United  States  and  Canada. 
Fourteen  hundred  persons  attended  the  19th 
AALAS  annual  session  in  1968  in  Las  Vegas, 
Nevada. 

James  E.  Corbin,  Ph.D.,  St.  Louis,  pro- 
gram chairman,  reported  that  abstract  ap- 
plication fonns  are  now  available  for  indi- 
viduals wishing  to  present  scientific  papers. 
Forms  may  be  obtained  from  AALAS  head- 
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quarters,  P.  0.  Box  10,  Joliet,  Illinois  60434. 
Deadline  for  submission  of  abstracts  is  May 

15. 

The  scientific  program  will  include  more 
than  100  original  papers.  In  addition,  there 
will  be  a series  of  basic  animal  care  lectures 
and  a series  of  seminars. 


Government  physicians  meet 

Emphasizing  “the  Medical  Team”  theme, 
physicians  of  the  Public  Health  Service  and 
the  Veterans  Administration  will  convene 
with  medical  officers  of  the  three  military 
services  at  the  76th  Annual  Meeting  of  the 
Association  of  Military  Surgeons  of  the 
United  States  on  November  16  through  No- 
vember 19,  1969,  at  Washington’s  Sheraton- 
Park  Hotel,  Major  General  James  T.  Mc- 
Gibony,  MC,  President  of  the  Association 
announced  recently.  General  McGibony, 
formerly  Deputy  Surgeon  General  of  the 
U.S.  Army,  is  presently  Chief  Surgeon  of 
the  U.S.  Army,  Europe. 


Board  change  at  A.H.A. 

Clifton  C.  Weil,  administrator  of  Flint- 
Goodridge  Hospital  of  Dillard  University, 
New  Orleans,  was  appointed  by  the 
Board  of  Trustees  of  the  American  Hospital 
Association  to  fill  the  unexpired  term  on  the 
Board  of  James  T.  Howell,  M.D.,  former 
executive  director  of  the  Henry  Ford  Hos- 
pital, Detroit,  who  resigned.  The  term  of 
office  continues  through  1970. 

A graduate  of  Southern  University,  class 
of  1933,  Mr.  Weil  received  his  masters  in 
hospital  administration  degree  from  North- 
western University  in  1949.  Before  entering 
the  hospital  and  health  field  Mr.  Weil  was 
a teacher  and  assistant  principal  at  Peabody 
High  School  in  Alexandria,  Louisiana  and 
served  as  assistant  dean  of  men  at  Southern 
University  from  1940-43. 

Before  his  appointment  to  the  AHA  Board 
of  Trustees  he  was  a member  of  the  AHA 
Council  on  Manpower  and  Education.  Mr. 
Weil  in  1958  was  named  a fellow  in  the  Amer- 
ican College  of  Hospital  Administrators.  He 
has  served  as  vice  president  of  the  Council 


of  Health  and  Welfare  Services  of  the  United 
Church  of  Christ,  and  as  secretary  of  the 
National  Conference  of  Methodist  Hospitals 
(1959-60). 


HEW  removes  two  percent 

HEW  has  announced  that  it  plans  to  elimi- 
nate the  2 percent  of  operating  costs  allowed, 
from  Medicare  and  Medicaid  payments,  for 
nonprofit  institutions;  and  the  1.5  percent 
providing  for  return  on  equity  capital  for 
proprietary  institutions. 


JCAH  may  revise  standards 

The  JCAH  has  delayed  final  action  on  a 
revision  of  its  standards.  It  will  meet  in 
August. 


Fund  for  hospital  administration 

One  hundred  twenty-five  educators  from 
forty  colleges  and  universities  were  present 
at  the  Association’s  twenty-first  annual 
meeting  dinner  in  Chicago,  when  AUPHA 
announced  receipt  of  a $150,000  scholarship 
fund,  the  donor  of  the  fund,  largest  ever 
established  for  hospital  administration,  is  the 
Foster  G.  McGaw  Charitable  Fund.  McGaw 
is  founder  and  Board  Chairman  of  American 
Hospital  Supply  Corporation. 

The  scholarship  will  provide  assistance  to 
more  than  150  future  hospital  administrators 
at  all  accredited  graduate  programs  in  the 
United  States  and  Canada.  Eight  years  ago, 
American  Hospital  Supply  Corporation  es- 
tablished a loan  fund  for  students  through 
the  American  College  of  Hospital  Adminis- 
trators. The  new  gift  is  designed  to  broaden 
the  forms  of  student  assistance  available  in 
the  field. 

AUPHA:  Association  of  University  Pro- 
grams in  Hospital  Administration. 


Emergency  Room  Nurses 

The  third  annual  Postgraduate  Course  for 
Emergency  Room  Nurses  will  be  conducted 
September  25-27,  1969,  in  the  Palmer  House 
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Hotel,  Chicago,  George  T.  Anast,  M.D.,  pro- 
gram chairman,  announced. 

The  three-day  course  will  be  held  this  year 
in  the  Palmer  House  to  allow  expansion  of 
enrollment  to  1,000  nurses,  not  only  those 
assigned  to  hospital  emergency  rooms,  but 
also  nurses  who  meet  emergency  injury 
situations  in  their  affiliations  with  industry 
and  schools. 

Distinguished  specialists  will  comprise  the 
faculty  for  a curriculum  which  will  include 
formal  lectures,  audio-visual  presentations 
and  a series  of  seminars  to  give  nurses  an 
opportunity  to  pursue  various  subjects  of 
particular  interest. 

Advance  registration  i s required  and 
should  be  accompanied  by  the  tuition  fee  of 
$60  which  covers  three  full  days  of  scientific 
sessions  and  the  chairman’s  reception  and 
banquet.  Registration  fees  and  inquiries 
may  be  addressed  to  Dr.  Anast  at  55  East 
Washington  Street,  Chicago,  Illinois  60602. 

New  York  and  Medicaid 

New  York  State  has  frozen  Medicaid  re- 
imbursement; current  rates  are  now  said  to 
be  $10  less  per  day  than  actual  costs. 

Dr.  Crosby  honored 

Edwin  L.  Crosby,  M.D.,  Chicago,  Illinois, 
Executive  Vice  President  of  the  American 
Hospital  Association,  has  been  named  the 
recipient  of  the  1969  Rene  Sand  Memorial 
Lectureship  sponsored  by  the  International 
Hospital  Federation  (IHF). 

The  award  lecture,  honoring  the  Belgian 
physician  who  served  as  first  President  of 
the  IHF,  will  be  presented  at  the  16th  In- 
ternational Hospital  Congress  June  22-27, 
1969,  in  Dusseldorf,  West  Germany. 


New  York,  New  York. 

The  New  York  senate  has  before  it  a 
measure  to  turn  over  control  of  New  York 
City’s  20  municipal  hospitals  to  a public 
corporation,  which  would  be  paid  by  the  city, 
direct  billing.  Medicare,  Medicaid,  and  other 
third  party  payers. 


Oral  Contraceptives  and  Blood  Pressure  — 
C.  M.  Kunin  (Univ  of  Virginia  School  of 
Medicine,  Charlottesville,  Va),  R.  C.  Mc- 
Cormack, and  J.  R.  Abernathy.  Arch 
Intern  Med  123:362-365  (April)  1969. 

Relation  between  use  of  oral  contracep- 
tives and  blood  pressure  was  examined  in 
1,575  white  working  women,  15  to  44  years 
of  age.  Of  these,  31.5%  were  using  oral 
contraceptives  when  their  blood  pressure 
was  measured.  Co-variance  analysis  re- 
vealed slightly  higher  and  statistically  sig- 
nificant mean  systolic  and  diastolic  pres- 
sures in  women  using  oral  contraceptives, 
after  correction  for  age,  height,  weight,  and 
arm  circumference.  A sample  of  this  popu- 
lation one  year  later  showed  little  tendency 
for  blood  pressure  to  be  affected  by  oral 
contraceptives.  These  data  are  in  part  re- 
assuring since  little  or  no  effect  was  observed 
in  a population  studied  over  a short  period 
of  time.  The  physician  should  carefully  ob- 
serve blood  pressure  changes  in  patients 
receiving  this  medication. 


Monosodium  '^-Glutamate:  Its  Pharmacology 
and  Role  in  Chinese  Restaurant  Syndrome 

— H.  H.  Schaumberg  et  al  (Albert  Ein- 
stein College  of  Medicine,  Bronx,  NY). 
Science  163:826-828  (Feb  21)  1969. 

Monosodium  ^-glutamate  (MSG)  is  the 
cause  of  the  Chinese  restaurant  syndrome 
and  can  precipitate  headaches.  In  appro- 
priate doses  it  causes  burning  sensations, 
facial  pressure,  and  chest  pain.  These  are 
pharmacological  effects  obeying  a dose-effect 
relationship.  There  is  considerable  varia- 
tion in  oral  threshold  doses  among  individu- 
als. Two  subjects  had  symptoms  in  the  same 
restaurant.  The  restaurant  prepared  soup 
without  MSG  and  it  failed  to  provoke  an  at- 
tack. Only  MSG  caused  the  symptoms.  In 
a blind  procedure,  MSG  was  then  given  to 
four  additional  individuals  who  had  symp- 
toms in  the  same  restaurant.  In  amounts 
of  3 gm  or  less,  it  provoked  an  attack  in  all 
four  patients. 
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The  Funny  Bone 


1.  That’s  What  They  Said. 

“If  difficulty  in  breathing  persists, 
contact  your  physician  immediately.” 
How? 

2.  Q & A. 

Q:  “Is  Mr.  Smith  going  to  surgery?” 

A:  “I  don’t  know,  but  don’t  you  mean 

Mr.  Jones?” 

Q:  “Yes,  I do.” 

A : “I  don’t  know  that,  either.” 

3.  The  Chart. 

“He  was  incontinental.” 

4.  Slow  Death  Of  The  English  Language. 

“It’s  a cloudy  39  degrees,  he  grinned.” 

5.  The  Surgeon’s  Cry. 

Preseiwe 
The  nerve. 

6.  How  Much  Do  You  Weigh? 

“One  hundred  fifty  on  the  scales.” 


Effects  of  Oxygen  Breathing  in  Patients 

With  Acute  Myocardial  Infarction  — G.  L. 

Foster,  G.  G.  Fasten,  and  T.  J.  Reeves 

(1919  Seventh  Ave  S,  Birmingham,  Ala). 

Cardiovas  Res  3:179-189  (April)  1969. 

Twenty-two  studies  on  13  patients  with 
acute  myocardial  infarction  without  shock  or 
clinical  congestive  failure,  consisted  o f 
breathing  tour  different  air-oxygen  mixtures 
during  seven  time  periods  of  15  minutes  each. 
These  studies  were  compared  with  five  iden- 
tical studies  on  four  normal  subjects.  The 
patients  had  a lower  mean  arterial  Po^, 
breathing  room  air,  which  did  not  rise  as 
high  as  in  the  normal  subjects  with  increas- 
ing concentrations  of  oxygen  in  the  inspired 
air;  patients  with  lower  cardiac  outputs  had 
a lower  Po^  than  patients  with  higher  out- 
puts. With  increasing  concentrations  of 
oxygen  in  inspired  air  peripheral  resistance 
and  arterial  pressure  both  increased.  The 
cardiac  index  fell  in  normal  subjects  but  was 
unchanged  in  the  patients. 


7.  The  Oldest  Medical  Joke. 

“Dr.  Smith  was  treating  her  for  pneu- 
monia, and  she  died  of  cancer.” 

“When  I treat  them  for  pneumonia, 
they  die  of  pneumonia.” 

8.  Department  Of  Definitions. 

Paradox:  two  physicians. 

9.  Curiosity  Corner. 

Funniest  thing  we  ever  saw:  nurses 
feeling  sterile  things  through  rubber 
gloves,  to  see  if  they’re  wet. 

10.  Our  Very  Own  Poetry. 

Don’t  lie  in  bed 

Until  you’re  dead. 

11.  Pet  Peeve. 

Lecturers  who  put  on  slides,  or  dis- 
tribute papers,  and  then  read  them. 

12.  Remember? 

Icepicks. 

— F.C. 


Diverticulosis,  Diverticulitis,  and  Diabetes  — 

C.  G.  Schowengerdt  et  al  (3200  Vine  St., 
Cincinnati).  Arch  Surg  98:500-504  (Ap- 
ril) 1969. 

In  a review  of  740  patients  with  diverticu- 
lar disease  of  the  colon,  the  incidence  of 
diabetes  mellitus  was  found  to  be  more  than 
twice  as  great  in  diverticulitis  (22.8%)  as 
in  diverticulosis  (10.5%).  When  diabetes 
was  coexistent  with  diverticulitis,  the  follow- 
ing alterations  in  the  manifestation  of  diver- 
ticulitis were  found:  appearance  at  a later 
age ; a shorter  symptomatic  course ; gi'eater 
involvement  of  the  female;  a greater  inci- 
dence of  bleeding  and  fistula  formation ; and 
greater  mortality  role.  Diabetes  mellitus 
should  be  suspected  in  those  patients  who 
have  complications  of  diverticulitis  and  ap- 
propriate treatment  instituted  if  it  is  present. 
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GENERAL 


Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS: 
June  1 — Falls  City,  Elks  Lodge 
June  22  — Norfolk,  Elks  Lodge 
June  29  — Grand  Island,  St.  Francis 
Hospital 

July  20  — Chadron,  Elks  Lodge 


AMERICAN  MEDICAL  ASSOCIATION’S 
118TH  ANNUAL  CONVENTION  — New 
York,  New  York,  July  13-17,  1969. 


SEVENTH  ANNUAL  SEMINAR  ON  THE 
MEDICAL  ASPECTS  OF  COMPETITIVE 
ATHLETICS  — August  22,  1969,  Hotel 
Cornhusker,  Lincoln,  Nebraska. 


AMERICAN  COLLEGE  OF  CHEST  PHYSI- 
CIANS — Myocardial  infarction;  Septem- 
ber 11-13,  1969.  Write  to:  Fouad  A.  Ba- 
shour,  M.D.,  ACCP,  112  East  Chestnut 
Street,  Chicago,  Illinois  60611. 


AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE,  Nebraska  Chapter,  Annual 
Scientific  Meeting  — At  the  New  Tower 
Motel,  78th  and  Dodge  Street,  Omaha,  Ne- 
braska, September  18  and  19,  1969.  The 
Secretary  of  the  Nebraska  Chapter  of  the 
AAGP  is  John  A.  Brown,  M.D.,  1620  M 
Street,  Lincoln,  Nebraska  68508. 


DISEASES  COMMON  TO  ANIMALS  AND 
MAN  — 11th  Annual  Midwest  Interpro- 
fessional Seminar;  Memorial  Union,  Iowa 
State  University,  Ames,  Iowa,  September 
22-23,  1969.  Write  to:  Dr.  Vaughn  A. 
Staton,  Professor  and  Head,  Veterinary 
Diagnostic  Laboratory,  College  of  Veter- 
inary Medicine,  Iowa  State  University, 
Ames,  Iowa  50010. 


AMERICAN  COLLEGE  OF  CHEST  PHYSI- 
CIANS — Intensive  management  of  pul- 


monary diseases;  October  16-18,  1969. 
Write  to:  Reuben  Cherniack,  M.D.,  ACCP, 
112  East  Chestnut  Street,  Chicago,  Illinois 
60611. 


AMERICAN  COLLEGE  OF  CHEST  PHYSI- 
CIANS — First  Fall  scientific  assembly 
35th  annual  meeting)  ; October  29  - No- 
vember 2,  1969.  Write  to:  Alfred  Soffer, 
M.D.,  ACCP,  112  East  Chestnut  Street, 
Chicago,  Illinois  60611. 


OMAHA  MID-WEST  CLINICAL  SOCIETY 
— 37th  Annual  Postgraduate  Assembly, 
November  3,  4 and  5,  1969.  Write  to: 
Director  of  Clinics,  1040  Medical  Arts 
Building,  Omaha  68102. 


LARYNGOLOGY  AND  BRONCHOESOPH- 
AGOLOGY  — Postgraduate  course,  No- 
vember, 1969.  Write  to:  Department  of 
Otolaryngology,  College  of  Medicine,  Uni- 
versity of  Illinois  at  the  Medical  Center, 
Postoffice  Box  6998,  Chicago,  Illinois 
60680. 


NATIONAL  EASTER  SEAL  SOCIETY  for 
Crippled  Children  and  Adults  — 1969  Con- 
vention, November  19-22,  in  Columbus, 
Ohio;  the  Sheraton-Columbus  will  be  the 
headquarters  hotel.  The  address  of  the 
society  is:  2023  W.  Ogden  Ave.,  Chicago, 
Illinois  60612. 


A National  Aeronautics  and  Space  Admin- 
istration scientist  engaged  in  basic  research 
into  the  effects  of  space  radiation  on  body 
cells  has  discovered  intercellular  linkages 
that  may  help  in  understanding  the  behavior 
of  certain  types  of  cancer. 
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Send  For  It 


Manpower 

A three-page  statement  entitled,  “Distri- 
bution of  Health  Manpower  in  Rural  Areas,” 
has  been  prepared  by  the  American  Medical 
Association’s  Council  on  Rural  Health. 

It  explains  that  trends  in  the  United  States 
toward  urbanization  and  specialization  in 
medical  practice  have  resulted  in  a maldis- 
tribution of  physicians  in  some  rural  com- 
munities. Because  of  this  problem,  the 
Council  believes  that  state  medical  associa- 
tions should  give  consideration  to  the  follow- 
ing; 

“1.  Urging  local  medical  societies  to  give 
high  priority  to  programs  directed  to- 
ward realigning  the  provisions  of 
health  care  services  in  rural  areas; 

“2.  Initiating  dialogue  in  each  state  by 
the  governing  boards  of  the  state  med- 
ical association  with  medical  schools, 
the  various  specialty  and  generalist 
medical  groups,  and  all  other  appropri- 
ate organizations  to  the  end  of  estab- 
lishing a positive  program  of  recruit- 
ment and  motivation  of  physicians  to 
provide  medical  care  for  rural  pop- 
ulations ; 

“3.  Encouraging  positive  practical  pro- 
grams in  each  state  to  supplement 
those  already  being  conducted  to  study 
new  methods  and  innovations  with 
respect  to  health  care  services  for  rural 
areas;  and 

“4.  Providing  support  for  the  recommend- 
ations of  the  AMA  House  of  Delegates 
which  calls  for  the  prompt  start  of 
major  efforts  to  encourage  the  devel- 
opment of  new  programs’  to  provide 
large  numbers  of  family  physicians.” 

In  conclusion,  the  statement  provides  three 
additional  steps  which  communities  may  fol- 
low to  alleviate  this  problem. 

From  this  statement,  the  Council  devel- 
oped an  appropriate  resolution  — “Health 
Manpower  in  Rural  Areas” — which  was 


mailed  in  late  October  to  the  41  state  medical 
association  rural  health  committee  chairmen. 

Further  details  and  copies  of  both  the 
statement  and  resolution  are  available  with- 
out charge  from  the  AMA  Council  on  Rural 
Health,  535  North  Dearborn  Street,  Chicago, 
Illinois  60610. 

Virus-cancer  research 

Studies  of  the  role  viruses  play  in  cancer 
causation  are  described  in  a 20-page  booklet, 
“Virus-Cancer  Research,”  issued  for  the 
general  public  by  the  U.S.  Department  of 
Health,  Education,  and  Welfare.  It  was  pre- 
pared by  the  National  Cancer  Institute, 
National  Institutes  of  Health,  as  a general 
revision  of  an  earlier  booklet  by  the  same 
title. 

“Virus-Cancer  Research”  describes  and  ex- 
plains some  of  the  approaches  currently 
being  utilized  in  virus-cancer  work.  It  dis- 
cusses the  nature  of  viruses,  their  existence 
in  our  modern  environment,  and  their  im- 
plication in  leukemias,  lymphomas  and  solid 
tumors.  The  pamphlet  also  describes  current 
research  efforts  to  find  a possible  virus- 
cancer  path  from  animals  to  man,  and  re- 
ports on  the  prospects  for  prevention  and 
therapy  of  vital  diseases. 

According  to  the  pamphlet,  viruses  are 
responsible  for  such  a variety  of  cancer  in 
laboratory  animals  that  it  would  be  sur- 
prising if  they  did  not  cause  some  type  of 
cancer  in  man.  By  making  use  of  tissue 
culture,  electron  microscopy  and  many  other 
sophisticated  laboratory  techniques,  r e - 
searchers  can  now  hope  to  come  up  with 
answers  to  the  questions  posed  by  this 
evidence.  If  a virus-cancer  link  in  humans 
can  be  demonstrated,  it  may  pave  the  way 
for  the  development  of  new  preventive 
measures  and  may  open  up  new  areas  in  the 
treatment  of  cancer. 

Single  copies  of  the  pamphlet  “Virus-Can- 
cer Research”  (NIH  Publication  No.  29)  are 
available  without  charge  from  the  U.S.  De- 
partment of  Health,  Education,  and  Welfare, 
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Washington,  D.C.  20402.  It  may  be  pur- 
chased from  the  Superintendent  of  Docu- 
ments, U.S.  Government  Printing  Office, 
Washington,  D.C.  20402  at  20  cents  per  copy. 

Ulcers 

“More  than  three  million  people  develop 
an  ulcer  each  year,”  according  to  the  new 
American  Medical  Association  pamphlet, 
“Peptic  Ulcer.” 

In  describing  the  disease,  the  pamphlet 
emphasizes  that  it  is  considered  one  of  the 
important  causes  of  ill  health  in  man  because 
of  its  frequency,  chronicity,  and  complica- 
tions. The  cause,  symptoms,  management 
or  treatment,  and  steps  aimed  at  preventing 
recurrences  are  discussed. 

The  pamphlet  concludes  that  immediate 
results  of  comprehensive  medical  treatment 
for  peptic  ulcer  are  excellent.  “The  outlook 
for  patients  is  favorable,  recurrences  are 
not  inevitable,  and  the  disease  often  is  not 
progressive,”  it  points  out. 

Copies  are  available  from  the  AMA  Order 
Handling  Unit,  535  North  Dearborn  St., 
Chicago,  Illinois  60610  at  20  cents  each; 
50-99  copies,  18c  each;  100-499  copies,  16c 
each ; 500-999  copies,  14c  each  and  1,000 
copies  or  more,  12c  each. 

School  environment 

Few  people  are  aware  of  the  favorable  as 
well  as  unfavorable  effects  that  environment 
can  produce  on  a student’s  ability  to  absorb 
knowledge. 

However,  a new  book  entitled  Healthful 
School  Environment  arms  the  reader  with 
factual  information  on  the  vital  lole  played 
by  environment  in  the  growth  and  develop- 
ment of  school  children.  The  nearly  300- 
page  publication,  co-edited  by  Elizabeth 
Avery  Wilson,  Ph.D.,  and  Charles  Wilson, 
M.D.,  is  a completely  revised  edition  of  the 
former  Healthful  School  Living,  produced  in 
1957. 

As  evidenced  by  several  of  the  chapter 
titles,  numerous  facets  of  healthful  school 
environment  are  explored  in  detail : “School 
Organization  and  Pupil  Health,”  “Emotional 


Setting  of  the  Classroom,”  “Promoting  Safe 
Living  in  School,”  “School  Food  Services” 
and  “The  School  Administrator  and  the  En- 
vironment.” 

Healthful  School  Environment  — publish- 
ed by  the  Joint  Committee  on  Health  Prob- 
lems in  Education  of  the  American  Medical 
Association  and  the  National  Education 
Association  — is  scheduled  for  release  in 
early  March.  It  will  be  available  in  both 
a hardbound  and  paperback  edition,  but  a 
price  for  each  has  not  yet  been  determined. 

Inquiries  concerning  Healthful  School  En- 
vironment should  be  directed  to  the  AMA 
Order  Handling  Unit,  535  North  Dearborn, 
Chicago,  Illinois  60610. 

Meet  Our  New  Mem  bers 


Dunn,  Michael,  M.D Omaha 

Fischer.  John,  M.D Omaha 

Hoewing,  William,  M.D Gordon 

Longo,  Joseph,  Jr.,  M.D Omaha 

Loschen,  Darroll,  M.D York 

Schrein,  Daniel,  M.D Omaha 

Small,  John,  M.D.  ..Crawford 

Wilson,  William,  M.D ....Omaha 


Results  of  Surgical  Treatment  of  Carcinoma 
of  the  Cervix  — J.  L.  M.  Bean,  J.  C.  G. 
Whetham,  and  C.  P.  Vernon  (Toronto  Gen- 
eral Hosp,  Toronto).  Amer  J Obstet 
Gynec  103:465-470  (Feb  15)  1969. 

A review  of  148  patients  selected  for  op- 
erative treatment  from  1944  to  1964  is  pre- 
sented. The  exceptions  which  invoke  an  op- 
erative approach  apply  to  stage  I lesions  in 
selected  patients,  with  particular  reference 
to  those  occurring  in  pregnancy  and  in  those 
with  adenocarcinoma.  Five-year  follow-up 
results  show  a 65%  survival  for  all  patients 
treated  by  piimary  operation;  70%  of  the 
patients  with  adenocarcinoma  survived  five 
years,  whereas  only  29%  of  the  patients  in 
whom  radiation  therapy  failed  were  saved. 


June,  1969 


419 


University  of  Nebraska 
Medical  Tape  Library 


As  a service  to  the  physicians  of  Nebraska, 
the  University  has  a series  of  3-6  minute 
tapes  on  subjects  of  concern  to  the  practicing 
physician.  By  dialing  the  listed  number  col- 
lect, he  will  be  able  to  listen  to  any  of  the 
tapes  listed.  In  the  future,  the  list  will  be 
continually  expanded.  Topics  felt  to  be  of 
interest  by  you  practicing  physicians  are 
welcomed  and  will  be  added  to  the  list  as  soon 
as  possible. 

Dial  collect  the  Medical  Library  telephone 
number  402-551-0669  at  Extension  260  dur- 
ing the  following  hours: 

8:30  a.m.  - 11 :00  p.m. — Monday  through 
Friday 

8 :30  a.m.  - 5 :00  p.m. — Saturday 

1 :00  p.m.  - 6 :00  p.m. — Sunday 

Tapes  Available 

1.  Treatment  of  Hypercalcemia  Associa- 
ted with  Cancer  — John  F.  Foley,  M.D. 


Withdrawal  from  Steroid  Therapy  — Robert 
Ecklund,  M.D. 

12.  Management  of  Multiple  Myeloma  — 
John  F.  Foley,  M.D. 

13.  Treatment  of  Testicular  Tumors  — 
John  F.  Foley,  M.D. 

Any  questions  or  suggestions  on  this  ser- 
vice may  be  directed  to  Miss  Kathleen  Fahey 
at  the  above  number. 


1.  ANNUAL  STATE  CONVENTION  EX- 
ECUTIVE BOARD  MEETING— APRIL 
29,  1969 

REPORT:  RESOLUTIONS  AND  RE- 
VISIONS COMMITTEE 


2.  Treatment  of  Metastatic  Carcinoma  of 
the  Colon  & Rectum  — John  F.  Foley,  M.D. 

3.  Management  of  Neoplastic  Effusions — 
John  F.  Foley,  M.D. 

4.  Diagnostic  Methods  for  Detecting  Cer- 
vical Cancer — Joseph  Scott,  M.D. 

5.  Protocol  for  Management  of  Rape 
Cases  — Joseph  Scott,  M.D. 

6.  Cavernous  Sinus  Thrombosis  — C.  T. 
Yarington,  Jr.,  M.D. 

7.  Salivary  Gland  Tumor:  Clinical  Diag- 
nosis— C.  T.  Yarington,  Jr.,  M.D. 

8.  Neck  Mass:  Diagnostic  Work  Up  — C. 
T.  Yarington,  Jr.,  M.D. 

9.  Radiologic  Aids  in  Staging  Lympho- 
mas and  in  Detecting  Retroperitoneal  Tumors 
— William  Wilson,  M.D. 

10.  Treatment  of  Acute,  Life-threatening 
Hyperthyroidism  — Robert  Ecklund,  M.D. 

11.  Management  of  Patients  Following 


WHEREAS,  we  consider  it  fitting  and  proper 
to  express  our  thanks  to  all  those  who  have 
contributed  to  the  success  of  this  conven- 
tion and  the  accomplishments  of  our  past 
year’s  work;  therefore  be  it 

RESOLVED,  that  we,  the  members  of  the 
Woman’s  Auxiliary  to  the  Nebraska  State 
Medical  Association,  extend  our  grateful 
thanks  to  the  officers  and  other  members 
of  the  Executive  Board  of  our  organiza- 
tion who  have  so  ably  carried  on  the  busi- 
ness necessary  for  the  proper  functioning 
of  the  Auxiliary;  and  be  it  further 

RESOLVED,  that  our  thanks  and  apprecia- 
tion go  to  the  Woman’s  Auxiliary  to  the 
Douglas  County  Medical  Society,  hostess 
to  this  44th  Annual  Meeting,  for  the  wel- 
come hospitality  extended  to  all  of  us;  be 
it  further 

RESOLVED,  that  we  express  particular- 
gratitude  to  Mrs.  Colin  Schack,  Convention 
Chairman,  and  to  all  of  her  committee 
chairmen  for  their  work  and  thoughtful- 
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ness  in  planning  for  our  convenience  and 
entertainment;  and  be  it  further 

RESOLVED,  that  the  Nebraska  State  Medi- 
cal Association  be  advised  that  we  appreci- 
ate their  leadership  and  assistance,  that 
in  particular,  the  Advisory  Committee, 
namely:  Dr.  Frank  H.  Tanner,  President 
of  the  Nebraska  State  Medical  Association ; 
Dr.  J.  Whitney  Kelley,  Dr.  J.  T.  McGreer 
III,  Dr.  John  Brown  III,  Dr.  John  Filkins, 
Dr.  Barney  Rees,  Dr.  P.  Bryant  Olsson, 
Dr.  Clinton  B.  Dorwart,  Dr.  Otis  W.  Miller, 
Dr.  E.  G.  Brillhart  and  Dr.  G.  Kenneth 
Muehlig,  be  informed  of  our  gratefulness 
for  their  helpfulness  and  guidance 
throughout  the  year;  and  be  it  further 

RESOLVED,  that  Dr.  Frank  Cole,  Editor  of 
the  Nebraska  State  Medical  Journal,  Mr. 
Kenneth  Neff,  Executive  Secretary  of  the 
Nebraska  State  Medical  Association,  Mr. 
William  Schellpeper,  Assistant  Executive 
Secretary,  and  Mary  Churchill,  Patsy 
Brown,  and  Taffy  Robacker,  Office  Assis- 
tants, be  advised  of  our  sincere  thanks  for 
the  efficient  way  they  have  handled  our 
Auxiliary  News  and  for  their  ready  assis- 
tance whenever  we  have  asked  for  it,  and 
be  it  further 

RESOLVED,  that  the  Blue  Cross-Blue  Shield 
organization  know  that  we  are  grateful 
for  their  generosity  in  providing  materials 
which  have  facilitated  the  transactions  of 
our  business  during  the  meetings,  and  be 
it  further 

RESOLVED,  that  Dawson  County  Medical 
Auxiliary  know  that  we  are  grateful  for 
their  part  in  financing  the  original  pur- 
chase of  the  materials  we  are  selling  for 
Nebraska  Medical  Foundation,  and  be  it 
further 

RESOLVED,  that  we  express  our  thanks  to 
Nebraska  Clothing  Company  for  the  style 
show,  to  the  Omaha  World-Herald,  the 
Lincoln  Star  and  Journal,  the  Kearney 
Daily  Hub,  and  to  the  Sheraton-Fontenelle 
Hotel,  and  be  it  further 

RESOLVED,  that  we  repledge  our  loyalty 
and  devotion  to  the  Woman’s  Auxiliary 
to  the  Nebraska  State  Medical  Association ; 
that  we  continue  to  be  faithful  in  sup- 


porting its  activities,  promoting  its  pro- 
jects and  protecting  its  reputation  and 
high  ideals,  and  be  it  finally 

RESOLVED,  that  these  resolutions  be  pub- 
lished in  the  Nebraska  State  Medical 
Journal. 

Respectfully  submitted, 
Mrs.  Frank  H.  Tanner 
Chairman 

The  Resolutions  and  Revisions  Committee 
has  had  no  meetings  since  the  revised  Con- 
stitution and  By-Laws  was  read  at  the  1961 
Annual  Meeting. 

Respectfully  submitted, 
Mrs.  Frank  H.  Tanner 
Chairman 

2.  Minutes  of  the  44th  Annual  Business 
Meeting 

April  29,  1969 

The  44th  annual  meeting  of  the  Woman’s 
Auxiliary  to  the  Nebraska  State  Medical 
Association  was  called  to  order  by  the  state 
auxiliary  president,  Mrs.  P.  Bryant  Olsson. 

Mrs.  Arthur  Anderson,  Chaplain,  gave  the 
invocation. 

Mrs.  Olsson  welcomed  the  members;  she 
introduced  Mrs.  Paul  Sauvageot  of  Akron, 
Ohio,  national  chairman  of  the  communica- 
tions committee.  The  past  state  presidents, 
seven  of  whom  were  present,  were  recog- 
nized ; there  were  two  district  councilors  and 
three  members-at-large  present  and  recog- 
nized. 

Mrs.  Colin  Schack,  convention  chairman, 
reported  92  had  registered  at  1 :00  p.m. 

The  minutes  of  the  43rd  annual  meeting 
were  printed  in  the  June,  1968,  issue  of  the 
Nebraska  State  Medical  Journal,  and  were 
approved  as  printed. 

A combined  report  of  the  President-Presi- 
dent-elect was  given  by  Mrs.  Robert  Mcln- 
tire,  and  will  be  attached  to  the  secretary’s 
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minutes.  This  report  covered  their  visits  to 
each  organized  auxiliary  and  meetings  with 
the  wives  of  members  of  the  Phelps  County 
Medical  Society  and  Southeast  Nebraska 
Medical  Society  in  an  effort  to  organize  new 
auxiliaries.  The  auxiliary  is  now  actively 
cooperating  with  the  following  organizations : 
Nebraska  Women  for  Highway  Safety,  the 
Governor’s  Committee  for  Children  & Youth, 
State  Inter-Agency  Health  Planning  Council, 
Inter-Church  Council,  American  Cancer  So- 
ciety, Nebraska  Division,  and  the  State  Men- 
tal Health  Association.  The  president  and 
president-elect  met  with  the  Nebraska  State 
Nurses  Association  Careers  Committee  and 
attended  the  state  convention  of  the  Ameri- 
can Association  o f Medical  Assistants, 
Nebraska  Division.  A representative  of  the 
auxiliary  was  invited  to  and  did  attend  a 
state  meeting  on  Water  Conseiwation.  The 
auxiliary  was  represented  by  an  ex-officio 
member  on  the  following  committees  of  the 
Nebraska  State  Medical  Association : Legisla- 
tion, Rural  Health,  Public  Relations,  Medical 
Service,  and  Health  Education  in  Schools 
and  Colleges. 

Mrs.  John  Filkins,  first  vice-president,  an- 
nounced there  were  849  members  reported  to 
national,  with  at  least  16  more  to  be  reported. 
Mrs.  Frank  Cole  reported  there  are  75  mem- 
bers-at-large,  25  of  whom  are  new. 

Mrs.  S.  F.  Moessner  gave  the  treasurer’s 
report.  The  report  was  accepted  to  be  placed 
on  file,  with  a balance  on  hand  on  April  29, 
1969,  of  $2,285.25. 

Mrs.  John  Brown  III,  chairman  of  the 
auditing  committee,  stated  the  books  were 
audited  and  correct;  a motion  was  made  to 
accept  the  report,  seconded  and  carried.  The 
financial  report  was  presented.  Motion  was 
made  and  carried  that  the  report  be  adopted. 
Mrs.  Brown  also  read  the  proposed  budget 
for  1969-1970.  A motion  to  accept  the  bud- 
get as  corrected  was  seconded  and  carried. 

Since  reports  of  standing  committees  were 
given  in  detail  at  the  pre-convention  board 
meeting,  these  reports  were  briefly  reviewed 
by  Mrs.  R.  C.  Rosenlof  and  Mrs.  Vernon 
Ward,  and  the  chairmen  recognized. 

The  Resolutions  and  Revisions  report  will 
be  published  in  the  Nebraska  State  Medical 
Journal. 


Mrs.  H.  W.  McFadden,  Jr.,  District  I 
Councilor,  introduced  Mrs.  Colin  Schack, 
president  of  Douglas  County  auxiliary,  who 
gave  her  report.  Mrs.  R.  F.  Statton  gave 
the  report  for  Lancaster  County  and  Mrs. 
Gordon  Francis  gave  the  report  for  Hall 
County.  A copy  of  a summary  of  each 
auxiliary’s  work  for  the  year  was  handed  to 
those  present.  A motion  was  made,  seconded 
and  carried  to  accept  these  reports. 

Mrs.  George  Robertson,  chairman  of  the 
structure  study  committee,  moved  that  the 
By-Laws  be  revised,  and  Standing  Rules  pre- 
pared. The  motion  was  carried.  The  re- 
vision of  the  by-laws.  Chapter  IV,  Section  I, 
by  striking  out  March  31st  and  inserting 
March  1st,  after  being  published  in  the  April 
Newsletter,  was  reread  and  accepted  by  a 
vote  of  the  members  present. 

The  Certificate  of  Award  for  the  highest 
total  contribution  to  Nebraska  Medical 
Foundation  was  presented  to  Mrs.  R.  F. 
Statton,  president  of  Lancaster  County  auxil- 
iary by  Mrs.  Charles  Hranac,  NMF  chairman. 
Mrs.  J.  Whitney  Kelley,  AMA-ERF  chair- 
man, presented  awards  to  Lincoln  County 
auxiliary  for  the  largest  contribution,  Tri- 
County  auxiliary  for  the  second  largest  con- 
tribution, and  Madison-Six  Auxiliary  for  the 
third  largest  contribution  to  AMA-ERF. 

The  president  asked  that  anyone  planning 
to  attend  the  national  convention  in  New 
York  report  to  the  president-elect,  so  dele- 
gates and  alternates  could  receive  their 
credentials. 

Mrs.  A.  W.  Anderson,  Chaplain,  conducted 
the  memorial  service  for  Mrs.  H.  V.  Crum, 
Rushville,  Mrs.  Carl  Gouldman,  Hastings,  and 
Mrs.  0.  C.  Kreymborg,  North  Platte. 

Mrs.  Arthur  Smith,  chairman  of  the  nomi- 
nating committee,  presented  the  report  of 
that  committee  as  follows:  President,  Mrs. 
Robert  Meintire,  President-elect,  Mrs.  John 
Filkins,  First  Vice-President,  Mrs.  Frank 
Cole,  Second  Vice-President,  Mrs.  James 
Carlson,  Treasurer,  Mrs.  S.  F.  Moessner, 
Directors  for  two  year  term,  Mrs.  John 
Christlieb  and  Mrs.  Frank  Tanner.  There 
were  no  nominations  from  the  floor.  A 
motion  that  the  slate  of  officers  proposed 
be  accepted  was  seconded  and  the  motion 
carried. 
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Mrs.  Mclntire  appointed  Mrs.  Gordon 
Francis  as  recording  secretary  and  Mrs.  Fred 
Rutt  as  corresponding  secretary,  and  Mrs. 
Fay  Smith  as  Chaplain.  The  installation 
ceremony  was  conducted  by  Mrs.  Arthur 
Anderson. 

Mrs.  Olsson,  out-going  president,  presented 
the  gavel  to  Mrs.  Mclntire.  Dr.  Frank  Tan- 
ner and  Dr.  J.  Whitney  Kelley  of  the  Nebras- 
ka State  Medical  Association  appeared  with 
a message  for  the  auxiliary,  and  presented 
the  past-president’s  pin.  Mrs.  Olsson  pinned 
the  president’s  pin  on  Mrs.  Mclntire. 

Mrs.  Mclntire  urged  each  member  present 
to  continue  her  support  of  the  auxiliary,  and 
to  encourage  other  members  to  help  with 
future  program  development  of  the  auxiliary. 

Mrs.  Olsson  and  Mrs.  Mclntire  received 
a presentation  bouquet  of  red  roses  from 
their  respective  county  auxiliaries,  Dawson 
and  Adams- 

Respectfully  submitted, 

Mrs.  Charles  Landgraf, 

Secretary 

3.  AUXILIARY  REPORT— House  of 

Delegates,  NSMA 

1968-69  — Mrs  P.  Bryant  Olsson, 

President 

Thank  you  from  the  auxiliary  for  again 
being  permitted  to  report  to  you,  the  mem- 
bers of  the  House  of  Delegates.  Also,  a very 
special  thanks  to  Dr.  Tanner  for  his  recog- 
nition of  and  cooperation  with  us ; to  Dr.  Cole 
for  his  support  of  our  auxiliary  news  column 
in  the  Journal;  to  Ken  Neff  and  Bill  Schell- 
peper  and  their  staff  for  continuous,  whole- 
hearted suggestions  and  clerical  help;  and 
last  but  not  least,  we  are  indebted  to  the 
Nebraska  State  Medical  Association  Advisory 
Committee  and  Dr.  Whitney  Kelley,  Chair- 
man, for  guidance  and  support. 

The  words  the  auxiliary  lived  by  this  year 
were  COOPERATE  — EDUCATE  — PAR- 
TICIPATE. We  believe  we  have  done  that. 
This  philosophy  carried  our  members  into  a 
continuation  of  the  projects  started  by  my 


predecessors,  and  a broadening  of  the  scope 
of  our  activities. 

As  you  know,  a concerted  effort  has  been 
and  is  being  made  to  be  sure  all  donations 
to  AMA-ERF  be  made  in  the  name  of  the 
auxiliary.  We  do  appreciate  your  coopera- 
tion in  this  regard.  Mrs.  Kelley,  AMA-ERF 
Chairman,  asked  me  to  show  you  this  card 
(explain) . 

We  undertook  to  aid  the  Nebraska  Medical 
Foundation,  and  to  this  end  a new  project 
was  instituted.  This  is  still  in  its  infancy, 
but  we  anticipate  it  will  grow.  The  check 
I am  handing  Dr.  Kelley  is  in  addition  to 
$555.00  sent  directly  by  the  component  aux- 
iliaries to  the  office  of  NSMA  for  NMF. 

We  continue  to  emphasize  Health  Career 
recruitment  and  are  making  an  effort, 
through  education,  to  help  guide  more  of  our 
youth  into  this  expanding  field.  Teas  and 
distribution  of  Literature.  For  the  first 
time,  the  auxiliary  has  had  a very  active 
committee  on  Children  and  Youth.  Several 
county  auxiliaries  have  worked  construc- 
tively with  Youth  Councils  and  Girl  Scouts  in 
their  areas;  our  programs  of  training  baby 
sitters  and  giving  health  education  instruc- 
tion to  parents  and  elementary  school  stu- 
dents have  continued  and  been  implemented 
and  enlarged.  Our  attempt  to  relate  and 
correlate  our  health  education  and  service, 
international  and  mental  health,  health 
careers  and  safety  programs  to  children  and 
youth  has  paid  off  in  a very  productive  and 
rewarding  manner.  This  emphasis  will  con- 
tinue under  Mrs.  Mclntire. 

Our  support  of  the  Homemaker  Rehabili- 
tation Program,  with  which  you  are  by  now 
familiar,  has  continued.  A new,  profession- 
aly  made  film,  telling  of  this  work,  will  be 
shown  in  New  York  at  the  national  auxiliary 
meeting.  The  Woman’s  Auxiliary  to  the 
Nebraska  State  Medical  Association  is  the 
only  cooperating  organization  mentioned  in 
the  film.  Soon,  each  state  will  be  supplied 
with  a copy  of  this  film,  which  will  be  avail- 
able to  use  in  work  with  the  handicapped. 

Although  our  plans  to  have  the  members 
of  the  Nebraska  Unicameral  tour  the  medical 
schools  did  not  materialize,  because  of  our 
work  toward  this  goal,  it  has  been  suggested 
by  the  deans  of  both  schools  and  by  Senator 
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Warner,  speaker  of  the  Unicameral,  that  we 
try  again  to  bring  about  this  Senators’  Day 
at  the  medical  schools. 

The  auxiliary  is  now  represented  on  the 
state  board  of,  and  is  actively  cooperating 
with  the  Nebr.  Women  for  Highway  Safety, 
the  Gov.  Committee  for  Children  & Youth, 
and  the  State  Inter-Church  Council  for  the 
study  of  the  problems  of  abortion.  An  aux- 
iliary member  is  currently  head  of  the  state 
Mental  Health  Board.  We  sincerely  appreci- 
ate the  action  taken  by  the  NSMA,  making  it 
possible  for  the  auxiliary  to  become  a mem- 
ber of  the  State  Inter-Agency  Health  Plan- 
ning Council.  Since  this  Council  is  concerned 
with  the  over-all  health  picture  in  the  state, 
we  feel  this  is  a step  toward  eliminating 
duplication  of  effort.  We  have  been  asked 
to  send  a representative  to  meet  with  the 
State  Public  Education  Committee  of  the 
American  Cancer  Society,  Nebr.  Div.,  when 
it  meets  to  allocate  funds.  A member  of  the 
auxiliary  was  invited  to  and  did  attend  a 
state  meeting  on  Water  Conservation  and 
the  state  heart  association  meeting. 

As  president  of  the  auxiliary  I was  asked  to 
and  did  attend,  with  Mrs.  Mclntire,  meetings 
of  the  following  committees  of  the  Nebr. 
State  Medical  Association : Legislation  — 

Rural  Health  — Public  Relations  — Medical 
Service  — and  Health  Ed.  in  Schools  & Col- 
leges. 

We  met  with  the  state  board  of  Nebr. 
Assn,  of  Medical  Assistants  to  lay  the 
groundwork  for  starting  a new  chapter,  and 
I talked  to  those  attending  that  group’s  state 
convention  in  Norfolk  last  month. 

Keeping  in  mind  the  need  to  retain  a 
larger  percentage  of  our  graduating  physi- 
cians in  the  state,  and  believing  it  is  impor- 
tant to  keep  the  lines  of  communication  open, 
the  president-elect  and  I visited  both  Nebras- 
ka and  Creighton  WASAMA  and  Interns  and 
Residents  groups.  We  felt  our  interest  and 
visits  were  very  much  appreciated.  Yester- 
day at  our  luncheon,  there  were  eleven  mem- 
bers from  the  four  chapters.  The  names 
of  the  presidents  of  these  four  groups  have 
been  receiving  a copy  of  the  auxiliary  News- 
letter this  year,  and  the  name  of  the  presi- 
dent of  the  Nebraska  Association  of  Medical 
Assistants  has  now  been  added  to  that  list. 


As  you  also  know  , the  auxiliary  was  asked 
by  your  Health  Ed.  in  Schools  & Colleges 
Committee  to  conduct  a pilot  Health  Ed.  Sur- 
vey in  Columbus,  Hastings,  Bridgeport  and 
Sheridan  County.  This  work  is  being  done 
and  when  completed,  the  results  will  be  made 
available  to  the  Inter-Agency  Health  Plan- 
ning Council. 

Further,  in  the  health  education  field,  we 
are  following  through  with  tentative  plans 
to  sponsor  on  Educational  TV  the  three  Blue- 
Cross  Blue-Shield  films  on  drug  abuse.  We 
are  thinking  in  terms  of  holding  youth  meet- 
ings, with  a physician  present,  to  answer 
questions  on  the  films,  and  to  hand  out  the 
very  fine  literature  in  this  field  prepared  by 
the  AMA.  Parents  will  be  encouraged  to 
view  the  films  also. 

The  Optimist  Club,  through  a lead  from 
Dr.  Kelley,  has  shown  an  interest  in  cooper- 
ating with  us  and  helping  financially,  and 
hopefully  the  Nebr.  Div.  of  the  American 
Cancer  Society  will  also  help. 

Members  of  the  auxiliary  board  and  Dr. 
Fuenning,  representing  the  NSMA,  preview- 
ed excerpts  from  a series  of  five  films  on  sex 
education  made  for  educational  TV  in  Penn- 
sylvania. We  are  hoping  to  sponsor  the 
showing  of  these  films  on  Nebraska  Educa- 
tional TV  at  a time  when  you  feel  the  cir- 
cumstances seem  right. 

The  auxiliary  voted  to  actively  support  the 
Medic-Alert  Foundation.  22  state  medical 
associations  and  4 of  the  specialty  academies 
have  officially  endorsed  this  Foundation  and 
its  work.  It  would  be  appreciated  if  this 
association  would  go  on  record  as  endorsing 
the  foundation  and  our  support  of  it. 

Members  of  the  auxiliary  are  making  every 
effort  to  serve  as  a reliable  liaison  between 
the  profession  and  the  lay  public,  and  to 
bring  about  greater  cooperation  with  other 
organizations  in  activities  which  improve  the 
health  and  well-being  of  the  individual  and 
the  community.  I once  read  nothing  is  ac- 
complished by  small  plans.  We  feel  there  is 
much  to  be  done  that  doctors’  wives  can  do 
better  than  anyone  else. 

During  my  “travels”  the  last  2 years,  I 
heard  it  said  it  is  the  cock  who  crows  but 
the  hen  who  delivers.  Keep  telling  us  this 
and  see  how  much  we  get  done.  Thank  you. 
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John  A.  Campbell,  Central  City,  4-19-68 
0.  D.  Johnson  (Life),  Kearney,  ....  4-30-68 

F.  G.  Travnicek,  Wilber,  5-16-68 

Hugh  J.  O’Donnell,  Hastings,  5-10-68 

Russell  Williams,  Omaha,  6-  1-68 

R.  E.  Bray,  Ponca,  6-15-68 

Herman  Johnson  (Life)  Omaha,  ....  6-20-68 

A.  J.  Groit  (Life),  Chadron,  7-16-68 

Clarence  Emerson  (Life),  Lincoln,  6-23-68 
A.  S.  Rubnitz  (Life)  Omaha,  6-24-68 

S.  L.  Larson  (Life)  Crete,  7-  6-68 

William  Dendinger,  Omaha,  7-23-68 

Robert  E.  Hahn  (Life),  Omaha,  ....  7-24  68 

J.  M.  Woodward  (Life),  Lincoln,  ....  8-  9-68 

Ray  B.  McNamara,  Crofton,  7-19-68 

Robert  C.  Hawkins,  Butte,  8-12-68 

Charles  Way  (Life),  Wahoo,  9-16-68 

Eugene  Simons  (Life),  Omaha,  ....  9-28-68 

Fay  Smith,  Omaha,  10-  2-68 

D.  T.  Quigley  (Life),  Omaha,  ....  10-  3-68 
R.  R.  Douglas,  Clarks,  10-18-68 


It's  New 

Information  contained  in  this  section 
has  been  obtained  from  the  manufact- 
urers, whose  literature  should  be  con- 
sulted for  complete  details  and  infor- 
mation regarding  indications  and  con- 
traindications, dose,  effects,  administra- 
tion, precautions,  and  side  effects. 

The  Journal  assumes  no  responsibility 
for  drugs  and  other  products  listed  here. 

A rubella  vaccine 

The  ‘Cendehiir  vaccine  against  rubella, 
known  as  German  Measles,  was  found  to  be 
97  to  100  percent  effective  in  studies  invol- 
ving 16,000  Jamaican  children,  the  largest 
single  evaluation  of  a rubella  vaccine. 

Dr.  Edward  Belle,  Senior  Lecturer  at  the 
Department  of  Microbiology,  University  of 
the  West  Indies,  Kingston,  Jamaica,  made 
the  report  in  a paper  presented  at  a meeting 


T.  F.  McCarthy  (Life),  Lincoln,  ....  10-21-68 

J.  Guy  Tucker  (Life),  Alexandria,  11-  8-68 

Chester  H.  Waters,  Omaha,  12-  8-68 

Ted  Riddell,  Scottsbluff,  12-  8-68 

0.  Longacre  (Life),  Grand  Island,  12-  8-68 

A.  A.  Ashby,  Geneva,  12-11-68 

Arnold  McDermott,  Omaha,  12-10-68 

Harry  Harvey  (Life),  Lincoln, 1-  4-69 

Claude  Palmer,  Bridgeport,  12-20-68 

Katherine  Hunt,  Omaha,  1-  1-69 

Michail  A.  Cavaleri,  Omaha,  1-21-69 

Intern  at  St.  Josephs  Hospital 

K.  C.  McGrew  (Life),  Orleans, 1-22-69 

Robert  McShane,  Ashland,  2-15-69 

M.  M.  Sullivan  (Life)  Spalding,  ....  3-  4-69 

C.  Edwin  Rodgers,  Osmond,  3-  4-69 

J.  I.  Podlesak,  Lincoln,  3-15-69 

Larry  Rider  (Life),  Lincoln,  4-  3-69 

J.  Marshall  Neely,  Lincoln,  4-  7-69 

D.  D.  Sanderson  (Life),  Lincoln,  ....  4-16-69 

M.  C.  Howard,  Omaha,  4-23-69 


of  the  Medical  Research  Council  of  the 
Caribbean,  Port  of  Spain,  Trinidad. 

The  medical  team  from  the  University, 
under  direction  of  Dr.  Louis  Grant,  Head  of 
the  Department  of  Microbiology,  studied  the 
vaccine,  first  in  closed  studies,  later  in  fam- 
ily and  open  studies.  There  was  no  spread 
of  the  vaccine’s  live-virus  from  vaccinees  to 
susceptible  control  subjects  living  in  close 
contact  with  them. 

Included  in  the  studies  were  over  1,500 
persons  13-to-18  years  of  age.  There  was 
no  evidence  of  arthralgia  or  arthritis  in  them. 

The  ‘Cendehiir  strain  of  rubella  virus  used 
in  the  vaccine  was  developed  by  Recherche 
et  Industrie  Therapeutiques  (R.I.T.),  a Bel- 
gian subsidiary  of  Smith  Kline  & French 
Laboratories,  Philadelphia  pharmaceutical 
firm.  Large-scale  clinical  trials  have  been 
organized  jointly  by  SK&F  and  R.I.T. 
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Norlestrin 

Parke,  Davis  & Company  has  announced 
the  marketing  of  a new  form  of  its  oral 
contraceptive  product,  Norlestrin. 

J.  D.  Williams,  Parke-Davis  Director  of 
U.  S.  Marketing,  said  the  new  product,  called 
Norlestrin  Fe  1 mg.,  combines  in  each  pack- 
age folder  21  tablets  of  Norlestrin-1  mg.  and 
seven  tablets  of  75  mg.  ferrous  fumarate, 
U.S.P.,  as  a dietary  supplement. 

Williams  added  that  Norlestrin  Fe  1 mg., 
with  its  distinguishing  dietary  supplement 
feature,  a first  in  the  oral  contraceptive 
market,  offers  the  patient  a simplified  dos- 
age regimen  that  eliminates  the  “monthly 
countdown”  and  at  the  same  time  may  help 
to  offset  iron  loss  that  occurs  during  men- 
struation. 

Norlestrin  Fe  1 mg.  is  the  fourth  item  in 
the  Parke-Davis  group  of  oral  contraceptive 
products.  Initially,  the  company  brought 
out  Norlestrin  2.5  mg.,  and  subsequently  has 
added  Norlestrin  1 mg.,  with  21  tablets  and 
Norlestrin  1 mg.  with  28  tablets,  in  a con- 
tinuing effort  to  simplify  oral  contraceptive 
regimens. 

Norlestrin  Fe  1 mg.  is  available  in  a pack- 
age of  five  28  tablet  prescription  folders. 
Each  folder  contains  21  yellow  Norlestrin-1 
mg.  tablets  and  seven  brown  ferrous  fuma- 
rate tablets.  Each  yellow  tablet  has  1 mg.  of 
norethindrone  acetate  and  0.05  mg.  of  ethinyl 
estradiol,  while  each  brown  tablet  contains 
75  mg.  of  ferrous  fumarate,  U.S.P. 


Is  Con.servative  Therapy  Ever  Justified  in 
Stage  I Cancer  of  the  Ovary?  — E.  Q. 
Munnell  (Presbyterian  Hosp,  New  York). 
Amer  J Obstet  Gynec  103:641-653  (March 
1)  1969. 

Bilateral  salpingo-oophorectomy  and  hys- 
terectomy were  performed  in  144  patients 
with  unilateral  ovarian  carcinoma.  In  46  the 
opposite,  apparently  normal,  ovary  and  fre- 
quently the  uterus  were  preserved.  Five- 
year  survival  was  slightly  higher  in  the 


radically  treated  group  but  the  difference 
was  not  statistically  significant.  When  con- 
sidered by  histologic  type  and  degree  of 
malignancy,  a slightly  higher  five-year  sur- 
vival rate,  again  not  statistically  significant, 
was  obtained  with  radical  treatment  in  all 
types  except  mucinous  carcinomas.  A micro- 
scopic focus  of  cancer  in  the  opposite,  appar- 
ently normal,  ovary  was  estimated  to  be  12%. 
Six  conservatively  treated  patients,  mostly 
those  with  mucinous  carcinomas,  had  at  least 
ten  subsequent  successful  pregnancies. 


Treatment  of  Massive  Diverticular  Hemor- 
rhage — F.  W.  Taylor  and  L.  I.  Epstein 
(Marion  County  General  Hosp,  Indianapo- 
lis). Arch  Surg  98:505-508  (April)  1969. 

Some  reports  suggest  that  emergency  colo- 
nic resection  is  the  treatment  of  choice  in 
patients  with  massive  diverticular  hemor- 
rhage. A review  of  76  consecutive  cases 
forms  a strong  argument  against  early  and 
“aggressive”  operative  management  and 
favors  more  conservatism.  There  is  no  unan- 
imity as  to  what  constitutes  “massive  bleed- 
ing” in  this  disease.  Amount  of  blood  re- 
placement was  used  as  a basis  of  severity 
in  groups  of  operated  and  unoperated  bleed- 
ers. 


Poverty  and  Mental  Illness  — N.  Q.  Brill 
(Dept  of  Psychiatry,  Univ  of  California, 
Los  Angeles),  R.  Weinstein,  and  J.  Garratt. 
Amer  J Psychiat  125:  1172-1179  (March) 
1969. 

Fifty-nine  percent  of  a state  hospital 
sample  of  patients  reported  having  exper- 
ienced poverty.  Social  class  was  inversely 
related  to  the  experience  of  poverty  but  not 
to  the  feeling  that  it  contributed  to  one’s  ill- 
ness. Patients  from  higher  social  classes  at 
times  associated  their  illness  with  poverty 
more  than  did  patients  from  lower  social 
classes.  However,  patients  experiencing  pov- 
erty only  in  adult  life  reported  that  it  con- 
tributed to  their  illness  more  often  than  did 
patients  poor  all  their  lives  and  those  poor 
only  in  childhood. 
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ON  INSUFFICIENCY 

Of  all  the  elegant  words  we  use  in  medical 
practice,  none  falls  more  harshly  on  our  ear 
than  “insufficiency.”  We  have  read  of  pul- 
monary insufficiency,  venous  insufficiency, 
of  myocardial  insufficiency,  and  of  cardiac 
insufficiency,  of  cerebral  insufficiency,  and 
of  mitral  insufficiency,  and  now  we  meet 
urinary  insufficiency. 

How  much  better  to  murmur  “cardiac  in- 
sufficiency” to  a relative  than  to  have  to 
say  “bad  heart.”  But  they  are  synonymous 
and  serve  only  to  impress  the  listener,  for 
Cl  sounds  like  a diagnosis.  Unfortunately, 
the  elegant  words  we  too  often  reach  for 
impress  the  speaker,  too.  And  if  we  say 
“bad  heart,”  we  may  be  asked  what  is  wrong 
with  it. 

There  is  much  to  be  said  for  the  word. 
One  need  only  tack  on  the  part  of  the  body 
housing  the  patient’s  complaint,  and  we  are 
all  diagnosticians.  The  device  enables  us  to 
whisper  solicitously  and  learnedly,  “gastric 
insufficiency”  (for  stomachache)  or  “nasal 
insufficiency,”  “pharyngeal  insufficiency” 
(sore  throat?),  “hepatic  insufficiency,”  and 
for  infection  perhaps,  “phagocytic  insuffi- 
ciency.” 

Are  we  impoverished,  we  compain  of  a 
pecuniary  insufficiency;  are  the  days’  hours 
too  few  for  our  purposes,  there  is  a tem- 
poral insufficiency.  And  we  will  close  with 
writer’s  cramp,  we  mean  digital  insufficiency. 

— F.C. 


HELLO,  WHOEVER  YOU  ARE 

We  were  at  our  annual  meeting  and  we 
came  away  with  a suggestion  for  meeting- 
attenders.  When  you  meet  a fellow-attender 
at  one  of  these  gatherings,  you  shake  hands, 
and  you  face  the  right  side  of  his  body,  which 
is  to  your  left.  If  he  wears  his  name  tag 
on  his  left  lapel,  as  is  the  custom,  you  must 
make  a point  of  turning  your  head  sharply 
to  your  right,  if  you  have  forgotten  his 
name,  or  you  may  simply  be  unable  to  read 
it. 


But  if  he  has  pinned  his  tag  to  his  right 
lapel,  you  will  be  able  to  read  his  name 
easily,  and  without  making  it  obvious  that 
you  have  no  idea  who  he  is. 

Try  our  method. 

Wear  your  name  tag  on  the  right,  not 


WHAT’S  THE  MATTER  WITH 
STATISTICS? 

There  is  no  way  to  learn  but  by  experi- 
ence. And  if  you  see  enough,  or  do  enough, 
and  if  you  write  down  what  you  see  or  do, 
your  experience  is  another  name  for  sta- 
tistics. If  you  do  not  bother  to  count  cases, 
you  still  rely  on  experience,  or  on  your 
own  private  statistical  method.  The  theo- 
retical approach  to  life,  made  up  of  phrases 
as  “It  seems  to  me,”  or  “It  is  perfectly  ob- 
vious,” is  less,  if  at  all,  reliable,  and  is  it- 
self based  on  the  statistical  method.  But  the 
statistical  method  can  on  occasion  become  an 
affront  to  common  sense  and  a triumph 
of  industry  over  intelligence.  Two  large 
studies  involving  years  spent  at  several  in- 
stitutions come  to  point.  One  investigated 
the  death  rate  of  anesthesia  in  more  than  a 
half  million  cases,  and  proved  little  if  any- 
thing; it  was  immediately  criticized  by  a 
dozen  or  more  anesthesiologists.  The  other 
was  a nationally  conducted  study  of  halo- 
thane,  with  special  reference  to  its  hepato- 
toxicity.  It  too  proved  little  or  nothing. 
Both  studies  appear  to  the  writer  to  have 
been  a waste  of  time  and  effort. 

The  statistical  method  is  sound  and  it  is 
all  we  have.  Statistics  do  not  prove  cause 
and  effect;  they  show  correlation.  And  the 
method  is  based  on  the  old  five  percent 
rule;  if  it’s  true  down  to  one  twentieth,  it’s 
probably  so.  But  if  the  method  is  abused, 
there  is  no  point  in  going  on  to  the  conclu- 
sions. And  in  large  national  studies,  the 
method  does  not  seem  to  be  properly  applied. 
If  the  figures  are  not  accurate,  and  if  the 
statistical  part  of  the  investigation  is  im- 
perfect, there  is  no  purpose  in  studying  a 
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drug  or  a disease  or  a new  technique.  Where 
ten  institutions  pool  their  results,  it  is  im- 
portant that  the  values  be  similarly  obtained. 
In  the  halothane  study,  death  rates  at  the 
different  hospitals  differed  by  two  thousand 
percent.  This  cannot  be  tolerated ; if  mor- 
tality rates  differ  so  widely,  other  figures 
are  similarly  invalid.  If  the  death  rate  at 
Hospital  A is  two  thousand  percent  greater 
than  at  Hospital  B,  I should  very  much  pre- 
fer to  go  to  Hospital  B,  and  should  avoid 
Hospital  A. 

If  reports  are  not  pooled,  we  are  faced 
with  a problem  that  has  not  before  been  ap- 
parent. Each  hospital  now  reports  on  dif- 
ferent drugs  and  methods.  Most  such  re- 
ports are  glowing ; negative  reports  and 
failures  are  seldom  published.  And  the  sta- 
tistical mistakes,  that  become  obvious  in 
large  pooled  studies,  do  not  come  to  our  at- 
tention, which  may  be  why  some  results  are 
not  reproducible.  It  is  thus  quite  possible 
that  the  statistical  method  is  being  mis- 
used in  the  majority  of  studies  being  solemn- 
ly reported.  National  studies,  in  which  the 
beauty  of  the  method  is  buried  under  moun- 
tains of  labor,  in  which  nonuniform  figures 
are  collected  and  made  to  resemble  one  an- 
other, and  particularly  in  which  conclusions 
are  not  conclusive,  bear  this  out. 

Perhaps  what  we  need  is  a statistical  study 
of  statistical  studies.  The  statistician  is 
more  important  than  the  doctor  in  a medical 
study.  We  are  in  the  grip  of  the  statis- 
tician. 

— F.C. 


GOOD  OLD  DOC 

We  have  a Shangri-la  close  to  a river, 
where  we  go  whenever  we  can,  to  “get  away 
from  it  all.”  Our  river-house  neighbors 
have  told  us  that  while  the  river  is  muddy 
now,  it  was  beautifully  clear  when  they  were 
children,  but  then  soil  erosion  or  something 
equally  culpable  came  along. 

We  were  rummaging  through  our  favorite 
name-book  the  other  day,  and  we  came  across 
the  river  that  flows  past  our  woodsy  para- 
dise. And  we  found  to  our  delight  that 
the  Indian  name  for  the  river  that  is  now 


muddy  and  used  to  be  clear,  was  “Muddy 
River.” 

Memory,  as  we  have  said  before,  paints 
with  a rosy  brush.  Was  living  better  in  the 
old  days  ? Was  Mother’s  cooking  superior 
to  frozen  dinners  ? We  tried  for  a long 
time  to  find  a product  we  knew  in  our  youth ; 
it  was  better  than  anything  they  make  now, 
we  knew.  And  we  found  it,  and  it  wasn’t 
any  good. 

Mother’s  cooking  just  wasn’t  that  good, 
nothing  was  as  good  as  we  think  we  re- 
member it,  and  we  wouldn’t  care  to  go  back 
to  the  good  old  days  with  the  horse  and 
buggy  and  outdoor  plumbing  and  no  air 
conditioners;  you  can’t  go  back,  anyway. 

Even  the  river  wasn’t  as  clear  as  our 
friends  remember  it.  We’ll  believe  the  In- 
dians. They  were  here  first. 

What  has  all  this  to  do  with  medicine? 
Two  things.  First,  all  of  life  touches  medi- 
cine, and  here,  specifically  memory.  And 
second,  we  are  reminded  too  often  of  the 
old-fashioned  doctor.  He  was  all  right. 

We’re  better. 

—F.C. 


Operative  Treatment  of  Pancreatitis  — C.  F. 
Frey  (Dept  of  Surgery,  Univ  of  Michigan 
Medical  Center,  Ann  Arbor).  Arch  Surg 
98:406-417  (April)  1969. 

Gallstones  and  alcoholism  were  associated 
with  the  development  of  pancreatitis  in  206 
of  306  patients.  Eleven  other  diseases  or 
conditions,  such  as  trauma,  were  responsible 
for  the  development  of  pancreatitis  in  100 
patients.  Removal  of  biliary  disease  offers 
the  best  hope  of  cure  in  patients  with  gall- 
stone pancreatitis.  Patients  with  acute  ex- 
acerbations of  alcoholic  pancreatitis  do  not 
benefit  from  operations  on  the  biliary  tract 
unless  calculus  disease  also  is  present.  Drain- 
age of  pseudocysts  offers  a favorable  prog- 
nosis even  in  patients  with  alcoholic  pan- 
creatitis. 
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ORIGINAL  ARTICLES 


Leiomyosarcoma  of  the  Uterus 


Leiomyosarcoma  is  a malig- 
nant neoplasm  of  the  uterus 
previously  assumed  to  have  an 
extremely  poor  prognosis.  This  series  of 
patients  with  leiomyosarcoma  of  the  uterus 
was  reviewed  to  determine  local  experience 
with  the  disease  after  two  cases  were  diag- 
nosed in  the  Auburn  community  by  differ- 
ent pathologists  during  a three-week  period 
in  1966.  This  malignancy  arises  primarily 
from  the  myometrium  or  from  neoplastic 
degeneration  in  benign  leiomyomas.  The 
incidence  of  malignant  degeneration  of  be- 
nign fibroids  to  sarcoma  has  been  reported 
from  0.13  percent^  to  2.0  percent^  and  alone 
is  not  sufficient  indication  for  operation  on 
small,  asymptomatic  leiomyomas.  Some 
series  have  reported  complete  inability  to 
tell  if  any  of  the  sarcomas  had  arisen  in 
the  benign  leiomyomas  and  questioned 
whether  it  did  ever  arise  from  such  tu- 
mors.*- Series  reported  during  the  past  ten 
years  show  the  age  range  generally  from 
40  to  60  years  and  has  been  noted  to  be 
approximately  seven  years  older  than  that 
of  Pryzbora  in  his  cases  of  transitional 
or  sarcoma  in  situ.  Parity  in  the  reviewed 
series  ranged  from  zero  to  12,  with  22 
of  93  married  patients  in  one  series  be- 
ing nulliparous.*  In  one  series,  all  pa- 
tients were  premenopausal,'^  with  other 
series  being  approximately  evenly  divided 
between  premenopausal  and  postmenopaus- 
al.* Irradiation  of  the  pelvis  for  benign  dis- 
ease has  been  incriminated  by  some  in  con- 
tributing to  the  pathogenesis  of  leiomyo- 
sarcoma with  five  of  53  in  Aaro’s  1959 
series,  and  none  in  a series  of  63  cases  re- 
viewed by  Taylor  and  Norris  having  re- 
ceived pelvic  irradiation.  Most  authors  now 
conclude  no  significant  correlation  between 
previous  pelvic  irradiation  and  leiomyo- 
sarcoma. 

All  series  have  reported  menorrhagia  or 
metrorrhagia  in  the  premenopausal,  and 
postmenopausal  bleeding  in  older  patients. 
Hypochromic  microcytic  anemia  is  often 
present,  and  the  patient  gives  a history  of 
several  weeks  or  months  of  lethargy  and 
fatigue.  The  second  most  common  com- 
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plaint  is  pain  in  the  pelvis,  abdomen,  and 
low  back,  with  some  noting  a mass  arising 
from  the  pelvis.  Some  patients  present  with 
symptoms  of  hemoptysis,  pathologic  frac- 
tures, or  unilateral  lower  extremity  pain 
and  swelling.  Urinary  habits  are  often 
altered  relatively  early  in  the  course.  Fever 
is  present  in  many.  Metastases  from  a 
leiomyosarcoma  of  the  uterus  are  almost 
without  exception  bloodborn,  with  deposits 
in  the  lung  being  most  common  and  bony 
involvement  of  the  vertebral  bodies  and  the 
ribs  occurring  frequently.  Brain,  kidney, 
and  liver  are  also  common  sites  for  meta- 
stases. Local  recurrence  after  operative 
therapy  is  common,  and  results  in  obstruc- 
tive symptoms  involving  the  urinary  and 
gastrointestinal  systems,  vascular  insuffi- 
ciency, and  edema  of  the  lower  extremities, 
as  well  as  local  extension  to  the  bony  pelvis. 
Recurrence  or  metastases  usually  become 
apparent  within  several  months  to  a 
few  years  after  the  primary  tumor  is 
discovered.  Drake,  however,  reported  an 
unusual  case  in  which  symptomatic  meta- 
stases became  apparent  for  the  first  time  18 
years  after  the  original  operation.® 

Cases 

This  series  represents  a retrospective  sur- 
vey of  all  leiomyosarcomas  of  the  uterus 
from  the  tumor  survey  of  the  University  of 
Nebraska  Hospital,  Omaha,  Nebraska,  since 
1928  (13  cases) ; Immanuel  Hospital,  Oma- 
ha, Nebraska,  since  1949  (nine  cases)  ; and 
Auburn  Clinic,  Auburn,  Nebraska,  since 
1966  (two  cases).  Of  these  24  cases,  one 
was  excluded  because  the  chart  was  un- 
available, three  excluded  because  the  slides 
were  unavailable,  and  five  were  reclassi- 
fied as  other  than  leiomyosarcoma  after 
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microscopic  review.  Those  cases  reclassified 
included  one  mixed  mesodermal  sarcoma, 
two  endometrial  sarcomas,  and  two  cellular 
leiomyomas. 

The  15  remaining  cases  were  included 
only  after  microscopic  review  of  available 
slides  and  recutting  tissue  blocks  of  sev- 
eral in  question.  Each  case  was  classified 
histologically  as  to  the  presence  of  vascu- 
lar or  stromal  invasion,  and  as  to  the 
mitotic  figure  count  per  high  power  field, 
as  low  (less  than  one),  moderate  (one  to 
five),  and  high  (over  five). 

Table  1 summarizes  the  data  on  our  15 
patients.  Our  patients,  as  those  in  the  re- 
viewed series,  had  abnormal  vaginal  bleed- 
ing, anemia,  abdominal  pressure,  and  pelvic 
masses  as  their  presenting  complaints.  The 
age  range  of  our  patients  was  40  to  85 
years,  with  most  falling  between  45  and 
60  years.  Our  patients’  parity  was  from 
zero  to  seven,  with  about  half  being  pre- 
menopausal. Only  one  of  our  15  cases  is 
known  to  have  had  pelvic  irradiation  as 
intrauterine  radium  for  “benign  tumors” 
18  years  before  the  diagnosis  of  leiomyo- 
sarcoma. Our  series  correlates  well  with 


those  reviewed,  with  the  lung  being  the  com- 
monest site  of  metastases,  and  being  pres- 
ent or  developing  soon  after  diagnosis  was 
made.  Bony  involvement  was  prominent 
in  our  series. 

Histologic  Findings 

The  diagnosis  of  leiomyosarcoma  has  been 
subjected  to  challenge  and  re-evaluation  in 
recent  years,  with  no  universal  acceptance 
of  essential  histological  findings.  Atypical 
nuclei,  multinucleated  giant  cells,  mitoses, 
and  invasion  are  histologic  characteristics 
used  to  make  the  diagnosis  of  this  sarcoma. 
Much  of  the  disagreement  is  whether 
changes  seen  histologically  represent  sim- 
ple degenerative  processes  in  a leiomyoma, 
a cellular  leiomyoma,  or  true  malignancy. 
The  pathologic  criteria  of  Stearns  and  Snee- 
den  in  their  study  of  57  cases  were  those 
of  most  types  of  malignancy,  namely  hyper- 
chromatism of  nuclei,  nuclear  size  variation, 
and  mitoses.  The  cellular  leiomyomas  ex- 
cluded from  their  series  demonstrated  no 
mitoses,  although  they  were  very  cellular. 
Actual  counts  of  mitoses  were  not  used  as 
criteria  in  this  study. 

Most  authors  agree  that  mitotic  figures 


Table  1 

CLINICAL  AND  PATHOLOGICAL  FINDINGS  AND  SURVIVAL  OF  15  CASES 
OF  LEIOMYOSARCOMA  OF  THE  UTERUS 

Case  Invasion 


No. 

Age 

Parity 

Treatmentt 

Metastasis 

Survival 

Mitosist 

Stromal 

Vascular 

1. 

53 

3003 

Hyst 

Lung 

IV2  mo. 

Low 

Yes 

No 

2. 

48 

2002 

Hyst,  BSO, 
Irrad 

None 

16  yr.  6 mo.* 

Low 

Yes 

Yes 

3. 

68 

7017 

Irrad 

None 

1 mo. 

Low 

Yes 

Yes 

4. 

46 

2002 

Hyst 

None 

6 yr.  9 mo.* 

Low 

Yes 

No 

5. 

49 

2002 

Hyst,  BSO 

None 

4 yr.* 

Low 

Yes 

No 

6. 

54 

1001 

Hyst,  BSO 

None 

13  yr.* 

Low 

Yes 

No 

7. 

40 

2002 

Hyst,  BSO, 
Pelvic  Nodes 

None 

20  mo.* 

Low 

Yes 

No 

8. 

76 

4014 

Hyst,  BSO 

None 

4 mo.* 

Low 

Yes 

Yes 

9. 

46 

0000 

Hyst,  BSO 

None 

20  mo.* 

Mod 

Yes 

No 

10. 

82 

1001 

Irrad,  Hyst, 
BSO 

None 

6 yr. 

Mod 

Yes 

Yes 

11. 

51 

1001 

Hyst,  BSO 

Lung 

6 hr. 

Mod 

Yes 

Yes 

12. 

46 

— 

Hyst,  BSO 

Lung, 

Liver 

3 yr.  6 mo. 

Mod 

Yes 

No 

13. 

47 

4004 

Hyst,  BSO 

None 

10  yr.  11  mo. 

Mod 

Yes 

No 

14. 

65 

2012 

Hyst,  Irrad 

Pubis 

12  mo. 

High 

Yes 

Yes 

15. 

45 

0000 

Hyst,  BSO, 

Pelvis 

3 mo. 

High 

Yes 

No 

Irrad 


* — Living  at  time  series  reported  1968. 

t — Low  mitotic  count  — Less  than  one  per  high  power  field. 
Moderate  mitotic  count  — One  to  five  per  high  power  field. 
High  mitotic  count  — Greater  than  five  per  high  power  field. 

t — Hyst  — Hysterectomy. 

BSO  — Bilateral  salpingo-oophorectomy. 

Irrad  — Irradiation. 
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must  be  present  for  a diagnosis  of  leiomyo- 
sarcoma, but  some  insist  on  specific  numbers. 
Aaro,  in  both  of  his  recent  studies,  has 
stressed  mitoses  as  the  most  acceptable 
single  criterion,  and  developed  a system  of 
grading  these  tumors  from  grade  I to  IV 
by  increasing  numbers  of  mitotic  figures 
per  high  power  field.  He  related  this  to 
progressive  deterioration  in  the  prognosis 
of  his  cases.  Taylor  and  Norris  insist  that 
at  least  ten  mitotic  figures  per  high  power 
field  be  present  for  the  diagnosis  of  leiomyo- 
sarcoma.^® Those  with  less  than  ten  were 
classed  as  cellular  leiomyomas.  Twenty- 
one  of  24  patients  classed  as  having  cel- 
lular leiomyosarcomas  were  still  living 
after  periods  of  ten  months  to  20  years. 
Of  the  group  classified  as  having  sarcoma, 
only  three  of  36  were  living,  and  their 
survivals  were  15  months,  six  years,  and 
12  years  after  diagnosis.  Although  cellular 
atypism  correlated  roughly  with  prognosis, 
the  relationship  was  not  considered  ade- 
quate for  separation  into  benign  and  malig- 
nant groups. 

Corscaden  stresses  invasion  of  surround- 
ing tissues  to  be  essential  for  the  diagnosis 
of  leiomyosarcoma.  Taylor  stresses,  if  this 
criteria  of  malignancy  was  strictly  adhered 
to,  15  of  his  series  of  39  with  over  ten 
mitotic  figures  per  high  power  field,  but  no 
invasion  and  who  died  of  recurrence  or  meta- 
stasis, would  have  been  missed.  In  the  Aaro 
series,  invasion  was  demonstrated  in  only 
five  cases,  although  many  others  died  of 
the  disease.  Most  authors  agreed  that  when 
invasion  was  present,  a rapid  downhill 
course  to  death  could  be  expected.^- 

Gudeon^’^  in  his  series  of  15  cases  of  leio- 
myosarcoma in  which  he  noted  invasion 
of  blood  vessels  and  mitotic  counts  found 
no  significant  relationship  between  mitotic 
counts  in  the  initial  specimen  or  autopsy 
material  and  the  survival  of  the  patient. 
He  stresses  invasion  as  the  most  important 
histologic  factor  in  diagnosis.  He  concludes 
the  most  important  factor  in  survival  is  the 
macroscopic  spread  of  the  tumor  as  deter- 
mined at  time  of  operation  regardless  of 
treatment.  In  this  series,  all  eight  with  only 
a microscopic  diagnosis  survived,  while 
seven  with  macroscopic  spread  were  dead 
within  five  years. 


Multinucleated  giant  cells  are  seen  frequent- 
ly in  leiomyosarcomas,  but  are  sometimes  con- 
sidered to  be  associated  with  degeneration, 
and  probably  not  directly  related  to  the  malg- 
nancy  itself.  One  series  notes  them  to  be 
common  in  leiomyosarcomas  originating  in 
leiomyomas  but  rare  in  malignancy  arising 
primarily  from  the  myometrium.^® 

Pryzbora  has  reported  21  cases  of  leio- 
myosarcoma in  situ  of  the  uterus.  The  pa- 
tient’s average  age  was  42.7  years,  or  is 
said  to  be  seven  years  lower  than  the  series 
of  true  leiomyosarcomas  in  that  country. 
His  criteria  for  this  diagnosis  are  (1)  co- 
existence of  true  leiomyosarcoma  in  28  per 
cent  of  this  series,  (2)  transition  from  few 
to  many  mitoses  as  the  invasive  sarcoma  is 
approached  anatomically  in  the  tumor,  (3) 
darkly  staining  nuclei  in  the  in  situ  cells, 
(4)  average  age  of  in  situ  patient  being 
seven  years  younger  than  the  average 
series  for  true  leiomyosarcoma.  Ober  ques- 
tions whether  tumors  which  show  atypical 
cells  but  no  invasion  are  not  truly  sarcoma 
in  situ  and  would  eventually  become  inva- 
sive. He  notes  that  occasional  tumors  or- 
iginally termed  leiomyomas  have  later  re- 
curred or  metastasized,  and  on  the  basis  of 
cellular  atypism  in  the  original  tumor,  are 
reclassified  as  leiomyosarcomas. Taylor 
stated  that  he  has  not  seen  any  transitional 
states  in  the  histologic  study  of  leiomyo- 
sarcoma. 

Labergei®  concluded  from  his  study  that 
no  single  histologic  criterion  is  enough  on 
which  to  base  prognosis,  and  that  mitotic 
cell  counts,  anaplasia,  and  multinucleated 
giant  cells  were  all  essential  in  the  diag- 
nosis of  the  disease.  His  was  a retrospec- 
tive series  of  25  cases  of  leiomyosarcoma. 
He  devised  a system  of  grading  from  I to 
IV  with  progi-essively  higher  degree  of 
malignancy  in  those  with  more  anaplasia 
and  high  mitotic  cell  counts  and  low  “sym- 
plasmic  cell”  (multinucleated  giant  cell) 
counts.  He  also  believes  actual  invasion  to 
be  too  strict  to  be  used  as  the  only  criterion 
for  diagnosis  of  leiomyosarcoma,  and  noted 
that  one  of  his  cases,  which  histologically 
was  of  low  malignant  potential,  had  wide- 
spread metastases  15  months  after  being  di- 
agnosed. 
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Therapy  and  Survival 

The  definitive  treatment  of  choice  for  the 
cure  of  leiomyosarcoma  is  total  hysterec- 
tomy. In  the  series  reviewed,  salpingo- 
oophorectomy  did  not  increase  survival 
rates,  therefore  most  authors  recommended 
sparing  the  ovaries  in  the  premenopausal 
patient  when  these  organs  are  found  to  be 
normal.^’  Since  the  metastases  are 

hematogenous,  operations  for  clearing  the 
pelvis  of  lymphatic  tissue  are  not  thought 
to  be  indicated  in  the  cases  without  local  ex- 
tension. Those  who  use  the  criteria  of 
numbers  of  mitoses  or  invasiveness  claim 
any  operative  procedure,  even  myomectomy 
or  supracervical  hysterectomy,  to  be  cura- 
tive for  those  cases  not  fitting  their  or- 
iginal criteria.^- 

Survival  figures  vary  widely  between 
series,  and  ai'e  more  dependent  on  which  tu- 
mors are  classified  leiomyosarcoma  than  on 
the  therapeutic  procedures.  Since  the  diag- 
nostic criteria  differs  so  widely  with  the 
series  reported,  an  overall  comparison  of 
survivals  is  not  entirely  valid. 

Table  two  presents  the  survival  of  series 
reviewed  each  according  to  its  own  defini- 
tion of  leiomyosarcoma. 

Most  authors  cannot  find  increased  sur- 
vival after  palliative  operations, * but  Aaro 
claims  vaginal  hysterectomy  in  a poor  risk 
patient  to  be  preferable  to  irradiation  alone.® 
Sturdy  reported  one  case  in  which  three 
pelvic  tumors  were  removed  at  operation 
over  a five  year  period  after  subtotal  hys- 


terectomy for  fibroid,  the  last  of  which  was 
demonstrated  to  be  leiomyosarcoma.^  Pul- 
monary lobectomy  on  a case  with  metastasis 
to  the  lung  two  years  after  hysterectomy  for 
leiomyosarcoma  resulted  in  a cure  for  40 
months,  up  to  the  time  of  the  report.® 

Most  series  have  demonstrated  no  bene- 
fit from  irradiation  in  attempting  to  obtain 
a cure,  since  the  tumor  is  usually  radio- 
resistant. Occasionally  radiotherapy  is  of 
some  help  in  palliation.  In  a patient  with 
metastatic  leiomyosarcoma  to  bone,  kidney, 
and  retro-orbital  area  reported  by  Drake 
and  Dobben,  lived  fairly  comfortably  for 
three  years  with  irradiation.  Gunn  and 
Kramer  report  four  cases  treated  with  co- 
balt irradiation  for  recurrent  pelvic  leio- 
myosarcoma or  metastasis  to  soft  tissue  and 
bone,  each  with  good  regression  of  tumor 
size  and  symptoms  even  though  life  may 
not  have  been  prolonged.  Corscaden 
acknowledged  occasional  palliation  by  irra- 
diation in  his  series,  but  the  others  have 
found  no  benefit  with  irradiation  at  all.®*  ® 

Ten  cases  in  our  series  of  15  were  treated 
surgically  with  two  hysterectomies,  and 
eight  with  hysterectomy  and  bilateral  sal- 
pingo-oophorectomy.  Four  cases  were  treat- 
ed both  surgically  and  with  irradiation,  and 
one  with  irradiation  alone.  No  increased 
survival  is  noted  by  addition  of  irradiation 
in  our  patients.  Eight  cases  are  classified 
as  low  mitotic  count  with  two  (25%)  being 
dead  of  leiomyosarcoma  within  18  months, 
and  six  living  (75%)  four  months  to  I6V2 
years  later.  Only  four  have  survived  five 


Table  2 
SURVIVAL 


Lost  to 

Series  No.  of  Cases  Followup 

Fairbanks,  Hoffman 15  0 

Aaro* 41  3 

Aaro8  60  7 

Laberge  25  3 

Corscaden 19 

Taylor 36 

Pryzbora  15*  6 

Stearns  57 

Bartisch  20 

Gudgeon  15 


• — In  situ  only. 


Survival 

Percentage 

of 

Survival 

7 — 4 mo.  to  16.5  yrs. 

46.6% 

5 — 5 yrs. 

33.6% 

22  — 3 yrs. 

53.9% 

19  — 5 yrs. 

46.0% 

30  — 3 yrs. 

50.0% 

25  — 5 yrs. 

41.6% 

17  — 6.5  to  22  yrs. 

68.0% 

1 — 2 yrs. 

5.3% 

5 — 15  mo.  to  2.5  yrs. 

13.8% 

6 — 1.5  to  5 yrs. 

40.0% 

18  — 5 yrs. 

31.6% 

55  — 1 to  10  yrs. 

96.5% 

0 — 2.5  yrs. 

0.0% 

7 — 5 yrs. 

46.7% 
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years  at  this  time.  Five  had  moderate 
counts,  with  one  alive  at  20  months,  four 
dead  (80% ).  Two  died  of  leiomyosarcoma  at 
six  hours  and  42  months,  and  two  of  other 
causes.  Two  cases  had  a high  mitotic  count 
and  died  in  three  and  12  months.  These 
figures  suggest  a decline  in  life  expectancy 
with  increase  in  mitotic  figures  per  high 
power  field,  but  our  series  is  too  small  to 
conclude  this.  These  cases  are  summarized 
in  table  three. 

Six  of  our  15  patients  had  vascular  inva- 
sion by  leiomyosarcoma  histologically.  Of 
these,  two  (33.3%)  are  alive  at  four  and 
18  months,  respectively,  and  four  are  dead. 
Two  (33.3%)  died  within  one  year  of  leio- 
myosarcoma, and  two  died  of  other  causes 
after  surviving  one  month  and  six  years 
respectively.  Nine  had  no  vascular  inva- 
sion. Of  these,  two  (25%)  are  dead  of 
their  disease,  and  five  (62.5%)  had  lived 
from  20  months  to  13  years,  and  one  is  dead 
of  another  cause.  Vascular  invasion  by  the 
tumor  suggests  a poorer  prognosis,  but  if 
used  as  the  sole  histopathological  criterion 
for  diagnosis,  would  have  excluded  two  cases 
which  eventually  died  of  leiomyosarcoma. 
No  significance  from  stromal  invasion  was 
found  since  it  was  demonstrated  in  all  our 
cases. 

Discussion 

This  paper  has  presented  a series  of  15 
cases  of  leiomyosarcoma  of  the  uterus,  and 
compares  their  histological  findings  with 
previously  reported  series.  Much  has  been 
written  in  the  last  ten  years,  from  the  stand- 
point of  histologic  evidence,  as  to  whether 


a given  uterine  nodule  is  a leiomyosarcoma 
or  not,  and  if  it  is,  how  can  one  prognos- 
ticate the  possible  outcome?  The  cases  re- 
ported herein  are  not  reviewed  histological- 
ly to  decide  the  outcome,  since  it  is  obvious 
from  a review  of  the  literature  that  many 
factors  must  be  taken  into  consideration 
in  the  discussion  of  a malignancy,  and  only 
some  generalities  can  be  made,  and  that 
these  do  not  necessarily  relate  to  a specific 
single  case  when  it  is  seen.  In  1958,  Cors- 
caden  and  Singh  discussed  prognosis  from 
the  standpoint  of  focal  leiomyosarcomas  con- 
fined to  a leiomyoma  without  invasion,  and 
compared  to  those  that  were  obviously  gross- 
ly and  diffusely  invasive.  From  a gross 
standpoint,  these  features  largely  set  the 
limitations  in  which  one  must  discuss  the 
rest  of  the  histologic  characteristics.  Stout 
and  Hill  later  that  year  reported  on  leio- 
myosarcomas of  the  superficial  soft  tissues, 
realizing  that  the  same  lesion  may  behave 
differently  in  different  sites  of  origin.  They 
agreed  with  Ebbens  that  a reliable  criterion 
of  malignancy  was  the  number  of  mitoses 
per  high  power  field  without  necessarily 
respecting  the  site  of  origin.  In  1958, 
Aaro  and  Dockerty  not  only  considered  mi- 
totic activity  to  be  the  most  significant  as- 
pect in  determining  whether  an  intrauterine 
smooth  muscle  tumor  was  benign  or  malig- 
nant, but  they  utilized  this  activity  to  grade 
their  cases  of  leiomyosarcoma.  In  a discus- 
sion of  different  types  of  sarcoma  of  the 
uterus  in  1966  they,  with  Symmonds,  stated 
that  they  still  thought  mitotic  activity  was 
the  most  important  factor  in  deciding  the 
malignancy  of  such  a lesion.  Taylor  and 


Table  3 

RESULTS  RELATED  TO  MITOTIC  COUNT 


No.  of 
Cases 

Dead 
of  L.S. 

Dead  of 
other 
Cause 

Live 

5 Year 
Survival 

Low 

8 

2 (25%) 

0 

6 (75%) 

3 (37.5%) 

Mod 

5 

2 (40%) 

2 

1 (20%) 

2 (25%) 

High  __  . 

2 

2 (100%) 

0 

0 

0 

Table  4 

RESULTS  RELATED 

TO  VASCULAR  INVASION 

No.  of 
Cases 

Dead 
of  L.S. 

Dead  of 
Other 
Cause 

Live 

5 Year 
Survival 

Present 

6 

2 (33.3%) 

2 

2 (33.3%) 

2 (33Vs%) 

Absent 

9 

3 (33V3%) 

1 

5 (55.5%  > 

3 (331/3%) 
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Norris,  a few  months  later,  agreed  that  the 
number  of  mitotic  figures  was  the  most  im- 
portant basis  for  separating  benign  from 
malignant  lesions,  and  they  were  able  to 
correlate  this  with  some  prognostication. 
Their  survival  or  death  rate  did  not  correlate 
with  the  cellular  variations  or  the  fact  that 
multinucleated  cells  may  or  may  not  be 
present.  They  also  challenged  the  concept 
that  some  leiomyosarcomas  originate  in  pre- 
viously benign  lesions.  Gudgeon  could  not 
find  a relationship  between  the  number  of 
mitotic  figures  and  survival,  but  indicated 
that  mitotic  figures  were  a feature  of  malig- 
nancy but  should  not  be  utilized  to  decide 
the  future  course.  Vascular  invasion  was 
used  to  indicate  a more  guarded  prognosis. 

The  clinical  findings  of  our  patients  were 
similar  to  those  in  reviewed  series.  Two 
cases  were  found  to  have  sarcoma  present 
within  a leiomyoma  and  possibly  arising 
from  them.  Only  one  of  15  women  had  re- 
ceived pelvic  irradiation,  and  that  was  18 
years  before  the  diagnosis  of  leiomyoma  of 
the  uterus.  As  in  other  studies,  the  type 
of  operation  in  addition  to  total  hysterectomy 
did  not  affect  survival.  Irradiation  did  not 
prolong  the  lives  of  our  patients. 

Our  series  suggests  an  inverse  relation- 
ship of  the  mitotic  figure  count  to  survival, 
despite  the  type  of  treatment  as  was  demon- 
strated by  Aaro,  Taylor,  and  others.  Vas- 
cular invasion  in  our  series  suggested  a poor 
prognosis,  but  used  as  the  only  criterion  of 
leiomyosarcoma  would  have  excluded  two 
of  our  cases  who  died  of  the  disease. 

The  overall  survival  of  our  patients  was 
46.6%  with  33%  having  survived  five  years 
at  the  time  of  this  report. 


Bibliography 

1.  Sturdy,  D.  E.:  Leiomyosarcoma  of  cervical 
stump  following  subtotal  hysterectomy.  Brit  J Surg 
46:369-370  (January)  1959. 

2.  Corscaden,  J.  A.,  and  Singh,  B.  P.:  Leiomyo- 
sarcoma of  the  uterus.  Amer  J Obstet  Gynec  75 :149- 
155  (January)  1958. 

3.  Aaro,  L.  A.  and  Dockerty,  M.  B. : Leiomyo- 
sarcoma of  the  uterus.  Amer  J Obstet  Gynec  77: 
1187-1198  (June)  1959. 

4.  Pryzbora,  L.  A.:  Leiomyosarcoma  in  situ  of 

the  uterus.  Cancer  14:483-492  (May-June)  1961. 

5.  Drake,  E.  T.  and  Dobben,  G.  D.:  Leiomyo- 

sarcoma of  the  utenas  with  unusual  metastasis. 
JAMA  170:1294-1298  (July  11)  1959. 

6.  McEachern,  G.  G.:  Gitlin,  M.  M.,  and  Sullivan, 

R.  E.:  Lobectomy  for  metastatic  leiomyosarcoma 

of  the  uterus.  JAMA  (November  26)  1960. 

7.  Stearns,  H.  C.,  and  Sneeden,  V.  D.:  Leiomyo- 
sarcoma of  the  utenis.  Amer  J Obstet  Gynec  95: 
374-380  (June  1)  1966. 

8.  Aaro,  L.  A.;  Symmonds,  R.  E.,  and  Dockerty, 

M.  D.:  Sarcoma  of  the  uterus.  Amer  J Obstet 

Gynec  94:101-9  (January)  1966. 

9.  Rachmaninoff,  M.,  and  Clinic,  A.  R.  W.:  Mixed 
mesodermal  tumors  of  the  uterus.  Cancer  19:1705- 
1710  (November)  1966. 

10.  Taylor,  H.  B.  and  Norris,  H.  J. : Mesen- 

chymal tumors  of  the  uterus.  Arch  Path  B2 
(July)  1966. 

11.  Gunn,  W.  G.,  and  Kramer,  S. : The  value 

of  radiation  therapy  in  leiomyosarcoma  of  the 
uteims.  Radiology  81:854-860  (November)  1963. 

12.  Bailey,  A.  M.:  Uterine  sarcoma  with  special 
reference  to  endometrial  stromal  sarcoma.  Scot 
Med  J 9:106-111,  1964. 

13.  Laberge,  Jean-Louis:  Prognosis  of  uterine 

leiomyosarcoma  based  on  histopathologic  criteria. 
Amer  J Obstet  Gynec  84:1833-1837  (December  15) 
1962. 

14.  Tanaka  & Chen:  On  myogenic  sarcoma  of 

the  uterus,  report  of  four  cases.  Gann  47 :729-730 
(December)  1956. 

15.  Ober,  William  B.:  Uterine  sarcomas:  histo- 

genesis and  taxonomy.  Ann  New  York  Acad  Sci 
75:568-585  (January  9)  1948. 

16.  Gudgeon,  D.  H.:  Leiomyosarcoma  of  the 

uterus.  Obstet  Gynec  32:96-100,  1968. 

17.  Stout,  A.  P.,  and  Hill,  W.  T.:  Leiomyosar- 
coma of  the  superficial  soft  tissues.  Cancer  11: 
844-854  (July-August)  1958. 

18.  Bartisch,  E.  G.;  Bowe,  E.  T.,  and  Moore, 

J.  G. : Leiomyosarcoma  of  the  uterus,  a 50  year 

review  of  forty-two  cases.  Obstet  Gynec  32:101- 
106,  1968. 


434 


Nebraska  S.  M.  J. 


Role  of  Radiotherapy  in  Neoplasms 
Of  the  Genitourinary  Tract* 


The  role  of  radiotherapy  in  man- 
agement of  the  several  neo- 
plasms of  the  genitourinary 
tract  varies  widely.  Some  determining  fac- 
tors are  cell  type  as  an  index  of  radiosensi- 
tivity, histologic  grade  of  the  neoplasm, 
stage  and  distribution  of  disease,  age  and 
general  health  of  the  patient,  and  his  ability 
to  tolerate  major  surgery.  Finally,  there 
must  be  a decision  as  to  whether  manage- 
ment should  be  directed  toward  long  range 
control  and  cure,  or  limited  to  restraint  and 
palliation. 

Telecobalt  and  megavoltage  x-ray  therapy 
have  proven  definitely  advantageous  in  the 
treatment  of  carcinoma  of  the  prostate  and 
carcinoma  of  the  bladder  to  doses  of  5,000 
to  6,000  rads.  The  primary  clinical  advant- 
age of  megavoltage  radiation  over  200  Kv 
x-ray  is  the  capacity  to  deliver  a cancericidal 
dose  of  five  to  seven  thousand  rads  into  a 
regionalized  neoplasm  located  deep  within 
the  body,  with  significantly  less  damage  to 
the  skin  and  subcutaneous  tissues.  Inter- 
stitial radiation  by  radium,  radon,  and  radio- 
gold have  to  some  extent  been  replaced  by 
rotational  megavoltage  radiation,  particular- 
ly in  the  case  of  neoplasms  which  are  locally 
infiltrative  but  still  regionally  delimited,  as 
in  some  carcinomas  of  the  bladder  and  pros- 
tate. 

In  the  management  of  carcinoma  of  the 
prostate  there  have  been  three  major  de- 
velopments — surgical,  hormonal,  and  ra- 
diological. External  radiotherapy  was  wide- 
ly used  for  palliation  of  pain  from  osseous 
metastases  until  largely  replaced  by  hor- 
monal therapy.  Control  of  the  primary  in 
carcinoma  of  the  prostate  was  not  feasible 
with  250  Kv  x-raj%  due  to  inability  to  deliver 
dosage  adequate  for  control  of  the  lesion 
without  over-irradiation  of  the  skin.  Ra- 
dium needle  implantation  was  tried  but  dis- 
continued due  to  technical  difficulties,  in- 
homogeneity of  dosage,  and  resulting  com- 
plications. The  feasibility  for  control  of 
localized  carcinoma  of  the  prostate  with  ra- 
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diation  was  finally  demonstrated  by  Flocks,® 
who  in  1952  reported  on  the  successful  treat- 
ment of  carcinoma  of  the  prostate  by  inter- 
stitial radiogold. 

Control  of  carcinoma  limited  to  the  pros- 
tate and  periprostatic  tissues  by  external 
therapy  became  practical  with  the  availabil- 
ity of  high  energy  radiation  from  telecobalt 
units  and  megavoltage  x-ray  generators. 
Bagshaw  and  Kaplan,^  working  with  the 
urology  group  at  Stanford,  began  treating 
carcinoma  of  the  prostate  by  rotational 
megavoltage  x-ray  therapy  in  1952,  and  in 
1964  reported  73  cases  so  treated.  The  ad- 
justed survival  rate  at  5 years  was  55%, 
without  significant  fall-off  thereafter.  Com- 
parable reports  on  the  treatment  of  pros- 
tatic carcinoma  by  telecobalt  have  been  pub- 
lished by  del  Regato,^  George,®  Bennett,^ 
and  others.  Of  the  73  patients  reported  by 
the  Stanford  group,  42  were  alive  without 
evident  disease  at  the  time  of  publication, 
and  of  these,  24  had  received  neither  cas- 
tration nor  estrogens.  Although  mild  diar- 
rhea, dysuria,  and  occasional  hematuria  oc- 
curred in  the  majority  of  cases  irradiated, 
dysuria  was  severe  in  only  10  percent,  and 
rectal  bleeding  occurred  in  only  5 percent 
of  cases  treated  to  a prostatic  dose  of  6,000 
rads  to  a 6 X 6 cm  field  in  6 to  8 weeks. 
Delivery  of  high  energy  radiation  through 
such  small  fields  requires  accurate  direction 
and  delimitation  of  the  beam,  and  depend- 
able dosimetry.  Patients  with  carcinoma  of 
the  prostate  selected  for  intensive  radio- 
therapy (a)  should  show  no  demonstrable 
distant  metastases,  (b)  the  primary  neo- 

♦Presented  before  American  College  of  Surgeons  Sectional 
Meeting,  Omaha.  Nebraska,  February  5,  1969. 

tDirector  Eppley  Radiation  Center,  University  of  Nebraska 
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plasm  should  be  localized  to  the  prostate, 
and  periprostatic  region,  and  (c)  radical 
prostatectomy  should  have  been  excluded  by 
urologic  consultation  or  by  refusal  of  such 
operation  by  the  patient.  Total  prostatec- 
tomy remains  the  treatment  of  choice  in  the 
5 percent  of  cases  with  disease  limited  with- 
in the  prostate.  Orchiectomy  and  hormones 
continue  to  provide  the  primary  therapy  for 
the  65  to  75  percent  of  patients  with  distant 
metastases.  Intensive  prostatic  radiother- 
apy now  appears  to  be  the  treatment  of  choice 
in  the  25  to  30  percent  of  patients  with  peri- 
prostatic extension  without  distant  meta- 
stases. Radiotherapy  also  offers  palliation 
through  relief  of  pain  from  osseous  meta- 
stases and  pelvic  extensions  to  the  rectum 
and  bladder  unrelieved  by  hormone  ther- 
apy. 

Radiation  therapy  has  a well  recognized 
role  in  the  cure  of  seminoma  of  the  testis, 
but  plays  rather  a palliative  role  in  the  man- 
agement of  embryonal  carcinoma,  terato- 
carcinoma,  and  choriocarcinoma  of  the  testis. 
The  curability  of  seminoma  of  the  testis 
by  combined  orchiectomy  and  irradiation  is 
about  90  percent  in  Stage  I and  II  cases 
and  20  to  40  percent  in  patients  with  prov- 
en distant  metastases. Such  radiocurabil- 


ity of  seminoma  is  in  contrast  with  a control 
of  less  than  5 percent  for  other  metastatic 
testicular  neoplasms.®  Fortunately,  the  ma- 
jority of  testicular  tumors  are  seminomas. 
Data  from  the  USPHS  End  Results  Report 
for  1968®  clearly  show  superior  survival 
rates  for  testicular  neoplasms  treated  by 
surgery  plus  radiotherapy  as  compared  with 
surgery  alone.  Significantly,  patients  with 
localized  neoplasms  showed  a 5 year  sur- 
vival rate  of  79  percent  for  surgery  alone,  in 
contrast  to  a survival  rate  of  90  percent  for 
surgery  plus  radiation,  indicating  control  of 
unsuspected  para-aortic  metastases  from 
seminomas  by  such  postoperative  radiother- 
apy. In  this  report,  patients  diagnosed  as 
having  testicular  tumors  with  regional  meta- 
stases showed  no  survivals  after  surgery 
alone,  as  compared  with  a survival  rate  of 
75  percent  at  five  years  with  the  addition  of 
radiotherapy. 

Our  own  experience  in  the  treatment  of 
seminomas  of  the  testis  has  been  in  keep- 
ing with  the  USPHS  Report.®  Of  23  Stage 
I and  II  cases,  20  were  living  and  free  of 
disease  5 years  later,  a cure  rate  of  86  per- 
cent. Of  8 Stage  III  and  IV  patients,  3 
were  living  and  free  of  disease  5 years  later, 
a survival  rate  of  37  percent.  One  patient  is 


(a)  Seminoma  of  testis,  treated  by  orchiectomy  and  radiotherapy  to  para-aortic 
nodes  in  March  1947  with  biopsied  metastasis  in  frontal  area.  November  1949. 
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alive  and  well  20  years  following  delivery 
of  2,000  rads  to  a biopsy  proven  metastasis 
beneath  the  scalp,  and  another  is  well  16  years 
after  3,000  r over  large  abdominal  and  medi- 
astinal metastases. 

Surgical  removal  of  the  diseased  testis  is 
indicated,  both  for  elimination  of  the  pri- 
mary disease  and  to  provide  histological  con- 
firmation and  evaluation  as  to  cell  type  and 
radiosensitivity.  In  case  the  lesion  proves 
to  be  pure  seminoma  or  a mixed  semino- 
matous  tumor,  radiotherapy  is  indicated  over 
the  ipsilateral  iliac  nodes  and  particularly 
over  the  para-aortic  nodes  up  to  the  level 
of  the  diaphragm.  If  there  is  any  indica- 
tion of  lymphatic  spread  as  shown  by  micro- 
scopic study  of  the  spermatic  cord,  spread 
to  the  para-aortic  nodes  as  shown  by  lym- 
phangiography or  suggested  by  dorsolumbar 
back  pain,  radiotherapy  should  be  extended 
upward  to  cover  also  the  thoracic  and  left 
supraclavicular  nodes.  Recommended  post- 
operative radiotherapy  for  seminoma  is  3,000 
or  more  rads  to  the  para-aortic  nodal  chain 
delivered  over  a period  of  4 weeks  or  more. 
Para-aortic  nodal  dissections  are  definitely 
not  indicated  in  pure  seminoma  of  the  testis. 
In  case  the  neoplasm  proves  to  be  an  em- 
bryonal carcinoma  or  teratocarcinoma,  re- 


gional lymph  node  dissection  up  to  the  level 
of  the  diaphragm  warrants  consideration, 
although  patients  with  regional  metastases 
rarely  survive  5 years  after  extensive  node 
dissection  or  following  radiotherapy  to  5,000 
rads  in  7 to  8 weeks.  Clinical  trials  com- 
bining radiotherapy  with  various  chemo- 
therapeutic agents  are  currently  under  way. 
When  delivering  heavy  radiotherapy  to  the 
para-aortic  nodes,  precautions  are  observed 
to  restrict  the  irradiation  of  the  spinal  cord, 
kidneys,  and  liver. 

The  currently  accepted  and  most  expedi- 
tious treatment  for  carcinoma  of  the  penis 
is  surgical  amputation.  Radiation  therapy 
warrants  consideration  primarily  in  the 
Stage  I lesions  in  which  there  is  some  pos- 
sibility of  preserving  a functional  organ. 
The  prospect  for  control  in  Stage  I lesions 
is  about  80  percent,  whether  treated  by  im- 
mediate surgical  amputation  or  by  initial 
radiotherapy  as  reported  by  Jackson^i  at 
Manchester.  Should  there  be  a failure  of 
radiotherapy  or  persistent  postradiation  ul- 
ceration, amputation  can  still  be  carried  out 
without  jeopardy  of  control  and  without 
added  postoperative  deformity.  The  disad- 
vantages of  radiation  therapy  are  the  pro- 
longation of  treatment  over  a period  of  5 to 


(b)  Photo  in  1969,  ten  years  after  2,000  R to  frontal  metastasis ; still  remains 
well  over  18  years  after  radiotherapy. 
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7 weeks,  and  slow  postradiation  healing  due 
to  infection  and  maceration  in  the  area. 
Postradiation  reactions  are  reduced  by  prior 
circumcision  or  a dorsal  slit  of  the  prepuce 
to  impi-ove  hygiene. 

Survival  rates  for  Wilms’  tumor  of  the 
kidney  have  improved  remarkably  during 
the  past  20  years.  Contributing  factors  are 
earlier  diagnosis,  avoidance  of  preoperative 
manipulation,  improved  surgical  techniques, 
better  postoperative  radiotherapy,  and  seem- 
ingly the  addition  of  actinomycin  D.  Gross 
and  Neuhauser^®  in  1950  reported  the  in- 
crease in  survival  rate  from  32.2%  for  ne- 
phrectomy alone  up  to  47.3%  with  the  ad- 
dition of  postoperative  radiotherapy.  Actino- 
mycin D was  added  to  radiotherapy  in  1959 
by  Farber  and  D’Angio.®  Radiation  reac- 
tions were  accentuated  by  a factor  of  2 to  3. 
Although  initial  resolution  of  neoplasms  is 
more  rapid  with  such  combined  radiotherapy, 
no  statistical  increase  in  long  range  survival 
rate  has  been  proven.  Maier^^  in  1967  re- 
ported a 2 year  survival  rate  of  54%  in  24 
cases  treated  by  nephrectomy  and  radio- 
therapy alone.  The  survival  rate  was  only 
29%  for  17  cases  in  which  actinomycin 
D was  added.  Pulmonary  metastases  re- 
solved in  3 patients  following  actinomycin 
D and  radiation,  and  in  one  patient  meta- 
stases resolved  after  radiation  alone.  Con- 
sideration might  be  given  to  some  individual- 
ization of  therapy  according  to  the  stage 
of  disease.  Stage  I cases  with  tumor  en- 
capsulated with  no  demonstrable  extrarenal 
spread  and  particularly  if  under  2 years  of 
age,  might  be  treated  by  meticulous  nephrec- 
tomy alone.  Stage  II  cases  with  invasion 
of  renal  parenchyma  and  perirenal  extension 
certainly  warrant  postoperative  radiother- 
apy, and  in  case  of  tumor  thrombi  in  renal 
vessels,  the  addition  of  actinomycin  D. 
Stage  III  cases  in  which  the  tumor  is  so 
large  and  invasive  as  to  be  no  longer  com- 
pletely resectable,  or  in  which  distant  meta- 
stases have  occurred,  warrant  treatment  by 
postoperative  radiotherapy  combined  with 
actinomycin  D.  Many  clinicians  combine 
nephrectomy  with  postoperative  radiotherapy 
and  Actinomycin  D in  all  patients  with 
Wilm’s  tumor. 

Preoperative  irradiation  of  Wilms’  tumor 
has  been  discontinued  due  to  occasional 


irradiation  of  benign  lesions.  Manipulations 
involved  in  preoperative  radiotherapy  may 
disseminate  the  neoplasm.  Furthermore, 
modern  surgical  techniques  with  preliminary 
venous  ligation  have  been  so  improved  as  to 
allow  successful  removal  of  the  larger  un- 
shrunken tumors  with  minimal  dissemina- 
tion. 

Radiotherapy  plays  a minor  role  in  the 
management  of  clear  cell  carcinoma  of  the 
kidney  due  to  its  relative  radioresistance. 
Cure  depends  on  nephrectomy  prior  to  meta- 
stasis. Radiotherapy  is  of  some  real  value 
in  the  restraint  of  nonresectable  lesions  and 
known  postoperative  residue  in  the  tumor 
bed,  and  for  the  restraint  and  palliation  of 
remote  metastases  usually  in  the  bony  skele- 
ton. 

Current  concepts  concerning  the  pathol- 
ogy and  management  of  cancer  of  the  blad- 
der have  been  recently  reviewed.^®  The  role 
of  radiotherapy  and  the  choice  of  modality 
varies  with  the  grade,  stage,  location,  and 
extent  of  the  lesion  within  the  bladder. 
Staging  is  most  important,  and  is  usually 
based  on  cystoscopy,  biopsy,  and  bimanual 
examination.  The  accuracy  of  staging  can 
be  significantly  upgraded  by  the  triple  cys- 
togram  technique  developed  by  L a n g,^2 
which  combines  conventional  cystography 
with  perivesical  gas  injection  and  arteriog- 
raphy. 

Papillary  in-situ  lesions  and  T-1  lesions 
with  invasion  limited  to  the  submucosa  are 
usually  treated  successfully  by  transurethral 
resection.  Radiotherapy  is  considered  only 
in  lesions  inaccessible  to  surgical  removal, 
lesions  recurrent  after  prior  removal,  highly 
undifferentiated  lesions,  and  multiple  lesions 
about  the  trigonal  region.  Such  superficial 
lesions  located  in  the  lower  three  fifths  of 
the  bladder  can  usually  be  effectively  treat- 
ed by  means  of  an  intravesical  radiation 
source  contained  within  a three-way  Foley 
catheter,  as  advocated  by  Friedman.'^  The 
intravesical  technique  is  not  applicable  to 
lesions  over  2 m.m  in  thickness  nor  to  le- 
sions occurring  in  the  upper  two  fifths  of 
the  bladder.  In  properly  selected  cases,  con- 
trol may  be  anticipated  in  about  80  percent 
at  5 years  by  the  intravesical  technique.  Pre- 


438 


Nebraska  S.  M.  J. 


operative  radiotherapy  is  not  indicated  in 
T-1  lesions. 

The  preferred  treatment  for  T-2  lesions 
with  muscle  invasion  is  surgical  removal  by 
TUR,  or  by  segmental  resection  when  ap- 
plicable. In  case  the  lesion  involves  the  tri- 
gonal area,  or  for  other  reason,  total  cys- 
tectomy with  ureteral  transplant  be  the  re- 
quired surgical  procedure,  then  primary 
treatment  by  radiation  warrants  considera- 
tion. If  the  lesion  be  relatively  small  and 
superficial,  combined  radiation  by  means  of 
4,000  rads  delivered  externally,  plus  an  addi- 
tional 3,000  to  4,000  rads  delivered  by  intra- 
vesical radium,  may  be  considered.  In  the 
more  advanced  T-2  and  T-3  lesions  with 
deep  muscle  invasion,  particularly  those 
with  high  grade  poorly  differentiated  le- 
sions, radiotherapy  would  be  delivered  en- 
tirely by  external  high  energy  convergent 
radiation.  Representative  5 year  survival 
rates  for  T-3  lesions  with  muscle  invasion 
treated  with  megavoltage  radiation  by  Wat- 
son and  Campbelh'^  are  22  percent,  and  by 
Miller^®  and  associates  33  percent.  These 
results  compare  favorably  with  postsurgical 
5 year  survival  rates  in  comparable  cases, 
but  a significant  incidence  of  postirradiation 
complications  must  be  accepted.  The  4 year 
survival  rate  for  stage  II  and  III  carcinomas 
of  the  bladder  treated  by  radiotherapy  at 
the  Nebraska  Methodist  Hospital  in  associa- 
tion with  Dr.  Kammandel  and  associates 
from  I960  through  1964  is  about  20  per- 
cent. Radiotherapy  for  T-4  lesions  with 
gross  perivesical  extension  and  nodal  meta- 
stases  becomes  essentially  palliative,  such 
lesions  apparently  being  incurable  by  radical 
surgery  or  radical  radiotherapy. 

The  value  of  preoperative  radiotherapy  in 
carcinoma  of  the  bladder  has  been  under  in- 
vestigation by  Whitmore. As  previously 
noted,  T-0,  T-1  superficial  lesions  do  not 
benefit  from  preoperative  irradiation.  Neo- 
plasms with  deep  muscle  invasion  are  usual- 
ly of  higher  graae  and  show  lymphatic  ex- 
tension in  the  majority  of  cases.  In  Whit- 
more’s words,  “The  use  of  preoperative  radi- 
ation therapy  as  outlined  has  not  added  pro- 
hibitively either  to  mortality  or  to  morbidity 
following  cystectomy.  Furthermore  an  un- 
equivocal destruction  of  tumor  in  slightly 


more  than  ten  per  cent  of  patients  and  a re- 
duction in  tumor  stage  in  another  six  to 
seven  percent  of  patients  has  been  clearly 
demonstrated.”  Reports  by  Whitmore 
show  a survival  rate  at  3 years  for  T-3  cases 
of  36  percent  for  those  receiving  preopera- 
tive radiotherapy  being  an  improvement  over 
his  prior  survival  rate  with  surgery  alone. 
Surprisingly,  his  complication  rate  was  es- 
sentially no  higher  after  4,000  rads  preoper- 
atively  than  with  surgery  alone.  In  the  case 
of  total  cystectomy  done  for  postirradiation 
failures  after  6,000  rads  the  3 year  survival 
rate  was  38  percent,  but  the  complica- 
tion rate  rose  about  20  percent  above  that 
for  the  4,000  rad  preoperative  program. 

Summary 

1.  Localized  carcinoma  of  the  prostate  re- 
jected for  total  prostatectomy  and  still 
without  distant  metastases  warrants 
treatment  by  convergent  telecobalt  or 
megavoltage  radiation  for  definitive 
long  range  control. 

2.  Seminoma  of  the  testis,  stages  I and 
II,  warrants  postorchiectomy  irradia- 
tion over  the  regional  nodes  up  to  the 
level  of  the  diaphragm  or  supraclav- 
icular region  with  90  percent  prospect 
of  control.  Stages  III  and  IV  semi- 
nomas are  controllable  by  radiation  in 
20  to  40  percent  of  cases. 

3.  Carcinoma  of  the  penis  stage  I may 
be  controlled  by  initial  radiotherapy 
with  preservation  of  organ  function 
and  without  jeopardizing  a curability 
of  80  percent. 

4.  Management  of  Wilms’  tumor  of  the 
kidney  by  nephrectomy,  postoperative 
radiotherapy,  and  actinomycin  D per- 
mits some  individualization  according 
to  age  and  stage  of  disease. 

5.  Radiotherapy  as  an  alternate  to  total 
cystectomy  and  in  clinically  nonoper- 
able  carcinoma  of  the  bladder  offers 
definitive  control  in  60  to  80  percent 
of  T-1  and  early  T-2  cases  by  intra- 
vesical irradiation  source,  control  of 
20  percent  or  more  of  T-2  and  T-3 
cases  treated  by  convergent  telecobalt 
or  megavoltage  x-ray  with  some  pal- 
liative restraint  in  stage  IV  lesions. 
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6.  Preoperative  radiotherapy  warrants 
consideration  in  T-3  carcinoma  of  blad- 
der with  deep  muscle  invasion. 
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Continuing  Medical  Education 
Using  Educational  Television  in  Nebraska 


There  is  a common  saying  that 
half  the  information  learned 
in  medical  school  is  proved 
untrue  in  the  next  ten  years.  The  question 
arises  then : “Which  half  is  proved  untrue  and 
how  does  the  practicing  physician  keep  up 
with  these  vital  changes  in  his  profession?” 
The  notoriously  overworked  practitioner 
does  not  have  adequate  time  to  attend  enough 
medical  meetings  or  to  read  sufficient  medi- 
cal journals.  (There  are  now  1,500  pub- 
lished in  English,  of  which  17  are  devoted 
to  heart  problems,  alone). 

It  is  obvious,  after  more  than  15  years 
experimentation,  that  there  is  no  one  solu- 
tion to  this  problem  — all  of  today’s  edu- 
cational tools  and  techniques  must  be  pressed 
into  use.  One  of  these  tools,  much  tried 
with  varying  success,  is  educational  televi- 
sion which  makes  it  possible  to  reach  the 
physician  in  his  home.^-® 

Because  of  the  geographical  structui’e  of 
Nebraska  and  the  coverage  achieved  by  the 
Nebraska  Educational  Television  Network 
(Fig.  1),  the  Professional  Education  Com- 
mittee of  the  Nebraska  Heart  Association 
began  producing  a monthly  television  pro- 


PAUL  K.  MOORING,  M.D.* 
and 

REBA  ANN  BENSCHOTERf 

gram  in  February,  1967.  This  effort  in 
continuing  education,  called  “Current  Car- 
diology,” is  an  hour-long  panel  discussion 
show  aimed  at  the  busy  general  practitioner. 
Each  month,  a particular  cardiovascular 
topic  is  discussed:  three  experts  present 
backgi'ound  information  on  the  subject; 
then  two  moderators,  one  a specialist  and 
the  other  a general  practitioner  (frequently 
from  outstate  Nebraska),  quiz  the  panel  of 
authorities.  The  closing  five  minutes  of  the 
show  are  devoted  to  a “newscast”  which  con- 
tains abstracts  of  pertinent  literature  on  car- 
diovascular disease. 

These  programs  have  been  broadcast  on 
statewide  educational  television  on  the  third 

* — Dr.  Mooring  is  Associate  Professor  of  Pediatrics.  University 
of  Nebraska  College  of  Medicine ; he  was  Chairman  of  the 
Nebraska  Heart  Association  Professional  Education  Commit* 
tee  when  this  program  began  and  continues  to  function  as 
medical  coordinator  and  advisor  for  the  show. 

t — Mrs.  Benschoter  is  Assistant  Professor  in  the  Department 
of  Psychiatry.  University  of  Nebraska  College  of  Medicine : 
she  has  served  as  voluntwr  producer  of  “Current  Cardiology’* 
since  its  beginning. 
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Wednesday  of  each  month  at  10:32  p.m. 
Omaha  physicians  can  also  view  the  pro- 
gram on  KYNE-TV,  channel  26,  which  car- 
ries it  on  the  third  Tuesday  of  each  month 
at  9:02  p.m.  South  Dakota  physicians  also 
have  an  opportunity  to  view  the  show  on 
their  state  ETV  network. 

All  physicians  in  Nebraska  are  sent  a post- 
card to  remind  them  of  the  program  one 
week  before  broadcast.  Since  June,  1968, 
“Current  Cardiology”  has  also  been  listed 
in  TV  Guide  and  in  the  television  schedules 
of  the  local  newspapers.  To  discourage  view- 
ing by  the  general  public,  a two  minute  silent 
period  is  observed  before  each  program  be- 
gins. 

In  an  attempt  to  determine  the  effective- 
ness of  this  project  after  12  programs,  a 
telephone  suiwey  was  carried  out  in  Febru- 
ary and  March,  1968.  Two  hundred  and 
seven  Nebraska  general  practitioners  and 
internists  (excluding  Omaha  physicians) 
were  selected,  using  a random  sampling  tech- 
nique. These  physicians  were  then  inter- 
viewed by  telephone. 

It  was  most  heartening  to  find  a good 
response  to  this  effort  in  continuing  educa- 
tion. Of  the  physicians  who  are  able  to  re- 
ceive one  of  the  eight  educational  television 


FIGURE  1 


Educational  television  coverage 
in  Nebraska  and  South  Dakota. 


stations  broadcasting  the  program  and  who 
were  aware  of  the  program,  56%  have 
watched  “Current  Cardiology,”  (Of  the  207 
called,  17%  stated  they  could  not  receive  a 
satisfactory  educational  television  signal, 
and  11%  were  not  aware  of  the  availability 
of  the  program). 

Approximately  66%  of  these  viewing 
physicians  had  watched  from  one  to  three 
of  the  programs;  10%  had  seen  them  all; 
the  remainder  reported  that  they  had  seen 
half  to  three  fourths.  Eighty-two  percent 
of  the  viewers  are  under  60  years  of  age. 

The  most  common  reasons  given  for  not 
watching  the  program  were:  Too  busy,  in- 
adequate TV  reception,  unawareness  of  pro- 
gram, too  late  in  evening,  and  not  interested. 

Presentations  on  “Current  Cardiology” 
have  intentionally  been  kept  as  practical  as 
possible.  Judging  from  the  physicians’  re- 
sponses, this  seems  a wise  decision.  Eigh- 
ty-two percent  of  the  physician-viewers  felt 
that  the  program  had  helped  their  practice 
of  medicine.  About  an  equal  number  con- 
sidered the  program  “practical  enough.” 
Approximately  half  (48%)  requested  even 
more  detail  in  presentations  and  in  the  ques- 
tion and  answer  sessions.  The  majority 
favored  review  - type  programs,  bringing 
them  up-to-date  on  familiar  topics.  More 
than  90%  of  the  viewers  approved  the  news- 
cast and  asked  that  it  be  continued. 

Although  there  have  been  no  great  prob- 
lems created  by  the  public  viewing  such  pro- 
grams as  this  in  other  states,  Nebraska 
physicians  were  queried  about  this  specific- 
ally. Only  15%  of  those  queried  reported 
that  their  patients  had  commented  about 
the  show,  and  only  one  physician  stated  that 
it  had  created  a problem.  Eight  physicians 
said  they  had  asked  specific  patients  to  view 
certain  programs. 

The  five  programs  rated  most  interesting 
were : Myocarditis  and  Pericarditis,  Conges- 
tive Heart  Failure,  Arrhythmias,  Peripheral 
Vascular  Disease,  and  Heart  Surgery.  Rec- 
ommendations for  future  presentations  in- 
cluded: specific  treatments  and  drug  dos- 
ages; heart  sounds,  arrhythmias,  intensive 
care  units,  and  congenital  heart  disease. 
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The  survey  yielded  few  specific  sugges- 
tions for  improving  “Current  Cardiology.” 
A few  physicians  (six)  requested  an  earlier 
viewing  time,  and  four  asked  that  the  pro- 
gram be  listed  in  their  newspapers  or  in  TV 
Guide  (this  has  since  been  done). 

Summary 

It  seems  that  bringing  continuing  educa- 
tion into  the  Nebraska  physician’s  home  on 
a regular  basis  can  be  a successful  venture. 
A recent  telephone  survey  of  207  physicians 
indicated  that  56%  of  those  who  knew  about 
and  could  receive  the  television  program 
“Current  Cardiology,”  viewed  some  of  these 
presentations. 

The  two  major  problems  yet  to  be  over- 
come are  the  poor  ETV  reception  in  some 
areas  of  the  state  (this  may  be  corrected 
by  the  expanding  ETV  network),  and 
physician  unawareness  of  the  availability  of 
this  program,  (a  stepped-up  program  pro- 


motion campaign  will  be  carried  out  this 
season). 

There  is  no  question  that  the  practicing 
physician  must  constantly  update  his  knowl- 
edge of  cardiovascular  disorders,  and  must 
keep  abreast  of  the  latest  prevention  and 
therapy  techniques.  To  help  fill  this  need, 
the  Professional  Education  Committee  of  the 
Nebraska  Heart  Association  will  continue  to 
bring  “Current  Cardiology”  to  physicians 
of  the  state  during  the  coming  year. 
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Preventive  Care  of  Infants  and  Children: 
A Perspective  on  Adolescence  in  General 


PART  II 
Cultural  Changes 

The  next  big  area  of  change  that  confronts 
the  teenager  is  the  problem  of  the  cultural 
changes  which  pressure  him,  cultural 
changes  in  the  broad  context  that  include 
psychological  changes,  vocational  choices, 
school  adjustments,  and  the  various  social 
changes.  First,  there  are  many  psychological 
tasks  to  accomplish.  He  must  leave  child- 
hood dependence  behind,  and  assume  an  in- 
dependent role  both  away  from  home  and  in 
school.  In  the  beginning,  he  is  too  inexperi- 
enced to  know  how  to  control  all  facets  of 
his  behavior.  Here  is  where  firm  parental 
control  may  be  necessary  and  is  helpful.  He 
must  learn  how  an  adult  acts  in  different 
situations.  He  must  control  adult  emotions, 
which  are  now  making  themselves  quite 
manifest  by  the  hormonal  imbalance  which 
is  occurring  within  his  body  makeup.  There 
is  an  economic,  social,  and  personal  respon- 
sibility that  he  must  assume.  He  must 
understand  the  value  of  money,  the  need 
and  relationship  of  friends,  and  the  need 
of  honesty  and  integrity  in  dealing  with 
others.  Many  of  the  activities  he  wishes 
to  partake  in  now  require  a certain  amount 
of  money.  Where  does  this  money  come 
from?  How  much  time  can  he  devote  to 
jobs,  sports,  and  other  types  of  activities 
without  detracting  from  his  primary  task 
of  acquiring  a sound  education? 

He  begins  to  find,  unfortunately,  that 
there  is  a difference  between  the  mores  of 
the  home,  of  the  community,  and  of  the 
world  in  which  he  exists.  His  outlook  on 
cheating  in  school  and  in  work  now  begins 
to  come  into  complete  and  acute  focus.  He 
sees  many  people  who  tend  to  get  ahead 
through  cheating.  It  is  not  looked  upon  as 
dishonestly  as  it  was  in  the  past.  The 
youth  shares  and  participates  in  a youth 
culture  which  maintains  only  a few  threads 
of  connection  with  an  adult  type  of  society. 
He  needs  to  consider  smoking,  drinking, 
marriage,  and  parenthood,  and  how  any  of 
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these  choices  will  influence  his  future 
thoughts  and  actions. 

Secondly,  making  an  early  vocational 
choice  has  never  been  more  apparent  than 
it  is  today.  There  is  a need  to  make  some 
of  rhe  important  decisions  early.  Economic 
security  and  independence  does  not  come 
until  he  is  somewhere  between  20  and  25 
years  of  age;  yet,  he  must  make  the  deci- 
sions early  whether  he  wishes  to  go  to 
college,  whether  he  wishes  to  develop  him- 
self in  a vocational  field,  or  whether  he 
wishes  to  spend  a long  number  of  years 
in  some  type  of  graduate  work. 

Thirdly,  there  are  school  adjustments.  All 
school  activities  take  a certain  amount  of 
energy.  His  nutritional  intake  and  his 
energy  output  may  result  in  a fatigue  syn- 
drome if  the  two  are  not  in  positive  balance. 
This  fatigue  syndrome  is  especially  note- 
worthy in  such  areas  as  wrestling,  where 
boys  lose  an  excessive  amount  of  weight, 
or  for  girls  if  they  are  endeavoring  to  diet 
too  restrictedly.  The  young  person  must 
learn  to  budget  time  and  to  put  extracurricu- 
lar activities  into  their  proper  study  perspec- 
tive. 

Athletic  stardom  for  young  men  stands 
far  above  academic  achievement  as  a symbol 
of  success.  Fortunately  today,  we  are  be- 
ginning to  see  an  enlargement  of  the  areas 
of  athletic  competition  or  athletic  avail- 
ability for  areas  of  competition.  It  is  not 
only  the  time  - honored  football,  baseball, 
basketball,  and  track  sports ; but  now 
wrestling,  gymnastics,  swimming,  tennis, 
golf,  cross  country  running,  and  other 
sports  are  available.  All  of  these  events  give 
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moic  boys  an  opportunity  to  achieve  the 
letter  sweater  and  to  have  the  feeling  of 
successful  accomplishment.  Each  sport  in 
itself  tends  to  lend  some  facet  to  the  develop- 
ment of  ego  identity  and  self  comprehension. 
The  youth  faces  most  of  the  obstacles  he 
will  be  confronted  with  in  later  times  and 
circumstances.  He  has  a great  opportunity 
to  apply  these  lessons.  For  example,  wrest- 
ling teaches  self-independence  and  self-dis- 
cipline. Football  teaches  the  value  of  team 
competition.  Sailing  teaches  the  value  of 
observation  and  self-reliance.  Golfing  teach- 
es the  value  of  temper  control.  Each  sport 
in  its  own  way  will  contribute  some  facet  to 
the  development  of  those  very  necessary 
items  of  character  everyone  needs : self- 

reliance,  self  - discipline,  self  - control,  inde- 
pendent thinking,  and  reliance  on  others. 

The  common  denominators  basic  to  all 
sports  are  the  opportunities  to  meet  many 
other  similarly  sportsminded  people,  differ- 
ent types  of  people,  the  value  of  working 
together  with  others  for  common  goals,  the 
value  of  accomplishments,  proper  self-disci- 
pline, and  the  value  of  good  physical  condi- 
tion. The  youth  learns  to  shun  the  distrac- 
tions which  tend  to  lead  him  away  from  these 
chosen  goals  whatever  the  cost  in  self  sacri- 
fice. 

Other  less  acceptable  methods  for  trying 
to  achieve  recognition,  and  therefore  some 
degree  of  success,  may  be  driving  a hot-rod 
car,  dating  excessively,  being  a “Casanova 
type  of  Romeo,”  or  excessive  drinking  with 
its  attendant  social  destructive  behavior. 

Success  for  girls  is  more  likely  to  be 
measured  by  those  who  are  popular  with 
boys  than  those  who  are  scholars.  The 
socio-economic  status  of  the  family  plays  a 
more  important  role  in  success  for  girls  than 
for  boys  due  to  the  athletic  influence  on 
boys.  Unfortunately,  there  are  very  few 
athletic  outlets  for  girls.  There  is  not  near- 
ly enough  physical  activity  available  for  the 
girls.  A few  schools  have  competitive  swim- 
ming. Some  school  systems  have  competi- 
tive basketball  or  volleyball.  Other  than 
these  items,  most  of  the  girls  partake  in 
rather  sedentary  or  dormant  type  of  activ- 
ities. They  miss  the  opportunity  to  learn 
to  absorb  pain,  disappointment,  frustration. 


and  the  mental  growth  which  stems  from 
winning  or  accepting  defeat. 

A teacher  has  a great  influence  on  the 
thinking  viewpoints  of  his  student.  The 
teacher  can  either  be  a great  asset  or  a 
tremendous  hindrance  to  a formative  adoles- 
cent. A youth  forms  a considerable  number 
of  his  ideas  and  viewpoints  on  life  from  his 
teacher.  How  fortunate  the  student  who  is 
exposed  to  a teacher  who  lights  the  quest 
for  knowledge  and  at  the  same  time  can  be 
respected  for  the  basic  type  of  person  he 
really  is  with  a sound,  moral,  and  practical 
way  of  life. 

Sometimes  the  school  may  force  the 
scholar  to  choose  between  studying  hard  for 
his  own  self-attainment  or  pursuing  goals 
which  bring  glory  to  the  school,  especially  in 
the  role  of  athletics.  This  decision  becomes, 
on  occasion,  a hard  choice  for  the  child  to 
make.  Unfortunately,  very  few  school  sub- 
jects of  themselves  actually  hold  the  child’s 
interest.  Strides  are  being  made  in  the 
educational  fields  to  make  these  subjects 
more  interesting  and  understanding  through 
better  learning  techniques  and  methods  of 
presentation,  but  it  still  becomes  very  dif- 
ficult to  make  subjects  such  as  geometry, 
German,  or  other  material  interesting 
enough  to  keep  the  child’s  mind  focused  up- 
on the  essential  needs  in  the  curriculum. 
Most  youths  have  very  little  concept  of  their 
own  intellectual  capacities  and  abilities.  They 
will  have  a natural  tendency  to  shy  away 
from  hard  subjects,  or  will  not  desire  to 
spend  the  extra  time  it  takes  to  master 
the  harder  material.  They  must  learn  to 
enjoy  challenges  in  school  work  as  well  as 
in  sports  and  extracurricular  activities.  It 
takes  time  and  expert  guidance  to  develop 
scholastic  self  - discipline.  There  is  very 
little  incentive  and  recognition  to  motivate 
the  scholarly  type  of  youth,  and  to  help  him 
feel  as  important  to  the  school  as  the  ath- 
letic star.  Debate,  forensic  speaking,  and 
music  may  be  exceptions  to  this  observation. 

A few  schools  do  have  a recognition  ban- 
quet for  those  students  who  have  achieved 
scholarly  success.  This  type  of  recognition  is 
at  least  a beginning  towards  evolving  a 
more  positive  attitude  towards  scholastic 
matters. 
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There  are  some  schools  which  do  compete 
in  the  area  of  mathematics  with  tourna- 
ments. More  areas  of  this  type  of  scholastic 
value  recognition  need  to  be  developed. 

Many  top-notch  students  leave  high  school 
before  completing  their  fourth  year  of  study. 
Many  of  the  better  students  do  not  go  on  to 
college.  This  is  a tragic  loss  in  natural  re- 
souices. 

Parent-Child  Relationships 

Parents  have  a natural  tendency  to  want 
to  protect  their  child  from  making  mistakes 
or  from  being  emotionally  hurt.  Many 
times  the  parent  becomes  an  interfering 
person  with  the  accomplishments  that  the 
child  may  wish  to  attempt.  The  child  may 
have  to  fight  not  only  his  own  desires  to 
compete  in  a particular  line  of  endeavor, 
but  also,  the  lack  of  approval  of  his  parents 
to  do  so. 

Parents  may  stifle  or  even  stunt  an  adoles- 
cent’s maturing  process.  The  youth  may 
have  an  idea  or  even  a project  which  is  very 
important  in  his  mind  and  his  desires,  but 
the  parent  fails  to  recognize  or  give  the  sup- 
portive encouragement  which  is  so  vital  to 
the  completion  of  the  project. 

Another  important  facet  of  supportive 
morale  where  the  parent  can  either  help 
or  hinder  a youth’s  maturity  development 
is  the  failure  to  recognize  the  young  per- 
son’s accomplishment  whether  it  be  small 
or  large.  The  parents  should  do  this  recog- 
nition without  being  boastful  or  maudlin. 
There  is  nothing  so  discouraging  to  an 
adolescent  than  to  have  his  parents  ignore 
or  disparage  his  efforts  to  achieve  recog- 
nition and  success.  Often,  they  will  bask 
in  the  reflection  of  the  youth’s  accomplish- 
ments behind  the  child’s  back. 

Parents  should  try  to  help  the  young  per- 
son arrive  at  his  own  conclusions  and  to  make 
his  own  decisions,  based  on  the  facts  at 
hand,  and  only  gently  intersperse  their  own 
ideas,  experiences,  and  desires.  Overprotec- 
tion by  parents  presents  a difficult  situation. 
However,  parents  can  be  very  helpful 
throughout  all  phases  of  the  maturing  pro- 
cess. Ultimately,  the  child’s  desire  to  ma- 
ture is  the  major  force  present. 


Parents  should  try  to  understand  both  the 
language  and  the  norms  of  today’s  society  as 
interpreted  by  the  youth,  without  endeavor- 
ing to  adapt  their  own  behavior  to  these 
norms.  If  parents  get  too  far  away  from 
understanding  these  norms,  the  youth  is  apt 
to  feel  that  his  folks  have  lost  contact  with 
him;  and  he  may  then  lose  some  respect  for 
his  parents.  This  area  is  one  of  the  major 
causes  of  breakdown  in  parent-youth  com- 
munication. 

It  has  never  been  more  apparent  than  it  is 
today  that  there  is  a problem  of  peer  group 
versus  parent  or  school  authority.  This  dis- 
agreement is  probably  one  of  our  major 
areas  of  conflict  with  youth.  The  ages  of 
13  to  16  are  usually  the  most  miserable  and 
difficult  in  a child’s  life.  During  this  time, 
they  need  desperately  to  be  accepted,  ap- 
preciated, and  guided  until  they  really  find 
and  understand  themselves.  Sometimes  firm 
restrictions  need  to  be  imposed.  Parents 
should  try  to  stop  protecting  their 
child  from  difficult  subjects,  and  should 
insist  that  they  face  the  realities  of  their 
own  abilities  with  subjects  that  do  require 
a fair  amount  of  thinking.  Of  course,  it  is 
not  uncommon  at  all  for  children  to  be 
temporarily  ashamed  of  their  parents,  or 
to  temporarily  reject  them,  or  to  have  feel- 
ings of  hostility  towards  them  during  this 
period.  This  feeling  is  natural,  but  matur- 
ity helps  the  child  develop  insight  into  how 
their  parents  really  helped  them.  It  becomes 
increasingly  important,  because  of  this  prob- 
lem of  communication,  that  the  educators 
and  the  medical  professions  endeavor  to 
cultivate  counseling  situations  to  help  guide 
the  youth  over  these  rough  times. 

The  youth  of  today,  being  a very  prac- 
tical person,  needs  to  be  given  adequate  rea- 
sons for  or  against  doing  some  type  of 
activity  or  behavior.  The  autocratic  “NO” 
is  not  well  received  in  today’s  more  sophis- 
ticated youth  society.  Trained  counselors 
or  people  with  maturity  and  judgment  can 
aid  in  this  area  of  misunderstanding  im- 
mensely. The  youth  needs  someone  in  ad- 
dition to  his  parents  to  whom  he  can  turn 
for  interpretations  and  guidance. 

Parents  must  train  themselves  to  observe 
and  to  approach  each  child  in  their  family 
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on  an  individual  basis  and  not  to  complain 
that  because  something  ^vorked  for  one  child, 
it  should  work  for  the  rest  of  the  children. 
Individual  personalities  must  be  considered 
and  handled  accordingly. 

Comparing  one  child  to  another,  or  com- 
paring one  child’s  accomplishments  to  an- 
other should  be  avoided.  This  comparison 
breeds  resentment  and  usually  some  type  of 
rebellion. 

Some  youths  achieve  their  peak  of  suc- 
cess and  accomplishment  in  the  junior  high 
years,  others  in  the  senior  high  years,  and 
some  not  until  the  college  year  period. 
Those  children  who  achieve  a peak  too  early 
or  too  late  may  have  a few  more  maturing 
problems  and  adjustment  reactions,  because 
their  successes  do  not  continue  to  be  sus- 
tained or  have  not  yet  arrived  as  compared 
with  their  peer  groups. 

Some  Social  Sexual  Problems 

There  is  a current  tendency  to  feel  that 
economic  independence  is  not  as  necessary 
before  marriage  as  it  was  earlier.  This 
creates  the  problems  of  satellite  families: 
young  people  endeavoring  to  finish  high 
school  education  or  early  college  years  while 
trying  to  raise  a family  and  still  remain  de- 
pendent upon  their  parents.  There  is  also 
the  problem  of  the  adolescent  parent.  Some 
adolescents  are  more  capable  than  others  in 
accepting  all  of  the  necessary  adjustments 
to  married  life  which  entails  sacrifices  and 
self-denial.  There  seems  to  be  an  ever-in- 
creasing urge  for  earlier  dating,  which 
coupled  with  the  problem  of  late  economic 
independence  produces  some  delay  in  the 


marriage  years.  The  problem  of  early 
steady  dating  among  poorly  informed  and 
poorly  oriented  youngsters  may  lead  to  va- 
rious types  of  promiscuous  sexual  behavior. 
There  is  some  difficulty  in  providing  enough 
energy  outlets,  particularly  in  the  early  teen 
years.  Today  there  seems  to  be  a much 
greater  interest  by  young  boys  in  girls  of 
this  age  period  than  there  was  years  ago. 
At  least  this  interest  is  much  more  openly 
expressed.  The  desire  for  early  mixed 
parties,  early  sock  hops,  and  other  related 
heterosexual  association  does  aggravate  this 
area  of  difficulty.  These  young  people  need 
more  basic  biological  information  concerning 
the  true  purpose  of  sex  and  the  psychological 
and  physical  effects  on  both  sexes,  espe- 
cially the  female.  Better  hygiene  guidance 
concerning  the  responsibilities  toward  the 
family  and  society  is  essential.  Parents 
should  play  a more  active  and  vital  role  in 
this  guidance  by  word,  deed,  and  action. 
The  increase  in  the  rate  of  venereal  diseases, 
illegitimate  pregnancies,  and  early  marriages 
among  the  teen  population  demonstrates  the 
lack  of  this  very  vital  and  necessary  educa- 
tion. 

Good  adjustments  can  stem  from  an  inti- 
mate and  confidential  relationship  between 
the  parents  and  their  child.  Both  the  moth- 
er’s and  the  father’s  role  are  very  vital  dur- 
ing this  age  period.  The  need  of  some  type 
of  extra  counseling  advice  cannot  be  over- 
emphasized, either  through  the  school  sys- 
tem, through  the  church  system,  or  through 
the  medical  preventive  care  system.  Close, 
strong,  and  vibrant  friendships  are  essen- 
tial. 
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Amaurosis  Fugax 

(Surgical  Treatment  of  Transient  Blindness) 


Summary 

Three  patient  histories  are  pre- 
sented with  amaurosis  fugax 
as  the  prominent  symptom  of 
transient  cerebrovascular  ischemic  attacks. 
The  underlying  lesion  was  either  a stenotic 
or  ulcerative  atheroslerotic  plaque  of  the 
carotid  artery.  All  three  patients  remain 
asymptomatic  following  carotid  endarter- 
ectomy. 

Introduction 

Amaurosis  fugax  is  an  extremely  im- 
portant symptom  of  transient  cerebrovas- 
cular ischemic  attacks  (T.I.A.s).  This  symp- 
tom may  be  described  by  the  patient  as 
transient  blindness,  blurry  or  foggy  vision, 
or  that  a “scum”  crosses  the  eye.  These 
episodes  last  from  brief  moments  up  to  sev- 
eral minutes,  but  never  over  one  hour. 
Amaurosis  fugax  may  exist  as  the  only 
symptom  of  T.I.A.  However,  it  is  often  as- 
sociated with  either  episodes  of  contralateral 
hemiparesis  and  sensory  deficits  or  non- 
specific symptoms  of  dizziness,  syncope, 
headache,  seizures,  and  confusion.  If  the 
dominant  hemisphere  is  involved,  amaurosis 
fugax  may  be  present  in  association  with 
dysphasia,  or  aphasia.  Symptoms  of  T.I.A. 
are  frequently  due  to  atherosclerotic  lesions 
of  the  extracranial  vessels,  and  in  particular 
the  carotid  artery  at  its  bifurcation. 

Surgical  reconstruction  consists  of  endar- 
terectomy of  the  atherosclerotic  plaque  with 
repair  of  the  vessels  by  some  arterioplastic 
procedure.  This  frequently  alleviates  the 
symptoms  of  T.I.A.  and  may  well  prevent 
the  catastrophe  of  extensive  and  permanent 
loss  of  cerebral  function.  Three  recent  cases 
point  out  the  significance  of  a history  of 
amaurosis  fugax  as  an  indication  of  sur- 
gically remedial  extracranial  vascular  dis- 
ease. 

Case  I 

A 75  year  old  male  gave  a history 
of  transient  temporary  blindness  of  the 
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left  eye  of  two  months  duration.  These 
episodes  lasted  two  to  five  minutes,  and 
occurred  at  the  rate  of  approximately 
two  per  day.  The  patient  had  no  other 
symptoms  of  long  tract  involvement. 
Pulsations  of  the  left  carotid  artery  were 
decreased  as  compared  to  the  right  caro- 
tid artery.  A rather  rough  but  low 
pitched  bruit  was  noted  over  the  right 
midcervical  region,  but  no  bruit  was 
heard  over  the  left  carotid  artery. 
Ophthalmodynamometry  was  normal. 
Arteriography  revealed  either  a high 
grade  stenosis  or  occlusion  of  the  left 
internal  carotid  artery  and  a normal 
appearing  carotid  bifurcation  on  the 
right.  The  patient  underwent  a left 
carotid  endarterectomy  with  a Dacron 
patch  arterioplasty  for  a high  grade 
stenotic  ulcerating  plaque  that  compro- 
mised the  lumen  of  the  internal  carotid 
artery  95  percent.  He  made  an  unevent- 
ful postoperative  recovery,  and  has  had 
no  further  symptoms. 

Case  II 

A 68  year  old  male  gave  a ten  day 
history  of  intermittent  blindness  of  the 
left  eye.  These  episodes  lasted  approxi- 
mately 10  to  30  seconds,  and  always 
cleared  without  residual.  These  episodes 
recurred  approximately  three  times  a 
day,  with  no  other  symptoms  of  long 
tract  involvement.  The  carotid  pulse 
on  the  left  was  not  diminshed,  but  a 
bruit  was  easily  heard  over  the  carotid 
bifurcation  on  the  left.  Ophthalmo- 
dynamometry indicated  a slightly  high- 
er pressure  on  the  left.  Carotid  arteri- 
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ography  revealed  a stenotic  lesion  at 
the  origin  of  the  left  internal  carotid 
artery  and  a normal  appearing  carotid 
bifurcation  on  the  right.  The  patient 
underwent  a left  carotid  artery  endar- 
terectomy with  a Dacron  patch  arterio- 
plasty  for  a lesion  that  comprised  the 
lumen  of  the  internal  carotid  approxi- 
mately 80  percent.  The  plaque  was 
soft,  markedly  friable,  and  ulcerated. 
The  patient  made  an  uncomplicated  post- 
operative recovery,  and  has  remained 
asymptomatic. 

Case  III 

A 63  year  old  male  gave  a history  of 
blindness  in  the  right  eye  that  lasted 
from  15  to  20  minutes,  with  spontaneous 
resolution.  This  had  occurred  six  times 
in  the  two  weeks  before  admission.  He 
also  had  had  intermittent  episodes  of 
numbness  of  the  left  arm.  The  patient 
had  diabetes  mellitus,  and  had  survived 
three  heart  attacks.  Carotid  pulses  ap- 
peared to  be  normal  in  quality,  and  well- 
defined  cervical  bruits  were  not  heard. 
Carotid  arteriograms  revealed  no  ste- 
nosis, but  an  ulcerative  plaque  was 
noted  at  the  right  carotid  bifurcation. 
The  patient  had  a right  carotid  endar- 
terectomy and  a Dacron  patch  arterio- 
plasty  for  a friable  ulcerative  plaque. 
His  postoperative  course  was  uncom- 
plicated, and  he  is  asymptomatic  at  the 
present  time. 

Discussion 

In  1954,  Eastcott,  Pickering  and  Rob^ 
reported  a successful  reconstruction  of  a 
stenotic  internal  carotid  artery,  and  since 
that  time  transient  cerebrovascular  ischemic 
attacks  have  developed  a new  clinical  sig- 
nificance. Recognition  of  the  vagaries  of 
the  signs  and  symptoms  of  transient  stroke 
is  imperative  for  accurate  diagnosis  and 
treatment.  The  classical  history  is  well 
known,  but  isolated  important  symptoms 
are  frequently  overlooked.  Ipsilateral  amau- 
rosis fugax  occurs  in  approximately  35  per- 
cent of  patients  with  T.I.A.,  but  has  a much 
lower  frequency  as  the  only  presenting  symp- 
tom.2  The  significance  of  amaurosis  fugax 
as  a symptom  of  T.I.A.  should  not  go  unrec- 
ognized. 


Atherosclerotic  lesions  of  the  carotid  bi- 
furcation frequently  account  for  T.I.A.s 
either  by  reduction  of  the  cerebral  blood 
flow  or  by  acting  as  the  source  of  cerebral 
emboli.  Of  the  patients  with  significant 
stenotic  disease  of  the  carotid  artery  a def- 
inite bruit  will  be  heard  in  at  least  75  per- 
cent, and  ophthalmodynamometry  will  be 
positive  approximately  65  percent  of  the 
time.2-  3 

The  history  and  physical  findings  make 
one  highly  suspicious  of  the  presence  of 
extracranial  vascular  disease,  but  angi- 
ographic study  is  indispensable  in  the  de- 
termination of  a surgically  correctable  le- 
sion. Angiogi’aphy  may  be  indicated  by  the 
symptom  complex  alone,  as  the  first  case 
history  so  aptly  demonstrated.  In  this  pa- 
tient a severe  stenosis  was  found  on  arterio- 
grams without  the  presence  of  a bruit  and 
with  negative  ophthalmodynamometry. 

It  is  important  to  realize  that  all  three 
patients  had  ulcerative  changes  in  the 
plaques,  although  the  first  two  patients  also 
had  significant  stenosis.  Several  authors 
believe  that  T.I.A.s  are  secondary  to  cere- 
bral embolization."*’  e Ulcerated,  friable, 
atherosclerotic  plaques  in  the  extracranial 
arteries  can  be  the  source  of  atheromatous 
and  platelet  emboli.^  Cerebral  emboli  which 
came  from  an  ulcerative  atherosclerotic 
plaque  probably  accounted  for  the  T.I.A.  in 
the  third  case  history,  as  no  significant 
stenosis  was  present.  Moore  and  Hall  re- 
ported a similar  experience  of  nonstenosing 
but  ulcerative  plaques  which  accounted  for 
the  symptoms  of  T.I.A.s,  and  they  indicat- 
ed that  the  T.I.A.s  were  a manifestation  of 
cerebral  embolization.* 

Vascular  reconstruction  is  beneficial  in 
patients  who  have  T.I.A.  with  associated 
extracranial  atheroslecrotic  disease.  Over 
80  percent  of  these  persons  will  be  asymp- 
tomatic or  markedly  improved  after  recon- 
struction of  the  diseased  artery .2- 7,  s,  9 in 
particular,  transient  ischemic  attacks  as- 
sociated with  episodes  of  amaurosis  fugax 
were  reported  to  stop  abruptly  after  endar- 
terectomy of  the  diseased  carotid  artery.*® 

A history  of  transient  cerebral  ischemia 
and  angiographic  evidence  of  atherosclerotic 
disease,  consistent  with  the  symptoms,  are 
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sufficient  findings  to  advise  surgical  ther- 
apy. The  surgical  procedure  of  endarter- 
ectomy and  arterioplasty  is  well  tolerated 
in  all  age  groups,  and  the  relief  of  symp- 
toms is  well  worth  the  small  risk.  It  is 
highly  questionable  that  a medical  regime  of 
anticoagulants  and  vasodilators  can  obtain 
similar  results  without  considerable  risk  of 
permanent  loss  of  cerebral  function.  Mow- 
er, well  controlled  randomized  studies  are 
still  needed. 
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Coronary  Arteriography 


Opacification  of  the  coronary 

system  by  contrast  material 
during  cardiac  catheterization 
has  had  an  enormous  impact  on  our  knowl- 
edge of  coronary  heart  disease.  It  has  al- 
lowed us,  with  surprising  safety,  to  define 
precisely  the  anatomic  extent  of  coronary 
atherosclerosis  in  living  man.  Added  im- 
petus has  been  given  to  coronary  arteriog- 
raphy by  new  directions  in  therapy.  For  ex- 
ample, there  is  accumulating  evidence  that 
surgical  revascularization  of  the  myocardium 
is  not  only  feasible  but  beneficial.  The  nor- 
mal course  of  a recently  developed  diagnostic 
procedure,  like  a new  drug,  is  to  oscillate 
between  crests  of  over-enthusiasm  and  na- 
dirs of  total  rejection.  Now,  after  some  10 
years,  it  is  useful  to  reassess  the  place  of 
coronary  arteriography  in  the  diagnostic 
aiTnamentarium. 

Because  this  article  is  intended  to  give 
a general  view  of  the  field  to  the  practicing 
internist,  surgeon,  and  general  practitioner, 
relatively  little  attention  will  be  given  to  the 
technical  details  of  obtaining  high  quality 
coronary  arteriography.  It  will  be  repeated- 
ly stressed,  however,  that  only  high  quality 
studies  provide  the  accurate  information 
which  justifies  exposing  the  patient  to  the 
potential  hazards  of  the  procedure. 

Historical  Account.  The  two  methods 
which  have  received  widest  application  are 
the  retrograde  approach  from  the  right 
brachial  artery  and  the  percutaneous  retro- 
grade approach  from  the  femoral  artery 
using  a pre-formed  catheter.  In  experienced 
hands,  either  of  these  methods  can  yield  ex- 
cellent selective  studies,  at  low  risk  to  the 
patient. 

Safety.  The  decision  to  perform  coronary 
arteriography  should  be  based  upon  the 
benefits  expected  to  accrue  from  the  result- 
ing information,  as  opposed  to  the  poten- 
tial hazards  involved.  The  latter  have  re- 
cently been  evaluated  in  a cooperative  study 
of  sixteen  laboratories.  A total  of  3,312 
studies  performed  on  3,264  patients  were  in- 
cluded in  the  study  group.  Sixty-six  com- 
plications occurred  in  62  patients,  for  an 
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overall  complication  rate  of  1.9%.  Cardiac 
complications  occurred  in  10 : myocardial 
infarction  in  5,  coronary  insufficiency  in  4, 
and  dissection  of  a coronary  arterial  wall 
without  myocardial  infarction  in  1.  Death 
occurred  in  two  of  the  five  patients  sus- 
taining a myocardial  infarction.  One  of 
these  patients  had  an  aortic  valve  replace- 
ment with  a Starr-Edwards  prosthesis,  and 
the  infarction  was  secondary  to  coronary 
embolism.  An  additional  death  occurred  in 
a patient  with  combined  coronary  heart  dis- 
ease and  aortic  stenosis,  yielding  an  overall 
mortality  rate  of  less  than  0.1%.  Ven- 
tricular fibrillation  occurred  in  27  patients: 
it  was  found  to  be  a more  frequent  complica- 
tion in  women,  and  occurred  oftener  after 
injection  of  the  right  than  the  left  coronary 
artery.  In  each  instance,  the  patient  recov- 
ered without  sequellae,  indicating  the  rela- 
tively innocuous  nature  of  this  arrhythmia 
when  well  - trained  personnel  and  ade- 
quate resuscitative  equipment  are  available. 
Thrombosis  of  the  brachial  artery  occurred 
in  10  patients,  but  in  the  present  authors’ 
experience,  this  probably  underestimates 
this  complication.  Fortunately  if  the  bra- 
chial artery  remains  patent  above  the  ante- 
cubital  space,  symptoms  are  slight  and 
transient,  and  surgical  repair  is  not  neces- 
sary. However,  surgical  intervention  has 
been  necessary  in  about  0.5%  (2  of  over 
400)  patients  in  the  authors’  experience.  In 
both  instances,  surgery  restored  the  patency 
of  the  brachial  artery. 

It  seems  reasonable  to  conclude  from  avail- 
able data  that  the  risk  of  death  related  to 
coronary  arteriography  is  I’elated  to  the  se- 
verity of  the  coronary  heart  disease,  and 
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that  significant  aortic  stenosis  or  prosthetic 
replacement  of  the  aortic  valve  add  to  that 
risk.  On  the  other  hand,  the  vast  majority 
of  patients  undergoing  this  procedure  have 
extensive  coronary  disease  and  withstand 
the  arteriographic  study  with  no  complica- 
tion at  all. 

Indications.  It  is  somewhat  easier  to 
quantify  the  potential  hazards  associated 
with  coronary  arteriography  than  to  assess 
the  potential  benefit  to  the  individual  pa- 
tient obtained  from  the  information  yielded 
by  the  procedure. 

It  is  safe  to  generalize  that  the  physician 
caring  for  a patient  is  always  better 
equipped  to  do  so  when  his  knowledge  of  the 
patient’s  condition  is  extended.  This  is  par- 
ticularly true  of  diseases  in  which  there  is 
relatively  poor  correlation  between  symp- 
toms, indirect  measurements,  and  the  extent 
of  anatomic  disease.  In  this  regard,  several 
specific  observations  about  coronary  heart 
disease  have  emphasized  the  usefulness  of 
arteriography.  Studies  in  the  past  based 
solely  on  autopsy  material  had  shown  an 
excellent  correlation  between  a clinical  his- 
tory of  angina  pectoris  and  extensive  coro- 
nary atherosclerosis.  Since  the  advent  of 
coronary  arteriography,  however,  a group  of 
patients  has  emerged  with  angina  pectoris 
but  whose  major  coronary  arteries  are  free 
of  intraluminal  obstruction.  The  incidence 
of  this  paradoxical  syndrome  has  been  con- 
sistently reported  to  be  about  10%  of  sub- 
jects referred  to  centers  performing  coro- 
nary arteriography  because  of  angina  pec- 
toris. The  etiology  of  angina  in  this  group 
remains  obscure,  but  it  would  seem  probable 
that  the  appropriate  treatment  and  prog- 
nosis of  this  group  will  prove  to  be  signifi- 
cantly different  from  their  counterparts 
with  arteriographically  demonstrable  coro- 
nary atherosclerosis.  At  present,  there  are 
no  methods  other  than  arteriography  to 
differentiate  these  two  groups. 

In  addition  to  the  unusual  syndrome  just 
described,  there  are  many  patients  with  less 
typical  histories,  with  non-specific  electro- 
cardiographic abnormalities,  with  unex- 
plained congestive  heart  failure,  arrhythmia 
or  some  combination  of  the  above,  in  whom 
coronary  heart  disease  is  suspected  but  can- 


not be  included  or  excluded  on  clinical 
grounds  alone.  An  unknown,  but  certainly 
high,  percentage  of  these  patients  will  have 
normal  coronary  arteriograms  and  treat- 
ment can  be  redirected,  either  toward  cor- 
rection of  whatever  disease  is  found,  or,  in 
the  absence  of  demonstrable  heart  disease, 
toward  psychologic  rehabilitation.  The 
amount  of  psychologic  damage  done  to  pa- 
tients by  well-intentioned  physicians  who 
have  erroneously  attached  the  label  of  coro- 
nary heart  disease  to  some  masquerading 
symptom  complex,  can  neither  be  over- 
estimated nor  readily  undone. 

Perhaps  the  largest  group  of  patients  who 
merit  coronary  arteriographic  studies  in- 
cludes those  who  have  clearly  established 
coronary  heart  disease  associated  with  chest 
pain  syndromes  not  easily  controlled  by  medi- 
cal management.  It  is  obvious  that  several 
value  judgments  are  called  for  in  including 
the  individual  patient  in  this  group,  and  that 
probably  no  two  obseiwers  would  consistently 
evaluate  the  same  patient  in  exactly  the  same 
fashion.  Also,  it  is  clear  that  while  the  re- 
sults of  myocardial  revascularization  are  be- 
ing more  precisely  defined  in  terms  of  pain 
relief,  objective  signs  of  increased  myocar- 
dial perfusion,  and  longevity,  our  criteria  for 
study  will  continue  to  change.  Although  it 
is  not  within  the  scope  of  this  report  to  crit- 
ically evaluate  the  status  of  myocardial  re- 
vascularization, the  threshold  for  a decision 
to  obtain  arteriographic  studies  is  inextric- 
ably related  to  one’s  evaluation  of  the  bene- 
fits potentially  available  through  surgical 
intervention.  Addressing  ourselves  to  this 
specific  point,  the  authors  believe  that  pres- 
ent data  strongly  indicate  that  not  only  can 
pain  syndromes  be  substantially  relieved  by 
internal  mammary  artery  implantation,  but 
that  there  is  objective  evidence  of  improved 
myocardial  perfusion  and  further  that  there 
is  reason  for  optimism  concerning  improve- 
ment in  longevity,  particularly  in  patients 
surviving  18  months  after  the  procedure. 
In  addition,  new  revascularization  proce- 
dures, particularly  the  direct  replacement 
of  segments  of  the  right  coronary  artery 
with  venous  grafts,  currently  show  promise. 
As  surgical  procedures  have  continued  to 
evolve,  young  patients  with  myocardial  in- 
farction without  pain  or  congestive  heart 
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failure  have  become  legitimate  subjects  for 
arteriography,  at  least  in  centers  where  data 
conceiTiing  the  effect  of  revascularization  on 
longevity  are  being  actively  accrued  and 
evaluated.  For  the  present,  it  seems  unwise 
and  overly  conservative  to  allow  patients  to 
severely  restrict  their  lives  because  of  coro- 
nary heart  disease,  and  this  is  particularly 
true  of  the  young  patient. 

There  are  a number  of  miscellaneous  in- 
dications for  coronary  arteriography.  Pa- 
tients with  angina  and  aortic  valve  disease 
being  considered  for  valvular  replacement 
should  certainly  be  studied  and  probably  pa- 
tients with  mitral  valve  disease  as  well. 
This  enables  the  cardiologist  to  better  under- 
stand total  myocardial  function  and  make  a 
more  objective  estimate  of  surgical  risk  and 
ultimate  prognosis.  It  provides  very  helpful 
information  for  the  surgeons  who  will  be 
perfusing  the  coronaries  at  the  time  of  sur- 
gery. Uncommon  specific  indications  for 
coronary  arteriography  include  suspected 
congenital  malformations,  luetic  involvement 
of  the  coronary  ostia,  and  coronary  artery 
embolism. 

To  some  degree,  the  indication  for  adding 
selective  coronary  arteriography  to  any 
retrograde  left  heart  catheterization  proce- 
dure performed  on  a patient  in  the  coronary 
age  group  depends  upon  the  ease  with  which 
the  particular  laboratory  can  perform  coro- 
nary arteriography.  If  experienced  person- 
nel are  available,  it  can  add  very  helpful  in- 


formation at  a negligible  additional  risk  to 
the  patient.  Left  heart  catheterization  of  a 
patient  with  suspected  cardiomyopathy  is  an 
excellent  case  in  point. 

Accuracy  of  Coronary  Arteriography. 
Every  diagnostic  procedure  must  be  evaluat- 
ed in  the  light  of  the  accuracy  of  the  in- 
formation it  yields.  \\Tien  one  views  coro- 
nary arteriography  of  excellent  radiographic 
quality,  a highly  accurate  picture  of  the  ma- 
jor coronary  vessels  and  their  branches  has 
been  obtained.  A study  comparing  the  in- 
terpretation of  coronary  arteriography  with 
the  actual  amount  of  disease  found  at  ne- 
cropsy done  on  29  subjects  at  the  Peter  Bent 
Brigham  Hospital  confirmed  this  impres- 
sion. Of  the  many  opportunities  for  error 
in  interpreting  145  coronary  arteries  indi- 
vidually, only  3 errors  of  functional  signifi- 
cance were  made.  There  was  a direct  rela- 
tionship between  the  accuracy  of  interpre- 
tation and  the  radiographic  quality  of  the 
arteriography,  significant  errors  being 
made  only  in  films  of  borderline  quality. 

A number  of  factors  contribute  to  radio- 
graphic  quality,  most  of  which  are  of  a tech- 
nical nature  and  are  not  germane  to  the 
present  discussion.  It  is  sufficient  to  re- 
member that  appropriate  magnification,  con- 
trast, focus,  and  day-to-day  consistency  are 
essential  and  most  often  found  in  a labora- 
tory with  a high  degree  of  interest  in  an 
almost  daily  use  of  coronary  arteriography. 
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Teaching  Comprehensive  Medicine  in  the 
Home  Setting;  A Preliminary  Report 


Part  I 
Introduction 

PROBABLY  the  greatest  transi- 
tion in  the  life  of  an  individual 
aspiring  to  be  a physician  in- 
volves the  change  from  college  or  univer- 
sity to  medical  school.  The  typical  fresh- 
man medical  student  has  heard  many  tales 
about  the  rigors  of  medical  education  from 
his  “big  brothers”  and  he  enters  the  fresh- 
man year  with  considerable  apprehension 
and  anxiety.  He  finds  out  immediately  that 
what  he  has  heard  is  often  true;  that  is, 
the  demands  are  often  rigorous,  competi- 
tion is  keen,  and  he  must  therefore  perform 
with  maximum  intellectual  output.  If  the 
pressure  becomes  unusually  great,  he  may 
begin  to  doubt  whether  he  can  “make  the 
grade”  or  successfully  meet  this  new  chal- 
lenge. His  self-confidence  and  self-esteem 
may  suffer.  On  the  other  hand,  he  may 
experience  a serious  letdown  in  that  his 
interest  in  a medical  career  has  been 
person-oriented  and  the  only  “person”  he 
sees  during  this  first  year  is  a cadaver, 
which  is  observed  in  one  form  or  another 
all  day  and  into  the  wee  hours  of  morning. 

When  the  student  is  not  engrossed  in 
anatomy  he  is  completely  submerged  in 
Bunsen  burners,  test  tubes,  dogs,  and  other 
laboratory  animals,  but  almost  never  see- 
ing patients.  He  may  rightfully  wonder 
how  all  of  this  “basic  science  stuff”  ap- 
plies to  sick  people. 

A unique  aspect  of  medical  education  is 
that  the  student  must  be  thoroughly  quali- 
fied in  basic  sciences  and  be  able  to  apply 
this  knowledge  to  the  treatment  of  his  pa- 
tients. Thus,  he  must  develop  skills  in  relat- 
ing to  patients  with  empathy  and  compas- 
sion, so  that  his  knowledge  of  the  basic 
sciences  might  be  employed  effectively.  The 
problem  in  making  this  transition  from  basic 
sciences  to  the  practice  of  clinical  medicine 
is  probably  one  of  the  most  critical  posed 
in  medical  education  to  student  and  teacher 
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alike.  We  believe  that  it  could  be  resolved 
if  preclinical  and  clinical  material  were 
presented  concurrently  during  certain  phases 
of  the  first  two  years  of  the  medical  cur- 
riculum. 

A comprehensive  teaching  experience  in- 
volving patients  in  their  own  home  setting 
has  been  initiated  at  Creighton  University 
School  of  Medicine.  The  intent  of  this  pro- 
gram is  to  introduce  freshman  medical  stu- 
dents to  the  concept  of  disease  as  it  af- 
fects the  patient  in  his  own  home.  Such 
contact  has  been  shown  to  motivate  the  stu- 
dent materially  to  correlate  knowledge 
gained  in  basic  sciences  with  observations 
of  environmental  influences  on  the  course 
of  human  disease.  Through  this  approach, 
the  student  studies  the  patient  in  his  home 
setting,  noting  the  dynamic  interaction  be- 
tween the  patient  and  his  relatives,  as  well 
as  the  social  and  economic  realities  and  limi- 
tations of  coping  with  a disease. 

It  is  our  conviction  that  the  type  of  clin- 
ical exposure  provided  in  this  program 
could  enable  the  student  to  realize  more 
clearly  the  purpose  behind  his  rigorous 
academic  schedule.  Of  equal  importance  is 
the  provision  of  a broad  perspective  in  com- 
prehensive care  at  this  stage  of  his  train- 
ing. As  he  progresses  through  the  next 
three  years,  much  of  the  presentation  of 
subject  matter  will  be  compartmentalized: 
the  eye,  ear,  nose,  throat,  heart,  lungs,  rec- 
tum, and  so  on.  In  keeping  with  this  com- 
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partmentalization,  he  will  have  limited  op- 
portunities to  view  disease  in  the  dynamic 
setting  of  a patient  coping  with  the  social, 
psychological,  and  economic  realities  of  daily 
living. 

The  purpose  of  this  communication  is  to 
characterize  our  first  year’s  experience 
with  teaching  freshman  medical  students  a 
comprehensive  approach  to  patients  in  their 
home  setting. 

Methods  of  Procedure 

Family  Study 

Assignments  of  patients  with  a chronic 
illness  or  physical  disability  were  made  by 
the  Chairman  of  the  Department  of  Pre- 
ventive Medicine.  These  patients  had  been 
referred  to  the  Visiting  Nurse  Association 
of  Omaha  by  physicians  at  the  Creighton 
Clinic,  St.  Joseph’s  Hospital,  Douglas  Coun- 
ty Hospital,  or  by  private  physicians  for 
supervision  of  care  in  their  homes.  Each 
“team”  consisting  of  a student  “physician,” 
student  “observer,”  and  a public  health 
nurse  made  four  or  more  weekly  visits  to 
the  home  of  a patient  who  had  already  con- 
sented to  become  a participant  in  this  pro- 
gram. The  “physician”  obtained  the  his- 
tory of  the  present  illness  and  conducted 
interviews  with  the  patient  and  members 
of  his  family,  while  the  second  student  acted 
as  an  “observer.”  Students  did  not  perform 
physical  examinations  on  patients  in  the 
absence  of  a physician.  However,  a physi- 
cian accompanied  the  team  at  one  home 
visit,  and  at  that  time  conducted  a physical 
examination  with  emphasis  upon  the  par- 
ticular anatomic  area  of  concern.  The  pub- 
lic health  nurse  made  introductions,  demon- 
strated her  functional  role  with  the  patient 
and  the  family,  and  acted  as  consultant  for 
the  students. 

A second  family  was  also  assigned  to  each 
pair  of  students,  at  which  time  their  posi- 
tions as  “physician”  and  “observer”  were 
reversed. 

After  each  visit  to  the  home,  the  stu- 
dents and  the  public  health  nurse  discussed 
the  family  situation,  planned  for  the  next 
visit,  and  if  it  seemed  advisable  to  invite 
a member  of  a paramedical  profession  (nu- 
tritionist, physiotherapist,  and  others)  to 


accompany  the  team  on  the  next  visit  to 
the  home,  the  student  was  permitted  to 
extend  this  invitation.  It  was  also  possible 
for  the  student  to  visit  health  and  welfare 
agencies,  in  order  to  increase  his  under- 
standing of  community  resources  available 
to  his  patient.  The  staff  in  Preventive 
Medicine  assisted  with  consultation  and  re- 
ferrals to  community  agencies. 

A summary  which  included  the  medical, 
social,  and  environmental  problems  in  the 
home  and  the  rehabilitative  plan  recom- 
mended by  the  team  was  then  prepared  for 
presentation  to  a panel  discussion. 

A third  medical  student  in  each  group, 
known  as  a “public  health  consultant,” 
made  an  epidemiologic  study  of  the  environ- 
mental situation  of  his  team’s  family  with 
the  assistance  of  members  of  the  Omaha- 
Douglas  County  Health  Department.  These 
included:  (1)  an  evaluation  of  the  census 
tract  in  which  the  family  resided  with  par- 
ticular attention  given  to  the  demographic 
factors  characterizing  that  particular  area; 

(2)  information  concerning  public  housing; 

(3)  information  concerning  vital  statistics 
in  the  specific  census  tract;  and  (4)  social 
and  economic  expectations  in  the  patient’s 
environment.  A summary  was  prepared  to 
illuminate  further  the  family  problem  in  con- 
text with  its  environment. 

Seminar 

A panel  discussion  in  the  form  of  a sem- 
inar was  subsequently  presented  to  the  en- 
tire freshman  class.  The  panel  included  the 
student  “physician”  who  chaired  the  ses- 
sion, the  “observer,”  the  “public  health 
consultant,”  the  visiting  nurse,  Preventive 
Medicine  Department  staff,  the  Director  of 
the  Omaha-Douglas  County  Health  Depart- 
ment, when  possible;  and  other  consultants 
and  representatives  of  community  agencies 
who  were  involved  in  the  care  of  the  par- 
ticular patients.  When  each  family  was 
“staffed,”  suggestions  were  made  concern- 
ing ways  to  improve  the  overall  rehabilita- 
tive plan  which  had  been  made  for  and  with 
the  family.  Class  participation  in  these  dis- 
cussions was  encouraged.  The  material  was 
then  summarized  and  placed  on  the  patient’s 
medical  record  or  sent  to  his  private  physi- 
cian. 
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Table  1 


A LISTING  OF  FAMILIES  SEEN  IN  OUR  TEACHING  PROGRAM  IN  THE 
HOME  SETTING  WITH  MAJOR  DISEASE  CATEGORIES, 
ENVIRONMENTAL  SITUATIONS,  AND  RECOM- 
MENDATIONS FOR  DISPOSITION 

Patient  or 


Family 

Age 

Diagnosis 

Environmental  Situation 

Rehabilitation  Plan 

1. 

Male 

68 

Abscess  at  colostomy 

Patient  highly  independent 

Careful  instruction  on  colostomy 

and  capable  of  caring  for 

care;  recommended  more  ac- 

colostomy  with  V.N.A. 

tivity,  such  as  Ostomy  Club, 

supervision 

recreational  therapy. 

2. 

Wife 

45 

Schizophrenia,  obesity 

Home  in  poor  repair,  insuffi- 

Referral  of  patient  and  child  to 

cient  food  and  clothing,  in- 

psychiatry;  attempt  to  al- 

Husband 

50 

Possible  alcoholism 

dicating  severe  economic 

leviate  difficult  marital  prob- 

problems;  emotional  prob- 

lems,  strongly  influenced  by 

1 Child 

8 

Emotional  problems 

lems  reflected  in  aberrant 
behavior  of  children. 

mental  illness. 

3. 

Wife 

68 

Atrophic  gastritis 

Inadequate  diet,  finances; 

Both  went  to  a nursing  home 

marital  tension  caused  by 

as  planned. 

Husband 

70 

Alcoholism 

illness.  Couple  completely 
unable  to  manage  for 
themselves  in  the  home. 

4. 

Male  Child 

3 

Cerebral  palsy 

Pi’oblems  of  a physically  and 

To  help  patient’s  mother  ac- 

mentally  disabled  child 

cept  his  limitations.  Partici- 

among  4 other  normal 

pation  in  Project  Chance  and 

children. 

encourage  physical  and  men- 
tal stimulation  in  the  home. 

5. 

Female 

71 

Arthritis 

See  case  report. 

6. 

Wife 

67 

Diabetes,  neuritis. 

Emotional  problems  of  alco- 

Help  with  diet  and  understand- 

obesity,  heart  failure 

holism  in  family  members; 

ing  of  disease  and  medica- 

dietary  and  medication 

tions.  Help  in  understand- 

problems;  patient  expired 
during  the  study. 

ing  problem  of  alcoholism. 

Husband 

69 

Emphysema,  possible 

Felt  “nagged”  and  de- 

Help  with  marital  communica- 

alcoholism 

predated. 

tion  problems. 

7. 

Female 

35 

Ulcerating  varicose 

Family  of  10  living  in  trail- 

To  teach  basic  housekeeping 

veins;  mental  sub- 

er;  severe  economic  prob- 

via  housekeeper  aide.  To  help 

normality  in  par- 

lems.  General  poor  house- 

with  educational  plan  for 

ents  and  8 children 

keeping. 

children.  To  move  to  larger 
quarters. 

8. 

Male 

86 

CVA,  hemiparesis, 
right  inguinal  hernia 

Too  painful  to  attempt  exer- 

Referral  to  physiatrist.  Needs 

cises.  Would  rather  stay 

recreational  therapy,  friendly 

in  bed. 

visitors,  etc. 

9. 

Family 

Allergies,  “hereditary 

Rejection  of  children  by 

Referral  to  genetics  clinic  for 

form  of  dermatitis” 

schoolmates  because  of 

extensive  medical  evaluation 

appearance  of  skin. 

and  genetic  counseling. 

10. 

Wife 

55 

Multiple  sclerosis, 

emotional  lability 

See  case  report 

Husband 

60 

Cancer  of  spine 
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The  participating  public  health  nurses  in 
the  Visiting  Nurse  Association  spent  a great 
deal  of  time,  not  only  in  choosing  specific 
cooperative  patients  and  their  families,  but 
also  in  aiTanging  for  home  visits  with  the 
medical  students,  discussing  the  problems 
following  the  visit,  and  attending  the  sem- 
inar sessions.  In  the  latter,  they  provided 
the  entire  class  with  much  additional  in- 
formation concerning  community  resources 
and  described  their  role  in  the  care  of  pa- 
tients in  their  homes. 

Results 

Table  1 is  a listing  of  the  patients  who 
were  assigned  to  the  teaching  program  in 
1968,  their  diseases  or  disabilities,  and  the 
rehabilitative  plan  suggested  by  the  stu- 
dents. 

Two  families  will  be  described  briefly  with 
emphasis  upon  the  ability  of  the  medical 
student  participants  to  correlate  concepts 
from  the  basic  sciences  as  well  as  infoiTna- 
tion  concerning  community  health,  welfare, 
and  rehabilitation  resources  with  the  real 
life  situations  of  the  families  assigned  to 
them. 

Family  1 

The  first  patient  was  a 71 -year-old  white 
widow  with  severe  crippling  arthritis.  She 


resided  in  a small  home  in  a lower  middle 
class  neighborhood  of  Omaha  (homes  in  the 
$10,000  or  less  bracket).  She  was  a recipi- 
ent of  a railroad  retirement  benefit  and  re- 
ceived food  stamps,  drug  supplies  and  other 
medical  assistance  from  the  Federal  Old 
Age  Assistance  Program.  At  the  time  of 
the  seminar  session,  arrangements  were  be- 
ing made  for  housekeeper  service  from  the 
local  public  welfare  department.  In  addi- 
tion, she  had  the  services  of  a “home  health 
aide”  from  the  Visiting  Nurse  Association, 
who  visited  the  patient  once  a week  to  give 
baths,  foot  soaks,  etc.  As  a recipient  of 
Medicare  the  patient  was  entitled  to  a hun- 
dred visits  per  year,  free  of  charge,  from 
the  Visiting  Nurse  Association. 

The  medical  students  made  two  visits  to 
the  patient’s  home  with  the  public  health 
nurse.  The  “physician”  also  had  consulta- 
tion with  the  patient’s  private  physician,  at 
which  time  he  was  given  complete  informa- 
tion concerning  the  patient’s  medical  and  so- 
cial background.  Management  of  the  pro- 
lem  of  arthritis  in  the  home  setting,  which 
included  exercises,  administration  of  ste- 
roids, salicylates,  pain  medications  and 
general  psychological  encouragement  was 
stressed. 
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Cancer  and  Leukoplakia  of  the  Lip 


Leukoplakia  and  cancer  of 
the  lower  lip  usually  have 
their  origin  in  the  vermilion 
tissue.  Geographically,  the  diseases  are 
more  common  below  the  40th  parallel  of 
this  country.  They  occur  most  frequently 
in  people  with  ruddy  complexions  and  red- 
dish to  blonde  hair.  Many  of  these  trace 
their  ancestry  to  the  British  Isles,  and  to 
the  lands  that  border  the  North  Sea.  The 
conditions  are  virtually  unknown  among  Ne- 
groes. They  are  related  to  sex,  the  male 
being  the  usual  victim;  and  to  occupation, 
in  that  outdoor  workers,  soldiers,  sailors, 
and  farmers  are  particularly  prone  to  develop 
them.^-  ^ 

Leukoplakia 

It  should  be  emphasized  at  once  that  the 
term  leukoplakia  is  a descriptive,  clinical 
term  referring  to  a white  plaque  appearing 
on  mucous  membranes,  and  has  no  particular 
histopathologic  connotation. ^2  Once  hav- 
ing been  exposed  to  the  clinical  entity  of 
leukoplakia,  the  average  clinician  will  have 
no  difficulty  in  recognizing  it.  The  relation 
of  this  condition  to  cancer  is  perhaps  not 
clear. 22  Nevertheless,  the  experienced  clin- 
ician can  recognize  leukoplakia  as  a benign 
condition  or  as  a suspicious  lesion  which 
might  represent  early  cancer. 

The  reason  for  the  confusion  surrounding 
the  diagnosis  of  leukoplakia  seems  to  arise 
from  the  inability  to  define  what  the  name 
means  in  histologic  terms. The  clinical  en- 
tity, leukoplakia,  represents  a thickening  of 
mucosal  epithelium.  The  thickened  area  ob- 
structs the  normal  transmission  of  the  red 
color  of  the  underlying  capillary  bed,  (pro- 
ducing instead  the  grayish  color  of  epi- 
thelium. When  this  thickening  of  the  epi- 
thelial layer  becomes  dense  enough,  it  macer- 
ates because  of  its  moist  habitat,  and  be- 
comes increasingly  white.  In  addition  to  be- 
ing a white  plaque,  the  leukoplakia  area  may 
contain  ulcers  or  fissures.  When  such  an 
area  is  examined  histologically,  it  may  be 
reported  as  superficial  epithelial  thickening, 
heaped-up  squamous  epithelium,  hyperkera- 
tosis, dyskeratosis,  parakeratosis,  acantho- 
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sis  with  or  without  ulceration,  carcinoma 
in  situ,  or  invasive  squamous  cancer.  More- 
over, the  excised  specimen  will  often  exhibit 
a combination  of  several  such  entities.®- 

Although  the  experienced  clinician  can 
readily  discriminate  between  benign  leuko- 
plakia and  those  lesions  of  varying  degrees 
of  malignant  potential,  there  are  large  num- 
bers of  lesions  which  appear  questionable 
even  to  the  most  sophisticated.  All  will  re- 
quire biopsy  to  determine  their  true  his- 
tologic nature. 22  It  follows  therefore,  that 
any  area  of  leukoplakia,  unless  manifestly 
benign,  should  be  submitted  for  biopsy. 
Furthermore,  since  many  of  the  lesions  are 
extensive,  the  only  safe  biopsy  is  one  which 
excises  the  entire  lesion,  so  that  the  whole 
extent  of  the  disease  is  subject  to  histologic 
examination  rather  than  a mere  fragment. 
It  is  recommended  therefore,  that  leuko- 
plakia patches  on  the  lip  which  appear  to 
have  a malignant  potential  be  excised  in 
toto  (excision  biopsy)  and  the  defect  recon- 
structed by  advancement  of  the  mucous 
membrane  from  the  oral  surface  of  the  lip 
(Fig.  la).  This  procedure  is  effective  for 
both  definitive  pathologic  diagnosis  as  well 
as  treatment,  and  has  the  advantage  of  ex- 
cellent cosmetic  results.  It  enjoys  consid- 
erable popularity  in  surgical  practice.®- 1'*- 

Incontrovertible  evidence  as  to  the  etiology 
of  leukoplakia  in  general  is  not  at  hand. 
This  is  at  least  in  part  due  to  the  fact  that 
the  condition  develops  as  a result  of  a num- 
ber of  causes.  Furtherm.ore,  the  causes  vary 
with  the  location  of  the  leukopakic  patch. 
When  leukoplakia  involves  the  lip,  it  seems 
to  be  largely  the  result  of  undue  exposure  to 
actinic  rays  in  susceptible  individuals.  There 
seems  to  be  a relation  to  age  also,  as  the 
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incidence  increases  with  age  suggesting  that 
the  inciting  agent  must  be  applied  over  a 
considerable  period  of  time  to  result  in  path- 
ologic changes.  Indictment  of  sunlight  as 
an  etiologic  agent  is  further  supported  by 
the  fact  that  the  disease  is  almost  uniformly 
found  in  the  lower  lip  alone,  presumably  be- 
cause the  upper  is  shaded. 

Controversy  has  been  stimulated  with  the 
publication  of  reports  which  purport  to  find 
no  evidence  of  leukoplakia  lesions  resulting 
in  malignant  degeneration.  These  reports 
seem  to  contradict  the  clinical  evidence  of 
the  coexistence  of  leukoplakia  and  cancer 
and  indeed  the  histologic  evidence  of  pro- 
gressive stages  of  the  leukoplakic  lesion 
which  advance  fro  m a benign  situation 
through  cancer  in  situ  and  on  to  invasive 
cancer.  The  argument  is  didactic,  because 
in  any  case  when  doubt  exists,  biopsy  is  al- 
ways indicated.  For  the  purpose  of  the 
present  discussion,  the  leukoplakia  under 
consideration  is  that  which  has  already  dem- 
onstrated its  malignant  potential  by  the  for- 
mation of  a cancer. 

Cancer  of  the  Lip 

This  discussion  is  concerned  with  the  can- 
cer that  involves  the  vermilion  surface  of 


Figure  la.  Excision  biopsy  of  vermilion  tissue  of  the 
lip  to  remove  the  area  of  leukoplakia. 


the  lower  lip,  of  the  squamous  cell  type. 
These  cancers  occur  most  frequently  in  fair- 
skinned individuals  who  have  been  exposed 
to  relatively  long  periods  of  solar  radiation. 
The  relation  of  this  disease  to  sunlight  has 
been  well  established.^-  The  apparent 

immunity  of  Negroes  to  the  disease  seems 
to  be  related  to  the  protection  afforded  by 
the  melanin  in  the  prickle-cell  layer  of  their 
skin.ii-21  It  is  related  to  leukoplakia  in  all 
its  histologic  variants,  and  when  these  ele- 
ments are  specifically  sought,  leukoplakic 
patterns  are  found  in  the  adjacent  mucosal 
surface  of  almost  all  lip  cancers. 

For  many  years,  the  development  of  can- 
cer of  the  lip  has  been  related  to  pipe  smok- 
ing. Even  in  recent  articles,  pipe  smoking 
has  been  indicted  as  the  etiologic  factor  in 
cancer  of  the  lip,  in  spite  of  the  fact  that 
careful  studies  have  shown  this  not  to  be 
true.^-®  It  would  be  of  historical  interest 
to  investigate  the  development  of  this  mis- 
conception. In  colonial  America,  large  ship- 
ments of  pipes  were  received  from  the  parent 
country.  Apparently  these  were  exported 
in  such  quantities  that  pipe  shards  have 
become  a form  of  historical  data  for  anthro- 
pologists studying  colonial  times.  These 
pipes  were  made  of  clay,  and  had  a clay 
mouthpiece.  Because  of  the  porous  nature 
one  would  expect  the  clay  stem  and 
mouthpiece  to  absorb  large  quantities  of  tar. 
Furthermore,  one  would  assume  that  the 
mouthpiece  became  heated.  The  combina- 
tion of  heat  and  tar  applied  to  an  epithelial 
surface  is  so  consistently  carcinogenic  that 
it  has  become  a laboratory  model  for  the  pro- 
duction of  epithelial  cancers.  It  is  highly 
probable  therefore,  that  the  relationship  of 
lip  cancer  to  pipe  smoking  was  at  one  time 
very  real,  but  since  the  clay  pipe  has  dis- 
appeared from  the  American  scene,  this 
source  of  carcinogenesis  has  been  lost. 

Since  exposure  to  sunlight  implies  expo- 
sure of  the  entire  lip,  one  must  accept  the 
fact  that  the  entire  exposed  mucosa  (ver- 
milion tissue)  is  subjected  to  a similar  car- 
cinogenic dose  of  actinic  rays.  When  the 
carcinogenic  process  has  progressed  to  pro- 
duce a premalignant  state  in  the  mucosa,  it 
must  be  a condition  participated  in  by  the 
entire  mucosal  surface.  This  concept  has 
been  expanded  by  Slaughter,  who  has  termed 
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Figure  2a.  Recurrent  cancer  of  the  lip  developing  adjacent  to  the  scar  of  a previous  excision  of  cancer.  Note  the 
atrophic  state  of  the  vermilion  tissue. 


Figure  2b.  Immediate  postoperative  result  after  excision  as  described  in  text. 
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it  “field  cancerization,”2o  and  by  Willis, who 
believes  that  when  a part  of  an  organ  sys- 
tem undergoes  malignant  transformation, 
the  entire  organ  system  is  subject  to  the 
same  tendency.  Cancer  of  the  lip,  in  many 
instances,  represents  a local,  overt  manifes- 
tation of  a general  tendency  toward  cancer 
formation  in  the  entire  vermilion  tissue  of 
the  lip.  These  observations  are  supported 
by  the  tendency  toward  multicentricity  of 
lip  cancers  and  the  proclivity  of  these  tu- 
mors to  lateral  and  superficial  growth  in 
their  early  development. This  con- 
cept is  further  supported  by  the  clinical  ob- 
servation that  “recurrent”  cancers  of  the  lip 
seldom  occur  deep  in  the  suture  line  (which 
would  suggest  incomplete  excision),  but 
more  commonly  they  occur  superficially  in 
adjacent  vermilion  tissue,  suggesting  either 
a new  primary  growth  or  evidence  of  multi- 
centric origin  or  both  (Fig.  2a). 

In  the  United  States  today,  cancer  of  the 
lip  is  usually  found  as  a superficial,  ulcerated 
nodule  seldom  more  than  one  cm  in  diameter. 
Frequently,  they  may  be  manifested  as  fis- 
sures or  ulcers  with  slight  or  no  gross  evi- 
dence of  tumefaction.  The  subject  of  this 
discussion  is  cancer  of  the  lip  in  this  early 
state  of  development.  The  large,  exophytic 
or  deeply  invasive  tumors  of  the  lip  are 
seldom  seen,  now  even  among  the  poor,  in 
modern  urban  practice.  These  large  tu- 
moi’s  represent  a problem  in  what  might  be 
called  cancer  salvage.  They  are  neglected 
tumors,  and  frequently  require  extensive 
surgical  procedures  for  their  control  and  for 
subsequent  plastic  reconstruction.  We  are 
here  concerned  with  the  management  of  the 
patient  with  early  cancer  of  the  lip  who 
applies  for  treatment  within  a reasonable 
time  after  its  discovery  and  before  the  de- 
velopment of  lymph-node  metastasis. 

The  lip  is  an  important  structure,  and 
needless  sacrifice  of  its  tissue  should  be 
avoided.  Furthermore,  incisions  should  be 
so  planned  as  to  avoid  transection  of  nerves 
with  subsequent  impairment  of  function. 
The  lips  act  as  the  external  sphincter  of  the 
gastrointestinal  tract,  and  in  addition  to  pre- 
venting noxious  substances  from  entering  it, 
they  also  function  to  hold  agreeable  sub- 
stances ready  for  entrance  into  it.  To  ac- 
complish this,  the  lips  must  be  symmetrical. 


and  the  muscle  must  be  functional.  When 
working  properly,  the  oral  cavity  is  water- 
tight, and  the  lips  and  cheeks,  together  with 
the  tongue,  are  responsible  for  holding  the 
food  bolus  in  proper  position  for  mastication. 
If  the  lip  is  paralyzed,  not  only  does  the  vic- 
tim drool,  but  food  accumulates  in  the  gin- 
givolabial  sulcus  during  mastication.  There 
will  also  be  a disturbance,  of  varying  degree, 
of  phonation. 

The  excision  of  a wedge-shaped  segment 
of  lip  carrying  the  cancer  on  its  base  is  a 
popular  and  effective  way  of  treating  can- 
cer of  the  lip.  When  the  lip  is  properly 
mobilized  with  this  procedure,  a very  ac- 
ceptable cosmetic  result  is  achieved.  The 
radial  scar  resulting,  although  noticeable,  is 
only  mildly  disfiguring.  Functional  dis- 
ability is  not  a problem  for  midline  incisions, 
and  increases  only  slightly  as  the  commis- 
sures are  approached.  The  functional  loss  in 
this  operation  is  seldom  serious,  particuarly 
when  care  is  taken  to  avoid  injury  to  the 
mental  nerve.  This  is  probably  the  opera- 
tion with  the  greatest  application,  particu- 
larly in  lesions  greater  than  one  cm  in  di- 
ameter (Fig.  3a  and  3b).  In  smaller  lip 
cancers,  however,  the  wedge  excision  seems 
to  sacrifice  an  unnecessary  amount  of  lip, 
while  treating  the  underlying  premalignant 
state  of  the  mucosa  inadequately  or  not  at 
all.  The  wedge  excision  for  small  cancers 
overtreats  the  overt  manifestations  of  mal- 
ignancy, while  it  undertreats  or  ignores  the 
premalignant  state  which  may  give  rise  to  a 
new  tumor.  This  observation  does  not  hold 
true  for  every  individual  cancer  of  the  lip, 
but  it  is  true  of  cancers  which  develop  in  a 
lip  which  shows  evidence  of  premalignant 
changes  manifested  by  leukoplakia,  ulcer,  or 
fissuring.  This  association  has  been  found 
to  be  in  excess  of  85%  of  cases  and  may 
be  higher. 

Surgical  Technique 

The  patient  is  prepared  for  the  surgical 
operation  by  withholding  breakfast  and  ob- 
taining a close  shave  on  the  morning  of  the 
operation.  He  is  taken  to  the  operating 
theatre,  and  after  being  positioned  on  the 
table,  is  given  meperidine  (Demerol),  50  mg 
and  atropine  sulfate,  0.6  mg  intravenously. 
The  skin  of  the  lower  half  of  the  face  and 
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lips  is  then  prepared  for  the  operation  by 
scrubbing  it  with  gauze  sponges  saturated 
with  an  aqueous  solution  of  benzalkonium 
chloride  (Zephiran)  1:1000.  After  the  head 
drape  is  applied,  another  benzalkonium 
sponge  is  placed  between  the  teeth  and  the 
lips  in  the  gingivolabial  sulcus  so  as  to  sup- 
port the  lower  lip  in  an  everted  position. 
Draping  of  the  patient  is  then  completed. 

The  lip  is  now  carefully  examined  in  order 
to  estimate  the  extent  of  the  malignant  lesion 
and  the  amount  of  premalignant  or  leuko- 
plakic  change  in  the  remainder  of  the  ver- 
milion tissue.  An  operating  microscope  is 
very  useful  in  this  examination,  but  if  one 
is  not  at  hand,  the  ordinary  operating  loupe 
will  do  very  well.  In  any  case,  it  is  recom- 
mended that  the  operation  be  done  with  the 
visual  assistance  of  the  loupe,  which  makes 
the  estimation  of  the  cancer  edges  much 
more  positive.  After  the  extent  of  the  dis- 
ease has  been  evaluated,  anesthesia  is  ob- 
tained by  means  of  a bilateral  nerve  block 
at  the  mental  foramen  with  2%  procaine- 
epinephrine  solution.  This  is  supported  by 
a local  infiltration  of  0.5%  procaine  through- 
out the  lower  lip  and  in  such  quantities  as 
to  produce  a brawny  edema  of  the  lip.  The 
edema  will  be  of  material  assistance  in  the 
dissection  of  the  premalignant  mucosa  off 
of  the  underlying  muscle. 

After  anesthesia  has  been  achieved,  the 
line  of  excision  is  marked  by  means  of  a 
scratch  mark  with  a scalpel.  The  scratch 
mark  starts  laterally  and  follows  precisely 
the  line  of  junction  of  the  vermilion  tissue 
with  the  skin.  This  scratch  mark  is  con- 
tinued until  it  reaches  a distance  of  3-5  mm 
form  the  edge  of  the  tumor.  It  then  circum- 
cises the  tumor  at  this  distance  and  con- 
tinues laterally  beyond  it  if  needed.  A sec- 
ond scratch  mark  is  now  made  on  the  mu- 
cosal surface  of  the  lip,  starting  laterally, 
in  junction  with  the  previous  scratch  mark, 
and  is  carried  along  the  mucosal  surface 
until  it  approaches  the  tumor  which  is  again 
circumcised  at  an  adequate  distance.  In 
the  area  of  the  leukoplakia,  the  scratch  mark 
may  approach  the  disease  very  closely,  and 
the  wide  excision  which  is  made  about  the 
cancer  need  not  be  followed  here. 

After  the  margins  of  the  excision  have 


thus  been  delineated,  the  dissection  is  con- 
veniently started  in  the  benign  area  farthest 
rem.oved  from  the  cancer,  usually  out  toward 
the  commissure  of  the  lip.  The  diseased 
mucosa  is  dissected  from  the  underlying 
muscularis,  removing  only  a minimal  amount 
of  muscle  fibers.  This  dissection  is  con- 
tinued until  the  mark  of  the  cancer  excision 
is  reached.  The  leukoplakia  on  the  other 
side  of  the  cancer  is  dissected  in  the  same 
fashion.  At  this  point  the  cancer  is  carefully 
circumcised  and  excised  out  of  the  substance 
of  the  lip  ‘en  bloc’  with  the  adjacent  leuko- 
plakic  mucosa.  During  this  excision,  care 
is  taken  not  to  cut  into  the  base  of  the  tu- 
moi,  but  to  undercut  it  deeply  with  a some- 
what angled  incision  so  that  the  depth  of 
the  tumor  will  have  as  much  of  a margin  as 
it  has  laterally  or  perhaps  somewhat  more 
(Figs,  lb,  4 and  5). 

After  the  surgical  specimen  is  removed, 
attention  is  directed  toward  hemostasis. 
The  capillary  bleeding  resulting  from  the 
excision  of  the  mucosa  requires  no  special 
procedure  except  pressure  until  the  skin 
sutures  are  placed.  If  the  excision  of  the 
cancer  has  been  deep  enough  to  involve  the 
inferior  labial  artery,  a ligature  will  be  re- 
quired. These  ligatures  should  consist  of 
fine,  absorbable  material,  and  4-0  chromi- 


Figure  lb.  Excision  biopsy  of  leukoplakia  modified  to 
include  an  early  cancer  by  longitudinal  “wedging”  as 
opposed  to  traditional  transveree  wedge  excision.  Area 
of  undercutting  indicated  by  shaded  area. 
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Figure  4a.  Squamous  carcinoma  of  the  midportion  of  the  lower  lip. 


Figure  4b.  Appearance  three  days  postopenatively,  before  removal  of  sutures. 
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Figure  4c.  Appearance  six  months  later. 


Ik 


Figure  5a.  Squamous  carcinoma  growing  in  the  midportion  of  a lip  widely  in /clveJ  by  leukoplakia. 
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Figure  5b.  Immediate  postoperative  appearance  after  excision  of  all  involved  vermilion  tissue  and  longitudinal 
“wedging  ” of  the  cancer  ‘en  b.oc.’ 


Figure  5c.  Long  term  follow-up  to  illustrate  the  cosmetic  result. 
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cized  catgut  or  collagen  has  been  found  to  be 
satisfactory  for  this  purpose.  If  the  excision 
of  the  cancer  has  been  deep  enough  to  involve 
the  orbicularis  oris  muscle,  it  is  important 
that  its  fibers  are  brought  together  with 
inteiTupted  sutures  to  prevent  postoperative 
nicking  of  the  lip.  These  sutures  should  also 
be  of  absorbable  material,  and  2-0  chromic 
catgut  or  collagen  has  been  found  to  be  sat- 
isfactory. It  is  important  that  all  ligatures 
and  buried  sutures  be  of  absorbable  material. 
When  nonabsorbable  material  is  used,  suture 
granulomas  may  form,  or  the  knots  may  be 
palpable  beneath  the  skin.  Such  palpable 
nodules  in  the  scar  of  an  excised  cancer  may 
produce  distressing  reactions  in  the  patient 
postoperatively.  In  fact,  it  might  be  neces- 
sary to  excise  such  nodules  in  order  to  re- 
move doubt  in  the  physician’s  mind  as  to 
whether  or  not  they  represent  a cancer  recur- 
rence deep  in  the  scar.  This  postoperative 
problem  is  eliminated  by  the  use  of  ab- 
sorbable material. 


After  the  significant  vessels  have  been 
ligated  and  the  cut  edges  of  the  orbicularis 
oris  muscle  have  been  approximated,  the 
labial  mucosa  is  elevated  by  undercutting 
it  with  knife  or  scissors,  the  latter  being 
more  convenient.  The  mucosa  is  undercut 
until  it  is  mobilized  to  the  extent  that  it  can 
be  advanced  to  the  cut  edge  of  the  skin 
under  a slight  amount  of  tension.  The  mu- 
cosa and  skin  are  then  approximated  using 
interrupted,  fine,  nonabsorbable  material  of 
various  types.  Monofilament  dacron  of  4-0 
size  is  especially  useful.  As  the  mucosa  is 
sutured  to  the  skin,  the  capillary  hemor- 
rhage is  controlled.  The  mucosal  advance- 
ment is  sutured  first.  As  the  defect  result- 
ing from  the  excision  of  the  cancer  is 
reached,  it  will  be  noted  often  that  a radial 
type  of  defect  may  result  from  the  suture  of 
the  divided  orbicularis  oris  muscle.  In  these 
instances  excess  epithelium  may  be  removed 
in  the  form  of  a diamond-shaped  excision 
in  order  to  eliminate  the  dog-ears  which 


Figure  6a.  Exophytic,  hyperkeratotic  cancer  of  the  right  lower  lip.  Note  the  pronounced  hyperkeratotic,  ulcerated, 
and  leukoplakic  nature  of  the  remaining  vermilion  tissue. 
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may  form  at  the  end  of  the  skin  and  mucosal 
extensions.  This  defect  is  sutured  in  a 
radial  fashion  so  as  to  form  a right  angle 
with  the  other  suture  line  (Fig.  6). 

At  the  completion  of  the  procedure,  hemo- 
stasis should  be  quite  complete.  If  the  su- 
tures have  been  placed  properly  and  closely, 
no  more  than  a few  drops  of  blood  will  ooze 
out  between  them.  In  order  to  absorb  this 
oozing,  a fine-mesh  gauze  strip  impregnat- 
ed with  an  antimicrobial  agent  is  used  as  a 
dressing.  Gauze  impregnated  with  Furacin 
in  an  aquafor  base  has  been  found  to  be 
effective  for  this  purpose.  Systemic  anti- 
biotics are  given  for  3-5  days,  most  de- 
sirably in  the  form  of  penicillin.  The  gauze 
strip  placed  on  the  lip  in  the  operating  room 
is  removed  as  soon  as  the  oozing  stops. 
There  is  no  restriction  on  diet  and  the  pa- 
tient is,  of  course,  ambulant  when  he  re- 
covers from  his  premedication.  Postopera- 
tive morbidity  is  slight,  pain  is  minimal,  and 
discomfort  is  readily  controlled  with  codeine 
in  30  mg  doses.  Sutures  are  removed  in 
three  days.  Warm  packs  may  speed  reso- 
lution of  the  operative  reaction. 

Discussion 

The  idea  of  combining  cancer  prophylaxis 
with  cancer  treatment  for  malignancy  of  the 
lip  is  not  a new  concept.  It  has  been  advo- 
cated for  some  time, 2-  e,  is  apparently 

has  achieved  little  popular  support.  One  of 
the  reasons  for  this  seems  to  be  a fear 
that  a local  excision  of  this  type  is  not  an 
adequate  cancer  operation.  The  fact  that 
local  excision  seldom  results  in  a recurrence 
in  the  suture  line  is  evidence  to  support  the 
fact  that  the  operation  is  indeed  adequate  for 
cancer  control.  Increasing  the  extent  of  the 
excision  by  sacrificing  additional  lip  will  not 
increase  the  effectiveness  of  the  procedure 
as  a cancer  control  operation.  In  order  to 
increase  the  adequacy  of  the  procedure,  it 
would  be  necessary  to  add  a lymph  node 
dissection  to  the  local  excision,  and  this  is  a 
point  of  view  which  is  not  generally  accepted 
as  a routine  procedure  in  the  absence  of 
palpable  metastases. 

It  is  believed  that  increasing  the  effec- 
tiveness of  cancer  control  in  carcinoma  of 
the  lip  should  include  excision  of  co-existent 
leukoplakia,  hyperkeratosis,  fissure,  or  ulcer- 


ation. It  would  seem  that  if  the  remaining 
vermilion  tissue,  other  than  that  involved 
by  cancer,  is  of  normal  appearance  grossly, 
this  extension  of  the  procedure  need  not  be 
accomplished.  If  the  pathologic  entities 
mentioned  above,  which  are  generally  includ- 
ed in  the  term  leukoplakia,  are  present,  com- 
bining the  excision  of  this  tissue  with  the 
excision  of  the  cancer  is  not  only  justified 
but  strongly  indicated.  This  adds  only  mini- 
mally to  the  operative  procedure  and  may 
avert  future  recurrences.  Results  are  ex- 
cellent, both  functionally  and  cosmetically, 
and  the  danger  of  malignant  breakdown  in 
the  adjacent  lip  mucosa  is  eliminated.® 


Summary 

The  importance  of  including  premalignant 
lip  mucosa  in  the  dissection  for  excision  of 
cancer  of  the  lip  is  stressed.  A plea  is  made 
to  sacrifice  only  necessary  amounts  of  lip 
in  the  excision  of  such  cancers.  A technique 
for  accomplishing  these  two  objectives  is 
described. 
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Progress  in  Perineal  Prostatectomy  — 
Results  in  3,110  Consecutive  Patients* 


PART  II 

Acute  Suppurative  Epididymitis 

Since  routine  ligation  of  the  vas  was 
adopted  in  1946,  no  instances  of  acute  sup- 
purative epididymitis  have  come  to  our  at- 
tention. Previous  to  that  time  there  were 
42  such  instances. 

Postoperative  Urethral  Stricture 

This  condition  following  perineal  prosta- 
tectomy is  a remote  occurrence,  certainly 
less  than  one  in  a hundred ; whereas  in  trans- 
urethral surgery  it  is  generally  conceded 
that  it  may  occur  in  2%  to  15%  of  the  pa- 
tients who  have  had  that  type  of  surgery. 

Postoperative  Infection 

This  problem  is  satisfactorily  managed 
by  the  use  of  urinary  antiseptics  and  anti- 
biotics as  indicated.  There  have  been  no 
deaths  from  sepsis  in  the  past  twelve  years. 
Previous  to  that  time,  in  this  series,  there 
were  18  such  deaths.  It  is  our  policy,  at 
the  present  time,  to  have  patients  on  either 
tetracycline,  sulfa,  Furadantin,  or  Mandela- 
mine  during  the  preoperative  and  postopera- 
tive period  until  infection  has  been  con- 
trolled. 

Rectal  Injury 

The  rectal  wall  should  be  examined  before 
final  closure  of  the  perineum  in  every  pa- 
tient having  perineal  prostatectomy.  If 
there  is  evidence  of  injury,  it  may  be  re- 
paired by  two  layer  suture  of  the  muscular 
layers  of  the  rectum.  The  situation  occurs 
not  more  than  once  in  two  hundred  opera- 
tions, and  when  recognized  produces  no  in- 
crease in  morbidity  or  mortality.  The  need 
for  doing  a Young-Stone  repair  of  rectal 
injury  incident  to  perineal  prostatectomy 
has  not  occurred  in  the  past  twenty 
years. ^'^-20 

Impotence 

A scientific  statistical  study  concerning 
sexual  activity  at  any  age  is  admittedly 
difficult  to  obtain.  Accordingly,  any  pre- 
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sumably  scientific  statistical  study  compar- 
ing the  incidence  of  impotence  following  per- 
ineal prostatectomy,  transurethral  resection, 
or  suprapubic  prostatectomy,  would  be  with- 
out a satisfactory  scientific  foundation  in 
our  opinion.  It  is  rare  that  any  of  our  pa- 
tients inquire  as  to  the  possibility  of  im- 
potence incident  to  a prostate  operation.  In 
the  event  they  do,  the  answer  is  “it  should 
be  essentially  the  same  after  the  operation.” 
It  is  our  belief  that  such  reassurance  is  help- 
ful in  preventing  emotional  disturbance 
which  is  known  to  predispose  to  impotence. 
Needless  to  say,  following  prostatic  surgery 
by  any  route,  patients  usually  ejaculate 
fluid  into  the  bladder  rather  than  through 
the  urethra.  This  apparently  does  not  de- 
crease the  sexual  gratification  of  ejacula- 
tion. Finkle^i  reports  “70%  of  preopera- 
tively  potent  men  retained  that  sexual  abil- 
ity, whether  perineal,  transurethral,  or  ab- 
dominal approaches  to  the  prostate  were 
used.”  He  further  states,  “antagonism 
against  perineal  prostatectomy  has  developed 
on  the  premise  that  the  operation  produces 
some  neurological  or  other  organic  trauma 
in  the  perineum.  If  this  were  so,  it  would 
follow  that  the  radical  total  perineal  pros- 
tatectomy would  invariably  result  in  im- 
potency.  This  simply  is  not  the  case.” 

Ureteral  Ligation 

This  complication  was  reported  in  the  case 
of  two  patients  by  Carl  Rusche.  However, 
we  have  never  seen  any  in  our  series  of 
patients. 22 

♦From  the  Departments  of  Urology  of  the  Bishop  Clarkson 
Memorial  Hospital  and  the  Hospital  of  the  University  of  Ne- 
braska College  of  Medicine,  Omaha,  Nebraska. 
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Late  Functional  Results 

In  the  quest  for  unattainable  perfection 
in  any  surgical  field,  the  best  to  be  hoped 
for  is  a near  approach  to  the  ultimate  goal, 
which  is  the  removal  of  the  pathological 
process  and  the  achievement  of  sympto- 
matic relief,  in  high  percentage  of  patients 
with  minimum  risk ; also  with  minimum  hos- 
pitalization. Second  in  importance  only  to 
mortality  rate,  and  from  some  viewpoints 
and  in  certain  situations,  of  even  greater 
importance  is  the  recovery  of  comfort,  in- 
cluding restoration  of  the  involved  organ 
to  normal  function.  Of  equal  importance 
with  the  death  rate  is  the  curative  rank  of 
a method. 

It  has  come  to  be  generally  recognized  by 
the  profession  and  the  laity  as  well  that 
prostatic  surgery  not  only  may  be  per- 
formed with  a minimum  risk  but  offers  a 
high  percentage  of  good  functional  results. 
As  the  result  of  improved  diagnosis,  tech- 
nique and  antisepsis,  together  with  the  ten- 
dency toward  early  ambulation  and  short- 
ened hospitalization,  it  is  perhaps  unfor- 
tunate that  people  have  come  to  take  too 
much  for  granted.  They  fail  to  realize  that 
every  surgical  procedure  involving  what- 
ever organ  has  its  serious  aspects,  and  that 
a tragedy,  or  an  operative  result  short  of 
perfection,  might  follow  even  relatively 
minor  procedures,  and  not  infrequently  from 
some  wholly  unrelated  cause. 

It  is  our  policy  to  follow  patients  who 
have  had  perineal  prostatectomy  at  monthly 
intervals  in  our  office  until  healing  is  com- 
plete and  restoration  of  normal  function  and 
well  being  have  been  accomplished.  Our  ob- 
servation would  indicate  that  very  few  who 
have  survived  the  operation  fail  to  achieve 
a satisfactory  result.  Another  point  of  in- 
terest is  that  it  is  a rare  patient  indeed  who 
ever  needs  any  further  type  of  prostatic 
surgery,  such  as  transurethral  resection  on 
recurring  obstructive  tissue,  when  perineal 
prostatectomy  had  been  done  as  the  initial 
prostatic  procedure. 

Conclusions 

1.  From  the  blind,  traumatizing  evulsion 
of  a half  century  ago,  perineal  prostatectomy 
has  evolved  as  a procedure  of  precision. 


2.  Not  withstanding  the  ravages  of  age 
and  the  inexorable  law  of  the  averages  an 
exceedingly  low  mortality  rate  may  be  main- 
tained. A large  series  of  consecutive  pa- 
tients having  perineal  prostatectomy  is  pre- 
sented (3,110  patients).  The  hospital  mor- 
tality rate  was  2.1%  in  this  series.  Uncon- 
trollable (and  in  large  percentage  unrelated), 
vascular  “accidents”  were  responsible  for 
approximately  half  of  the  deaths. 

3.  Plastic  closure  and  the  newer  anti- 
biotics and  urinary  antiseptics  have  con- 
tributed largely  to  the  spectacular  shorten- 
ing of  postoperative  hospitalization. 

4.  Of  the  chief  causes  for  concern  ordi- 
narily associated  with  prostatic  surgery, 
hemorrhage,  sepsis,  fistula,  stricture,  in- 
continence and  vascular  “accidents”  none  but 
the  last  remains  more  than  a minor  prob- 
lem. 

5.  The  procedure  of  perineal  prostatec- 
tomy is  tolerated  by  patients  of  all  ages. 

6.  Simple  perineal  prostatectomy  is 
adaptable  to  the  removal  of  any  pathological 
change  in  the  prostate  including  adenomas 
of  all  sizes  and  shapes,  as  well  as  bladder 
stones,  median  bar,  contraction  of  the  vesi- 
cal neck,  and  prostatic  calculi.  In  addition, 
should  cancer  be  found,  frozen  section  may 
be  done  and  a total  perineal  prostatectomy 
performed,  allowing  for  possible  cure  with- 
out a secondary  sitting  for  radical  surgical 
removal  of  the  prostate. 

7.  Prostatic  surgery  need  not  be  dreaded, 
but  rather  welcomed  as  a means  of  relief. 
The  decision  comes  to  be  merely  a matter 
of  weighing  alternatives.  The  patient  with 
residual  urine  and  obstructive  symptoms 
needs  but  balance  the  minimum  risk  and 
discomfort  of  surgical  intervention  against 
the  increasing  risk  and  suffering,  and  the 
final  inevitable  consequence  of  continued 
neglect. 
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PRESIDENT’S  PAGE 

The  days  of  medical  nonparticipation  in 
national  and  state  politics  are  numbered. 
With  government  becoming  more  and  more 
involved  in  medical  problems,  it  becomes 
very  necessary  for  physicians  to  become 
more  and  more  involved  in  politics. 

The  day  of  the  physician  being  a healer 
of  ills  exclusively  is  past.  It  has  become 
necessary  for  him  to  act  as  a good  citizen 
helping  to  inculcate  into  those  governmental 
forces  the  proper  medical  concepts  which 
will  best  benefit  the  health  interests  of  our 
American  peoples.  Who  could  be  better 
informed  on  problems  of  a medical  nature? 
Certainly,  not  the  governmental  layman  who 
has  had  no  medical  training. 

In  order  to  accomplish  the  indoctrination 
of  these  lay  government  forces,  it  is  neces- 
sary to  have  a few  well  informed,  full-time 
people  to  serve  as  a liaison  between  the  medi- 
cal professions  and  the  government  — on 
both  the  national  and  local  levels.  We  must 
select  also,  those  candidates  for  political 
office  who  have  a sound  medical  point  of 
view,  and  we  must  assist  in  every  way  pos- 
sible to  secure  their  election.  This,  of  course, 
requires  not  only  an  interested  medical  pro- 
fession, but  the  funds  with  which  to  work. 
These  funds  can  only  be  obtained  through 
individual  membership  in  AMPAC  or  Ne- 
braska MEDPAC,  because  neither  the  Ne- 
braska State  Medical  Association  nor  the 
American  Medical  Association  are  permit- 
ted to  spend  one  cent  of  your  dues  on  politi- 
cal campaigns. 

Practically  all  of  the  Officers  of  the  Ne- 
braska State  Medical  Association  are  mem- 
bers of  MEDPAC  and  AMPAC.  Even 
though  we  have  no  vote  in  the  decisions  of 
either  politically  active  committee,  the 
groundwork  laid  by  the  PAC’s  political  as- 
sistance at  election  time  does  give  your  offi- 
cers a much  more  attentive  ear.  Even  more 
important,  we  are  called  upon  to  give  medi- 
cal advice  to  those  elected. 


Thus  — although  the  PACs  and  the 
N.S.M.A.  are  separate  and  distinct  organ- 
izations, we  do  have  many  common  interests. 

AMPAC  is  strictly  nonpartisan.  The  per- 
sons in  whom  the  PACs  are  interested  and 
support  for  office  are  men  who  have  sound 
medical  convictions  no  matter  what  their 
party  affiliations  may  be. 

As  you  all  know,  the  same  divorcement 
of  the  medical  associations  from  the  political 
action  committees  does  not  exist  between 
Labor  and  COPE.  COPE  is  under  the  di- 
rect control  of  leaders  who  are,  for  the 
most  part,  promoting  medical  programs 
which  we,  as  physicians,  feel  are  not  in  the 
best  interests  of  the  citizens  of  the  United 
States. 

That  these  leaders  have  a right  — even 
a duty  — to  fight  for  their  ideas  is  con- 
ceded. We  simply  believe  that  being  more 
knowledgeable  on  the  subject  of  medicine, 
we  are  better  qualified  to  advise.  We  must 
have  determined  PAC  movements  in  order 
to  promote  our  concepts.  Perhaps  we  are 
not  as  large  a group  nor  have  as  much  money 
at  our  disposal  as  does  Labor,  but  we  can 
produce  an  impact  if  each  of  us  puts  his 
shoulder  to  the  wheel. 

The  PAC  movements  need  membership 
badly,  because  our  organizations  have  need 
of  more  support.  Doctors,  join  now,  — and 
have  your  wives  join  also! 

In  the  interest  of  saving  money  (stamps 
and  stationery  are  expensive)  you  are  billed 
for  the  PAC  dues  on  the  same  billing  as  for 
your  A.M.A.,  N.S.M.A.,  and  your  County 
Society  dues.  You  are  under  no  obligation 
to  remit  the  PAC  dues  — however  much  we 
hope  that  you  will,  because  most  of  your 
State  Officers  believe  that  a concerted  ef- 
fort in  helping  to  formulate  medical  opinion 
in  government  is  of  the  utmost  importance 
to  all  of  us  — medical  and  lay  people  alike. 

J.  Whitney  Kelley,  M.D. 
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SPECIAL  ARTICLES 


Wash  ingtoNews 


1.  Medicare  and  Medicaid 

The  American  Medical  Association  has 
offered  to  cooperate  in  a Senate  investiga- 
tion of  large  medicare  and  medicaid  pay- 
ments to  physicians  and  other  health  prac- 
titioners. 

The  offer  followed  a Senate  speech  by 
Sen.  John  J.  Williams  (R.,  Del.),  in  which 
he  reported  that  the  staff  of  the  Senate  Fi- 
nance Committee  had  found  that  several 
thousand  doctors,  dentists  and  others  had 
received  $25,000  or  more  for  their  services 
under  the  two  government  programs  in  1968. 

In  a second  Senate  speech,  Williams  ex- 
pressed appreciation  for  the  AMA  offer  to 
cooperate. 

“This  is  the  type  of  cooperation  we  need, 
and  I appreciate  this  support  from  the 
American  Medical  Association,”  Williams 
told  the  Senate.  “I  sincerely  hope  that  we 
shall  have  similar  pledges  of  support  from 
representatives  of  the  other  groups  affected. 

“I  can  assure  each  of  these  groups  that 
our  study  will  not  result  in  a blanket  indict- 
ment against  any  segment  of  the  industry 
involved.  We  fully  recognize  that  the  over- 
whelming percentage  of  those  who  are  in 
any  way  connected  or  working  with  this  pro- 
gram are  trying  to  do  a good  job;  however, 
when  instances  of  exploitation  or  excessive 
charges  are  discovered  they  must  be  ex- 
posed and  properly  dealt  with.” 

Williams,  who  has  announced  he  will  not 
seek  reelection  next  year,  is  a member  of 
the  Senate  Finance  Committee  which  is 
making  an  extensive  study  of  the  operation 
of  medicaid  and  medicare. 

Williams  said  that,  although  a staff  re- 
port would  not  be  ready  until  later  this  sum- 
mer, the  committee’s  investigation  already 
had  shown: — 

“First,  in  1968  the  medicare  program  paid 
$25,000  or  more  to  each  of  at  least  5,000 
physicians. 

“Second,  thousands  of  health  practition- 
ers — doctors,  dentists,  optometrists,  and 


others  — were  each  paid  $25,000  or  more 
under  the  welfare  health  care  programs  in 
1968  ...  A surprising  note  is  the  large  num- 
ber of  dentists  appearing  on  the  lists  from 
welfare  agencies  . . . 

“Data  has  also  been  gathered  and  detailed 
tables  prepared  comparing  the  average  medi- 
care payments  for  the  most  common  surgical 
procedures  for  older  people  with  the  maxi- 
mum payments  allowed  under  the  most 
widely  held  Blue  Shield  contract  in  the 
same  geographical  area. 

“The  results  are  startling.  Medicare’s 
average  payments  run  as  much  as  two  to 
four  times  as  high  as  Blue  Shield  maximums. 
For  example,  in  two  areas  of  the  country 
medicare’s  average  payment  for  a cataract 
operation  is  more  than  four  times  as  much 
as  the  Blue  Shield  allowance.  These  are 
not  isolated  cases.  There  is  a pronounced 
pattern  of  inflated  payments  by  medicare. 

“The  report  to  the  committee  will  include 
pinpointing  the  causes  underlying  these 
extremely  generous  handouts  of  public 
funds. 

“Another  unusual  situation  has  occured 
in  Social  Security’s  pressing  carriers  to  pay 
for  so-called  supervisory  services  rendered 
by  a teaching  physician  even  though  the 
actual  care  is  provided  by  an  intern  or  resi- 
dent. Before  medicare  virtually  no  insurer 
paid  for  such  services  . . . 

“The  investigation  has  expanded  the 
evaluation  of  carrier  and  intermediary  per- 
formance to  determine  whether  the  Govern- 
ment is  getting  what  it  is  certainly  paying 
for  and  the  extent  to  which  intermediaries 
and  carriers  are  carrying  out  specific  func- 
tions assigned  to  them  by  the  medicare 
statute. 

“Thus  far  a wide  variance  and  level  of 
performance  has  been  observed  . . . 

“The  law  requires  intermediaries  and  car- 
riers to  exercise  effective  controls  on  utiliza- 
tion of  services  . . . 
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“Yet  some  carriers  and  intermediaries 
appear  virtually  to  ignore  performance  of 
this  vital  function  while  others  seem  to  be 
doing  a reasonably  effective  job.” 

Following  Williams’  first  speech,  the 
AMA  issued  a statement  saying  that  it 
shared  with  the  Senator  a concern  over  the 
rising  costs  of  medicare  and  medicaid.  The 
Association  offered  to  cooperate  with  the 
Senate  Finance  Committee  or  any  other 
congressional  committee  studying  the  prob- 
lem of  rising  health  care  costs.  The  AMA 
earlier  had  made  the  same  offer  to  Health, 
Education  and  Welfare  Secretaiy  Robert  H. 
Finch. 

The  AMA  statement  said: — 

“For  some  time  the  AMA  has  been  giving 
national  leadership  in  coordinating  the  ef- 
forts of  state  and  county  medical  societies  in 
the  establishment  and  effective  functioning 
of  local  review  and  utilization  committees 
checking  on  the  health  care  services  rendered 
under  the  medicare  and  medicaid  programs. 
Close  liaison  also  has  been  established  be- 
tween carriers  and  many  medical  societies 
in  reviewing  disbursements  under  the  gov- 
ernment programs. 

“All  investigations  so  far  have  indicated 
that  an  overwhelming  majority  of  physicians 
participating  in  medicare  and  medicaid  are 
charging  reasonable  fees.  The  charges  of 
only  about  two  per  cent  of  the  physicians 
receiving  payments  from  the  programs  have 
been  challenged.  Of  course,  the  AMA  fav- 
ors appropriate  action  in  any  of  the  cases 
where  physicians  are  found  to  receive  im- 
proper payments.  Last  June,  the  AMA 
Board  of  Trustees  urged  all  state  and  local 
medical  societies  ‘to  act  swiftly  and  firmly 
in  all  instances  of  known  exploitation,  and 
excessive  charges  for  health  care  that  may 
occur  in  their  jurisdiction.’  In  1967,  the 
AMA  said  ‘any  reports  of  abuses  by  physi- 
cians or  by  any  other  health  care  program 
should  be  thoroughly  and  promptly  investi- 
gated and  action  taken  where  indicated.’ 
Several  medical  societies  have  expelled 
members  where  it  has  been  proved  that  a 
physician’s  charges  were  excessive  or  he  in 
some  other  way  exploited  the  program. 

“The  AMA,  through  its  publications  and 
speeches  by  its  officials,  has  been  emphasiz- 


ing to  physicians  the  responsibility  they  have 
to  hold  down  the  health  care  costs  of  their 
patients  both  under  and  outside  government 
programs.  In  an  April  17  letter  to  Finch, 
Dr.  Wilbur  said  the  AMA  ‘is  eager  to  make 
available  to  your  office  the  composite  experi- 
ence and  judgment  of  the  nation’s  physicians, 
who  are  the  principal  providers  of  health 
care  to  all  the  people.’ 

“The  knowledge  and  judgment  of  the  na- 
tion’s physicians  — as  well  as  of  the  pre- 
payment plans,  health  insurance  industry, 
hospitals,  the  allied  health  professions,  the 
actuaries  and  others  — must  be  enlisted  in 
your  battle  against  the  health-care  portion 
of  the  inflation  problem,’  Dr.  Wilbur  said.” 


2.  Hill-Burton 

The  House  passed  and  sent  to  the  Senate 
a three-year  $937  million  extension  of  the 
Hill-Burton  Act  under  which  the  federal  gov- 
ernment has  helped  finance  construction  of 
hospitals  and  nursing  homes  with  425,000 
beds. 

Members  approved  the  measure  on  a 351 
to  0 roll  call  after  turning  down  a series  of 
amendments  designed  to  channel  the  match- 
ing hospital  grants  more  into  big  cities  than 
urban  areas  and  into  modernization  rather 
than  new  hospital  construction. 

In  addition  to  extending  existing  aid,  the 
bill  provides  new  loan  guarantees,  as  request- 
ed by  the  Nixon  Administration,  and  inter- 
est subsidies,  which  the  Administration  op- 
posed. 

The  bill  as  passed  authorizes  appropria- 
tions (over  three  years)  up  to  $405  mil- 
lion for  hospital  construction;  $165  million 
for  modernization ; and  $300  million  in  guar- 
anteed loans,  toward  which  the  government 
would  contribute  up  to  $37  million  in  three 
per  cent  interest  subsidies.  In  addition, 
grants  up  to  $30  million  could  be  made  for 
emergency  room  modernization. 


3.  Medical  education 

The  American  Medical  Association  urged 
that  Congress  approve  full  appropriations 
for  medical  education  programs. 
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Dr.  C.  H.  William  Ruhe,  director  of  the 
AMA’s  Division  of  Medical  Education,  testi- 
fied before  a House  appropriations  subcom- 
mittee that  the  nation’s  urgent  need  for  more 
physicians  could  “only  be  met  effectively  by 
a major  increase  in  the  capacity  of  American 
medical  schools  to  educate  more  physicians.” 

“It  is  therefore  appropriate  to  emphasize 
again  that  full  funding  in  the  amounts  au- 
thorized by  the  Health  Manpower  Act  of 
1968  is  necessary  to  permit  the  construction 
of  new  and  expanded  facilities  before  major 
enrollment  increases  will  be  feasible,”  Dr. 
Ruhe  said. 

In  a letter  to  the  House  Public  Health  and 
Welfare  Subcommittee,  the  AMA  also  sup- 
ported extension  of  the  Medical  Library  As- 
sistance Act.  Dr.  Ernest  B.  Howard,  AMA 
executive  vice-president,  said  that  “we  can- 
not exaggerate  the  importance  to  the  health 
professions  and  the  public  they  serve”  of 
the  many  beneficial  services  supported 
through  the  programs. 

4.  Pollution 

President  Nixon  created  the  cabinet-level 
Environmental  Quality  Council  to  begin  a 
major  attack  on  pollution  of  the  environment. 
He  also  named  a companion  15-member  Citi- 
zens’ Advisory  Committee  on  the  recom- 
mendations of  Lee  A.  Dubridge,  PhD,  his 
chief  science  adviser. 

The  President  said  the  council,  serving  as 
an  advisory  board  on  a par  with  the  Na- 
tional Security  Council  and  the  Urban  Af- 
fairs Council,  “will  provide  the  focal  point 
for  this  Administration’s  efforts  to  protect 
all  of  our  natural  resources.” 

Dubridge  said  “the  problem  is  how  we  can 
make  maximum  use  of  our  environment  . . . 
without  despoiling  it.”  He  said  the  council 
would  move  promptly  on  the  problems  of 
disposal  of  waste  products  — a key  factor 
in  deterioration  of  the  environment. 

The  President  will  head  the  council,  which 
also  will  include  the  Vice-President  and  the 
Secretaries  of  Agriculture,  Commerce, 
Health,  Education  and  Welfare,  Housing  and 
Urban  Development;  Interior  and  Transpor- 
tation. 


Laurence  S.  Rockfeller,  one  of  the  na- 
tion’s leading  conservationists  and  a key 
figure  in  Lady  Bird  Johnson’s  National  Beau- 
tification Campaign,  will  be  chairman  of  the 
Citizens’  Advisory  Committee. 


Clinical  Diagnosis  of  Acute  IMassive  Pulmon- 
ary Embolism  — G.  C.  Sutton  (Dept  of 
Cardiology,  Brompton  Hosp,  London),  M. 
Honey,  and  R.  V.  Gibson.  Lancet  1:271- 
273  (Feb  8)  1969. 

The  clinical  findings  in  35  patients  with 
acute  massive  pulmonary  embolism  were 
related  to  the  known  hemodynamic  disturb- 
ance. Presenting  symptoms  included  col- 
lapse, dyspnea,  circulatory  arrest,  and  cen- 
tral chest  pain.  The  principal  abnormal  find- 
ings were  central  cyanosis,  sinus  tachy- 
cardia, hypotension,  elevated  central  venous 
pressure,  and  gallop  rhythm.  The  electro- 
cardiogram usually  showed  evidence  of 
acute  right  ventricular  strain.  Chest  x-ray 
was  frequently  helpful.  Clinical  diagnosis 
was  usually  straightforward,  but  assess- 
ment of  the  degree  of  obstruction  in  the  pul- 
monary vascular  bed  could  be  difficult. 


Myocardiopathy  of  Beer  Drinkers  — J.  F. 

Sullivan  et  al  (5212  Webster  St.  Omaha). 

Ann  Intern  Med  70:277-282  (Feb)  1969. 

The  clinical  course  of  34  patients  hospita- 
lized with  myocardiopathy  related  to  exces- 
sive consumption  of  beer  containing  cobalt  is 
described.  These  patients  are  the  survivors 
of  a group  of  60  with  this  type  of  disease ; 20 
of  the  34  patients  appear  to  have  regained 
normal  cardiac  status  and  they  have  good 
exercise  tolerance,  normal-size  heart,  and 
minimal  electrocardiographic  abnonnalities. 
Six  of  the  34  have  had  recurrent  or  chronic 
cardiac  failure,  four  appear  to  have  neuro- 
logic and  mental  deterioration,  and  two  of 
the  34  died  suddenly  at  their  homes ; autopsy 
was  not  performed.  In  its  clinical  course, 
this  type  of  myocardiopathy  seems  to  be  dis- 
tinct from  the  usual  type  that  is  associated 
with  alcohol. 
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Program  for  Laboratory  Assistants 


The  American  Medical  Association’s  Coun- 
cil on  Medical  Education  has  established,  in 
cooperation  with  the  American  Society  of 
Clinical  Pathologists,  and  approval  program 
for  certified  laboratory  assistants. 

It  is  the  ninth  health  occupation  for  which 
the  AMA  now  maintains  approval  programs 
to  assure  that  training  standards  acceptable 
to  the  medical  profession  are  being  met. 

Before  the  AMA  established  the  approval 
program  last  December,  schools  for  certified 
laboratory  assistants  were  approved  only  by 
the  American  Society  for  Clinical  Patholo- 
gists. 

The  original  certification  program,  aimed 
at  providing  standardized  training  and  na- 
tional certification  under  medical  auspices, 
was  initiated  in  1963  by  the  ASCP  and  the 
American  Society  of  Medical  Technologists. 

Upon  completing  an  accredited  12-month 
course  of  hospital  or  laboratoiy  school  train- 


ing and  passing  an  examination,  graduates 
are  designated  as  certified  laboratory  assist- 
ants. To  meet  the  increased  demands  for 
laboratory  service,  it  is  estimated  that  100,- 
000  certified  laboratory  assistants  will  be 
needed  by  1975. 

The  current  list  of  AMA-approved  schools 
for  laboratory  assistants,  as  well  as  lists  of 
other  AMA-approved  or  accredited  schools  — 
cytotechnology,  inhalation  therapy  techni- 
cian, medical  record  librarian,  medical  rec- 
ord technician,  medical  technology,  occupa- 
tional therapy,  physical  therapy  and  x-ray 
technology  — may  be  obtained  by  writing 
the  AMA’s  Department  of  Allied  Medical 
Professions  and  Services. 

A six-page  pamphlet,  “A  Career  for  You 
as  a Certified  Laboratory  Assistant,”  may 
be  obtained  by  writing  the  Secretary,  Board 
of  Certified  Laboratory  Assistants,  445  N. 
Lake  Shore  Drive,  Chicago,  Illinois  60611. 


The  Woman  Driver 


Perhaps  the  oldest  joke  in  20th-century 
America  is  the  woman  driver  put-on,  ac- 
cording to  The  Travelers  Insurance  Com- 
panies annual  booklet  on  highway  accident 
statistics. 

Of  the  68,000  drivers  involved  in  fatal  ac- 
cidents in  1968,  only  10,000  were  women. 

However,  a Travelers  spokesman  notes 
that  “the  big  gun  in  this  battle  of  the  sexes 
is  the  canard  that  women  are  emotionally 
incapable  of  handling  a car  in  an  emergency. 
Or  that  an  ignorance  of  anything  mechanical 
makes  it  impossible  for  them  to  understand 
how  to  drive  safely. 

“Some  women  do  get  rattled  easily,”  the 
spokesman  concedes.  “Some  women  are  be- 
wildered by  nuts  and  bolts.  And  precisely 


the  same  can  be  said  for  some  men,”  he 
added. 

Statistics  in  the  booklet  prove  many  rea- 
sons why  cars  crash : speed  too  fast  for  con- 
ditions; driving  on  the  wrong  side  of  the 
road;  did  not  have  the  right  of  way;  cut- 
ting into  a line  of  traffic;  passing  on  curve 
or  hill;  passing  on  wrong  side;  failure  to 
signal  and  improper  signaling ; reckless  driv- 
ing and  others.  Sex  of  the  driver  is  not  a 
proven  reason. 

“The  fact  is,”  the  spokesman  said,  “there 
are  many  more  male  drivers  who  drive  many 
more  miles  than  the  average  female.  Until 
we  have  figures  indicating  the  number  of 
miles  driven  by  male  vs.  female,  the  woman- 
driver  joke  will  remain  no  more  than  a put- 
on.” 
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Auxiliary  and  the  Young 


Pre-teens  and  teenagers  accompanying 
their  parents  to  New  York  City  for  the 
American  Medical  Association  annual  con- 
vention July  13-17,  will  find  a program  of 
exciting  activities  waiting  just  for  them. 

As  in  past  years,  the  Woman’s  Auxiliary 
to  the  American  Medical  Association,  will 
offer  supervised  tours  especially  designed  for 
young  people.  Separate  day  and  evening 
programs  are  planned  for  pre-teens  (ages  6 
through  12),  and  teenagers. 

Reservations  for  the  programs  must  be 
made  in  advance  with  Seena  Hamilton,  Gul- 
liver’s Trails,  25  Central  Park  West,  New 
York,  N.Y.  10023.  The  name  and  home  ad- 
dress of  the  parent,  name  and  age  of  each 
child,  and  a check  for  the  total  amount  must 
accompany  each  reservation. 

Daytime  activities  include : 

Monday,  July  14 
9:30  a.m.  - 4:30  p.m. 

(Pre-teens)  Little  Old  Neiv  York,  including 
a boat  trip  to  the  Statue  of  Liberty,  tour 
of  the  United  Nations  and  lunch  in  China- 
town. (Lunch  included)  — $10.50 

(Teens)  Midtown  Highlights,  including  tours 
of  NBC  studios,  Lincoln  Center,  New  York 
Philharmonic,  and  New  York  Police  Acad- 
emy. (Lunch  included)  — $10.50 

Tuesday,  July  15 
9:30  a.m.  - 4:30  p.m. 

(Pre-teens)  Midtown  Highlights  tour.  Same 
as  above.  (Lunch  included)  — $10.50 

(Teens)  Little  Old  Netv  York  tour,  similar 
to  the  pre-teens  tour  with  the  exception 
of  Chinatown.  (Lunch  included)  — $10.50 

Wednesday,  July  16 
9:30  a.m.  - 4:30  p.m. 

(Pre-teens)  From  the  Past  Into  Space.  Vis- 
its to  the  Museum  of  the  City  of  New 
York,  the  Allied  Chemical  Tower,  the  Em- 
pire State  Building  and  lunch  at  Central 
Park  Zoo.  (Lunch  included)  — $10.50 

(Teens)  Shoiv  Business  and  Science.  Guest 
at  N.Y.,  TV  show,  or  tour  including  back 
stage  visit  of  Broadway  theatre.  Allied 


Chemical  Tower  and  Empire  State  Build- 
ing. (Lunch  included)  — $10.50 

Thursday,  July  17 
9:30  a.m.  - 4:30  p.m. 

Art  and  Amusement.  Visit  to  either  the 
Museum  of  National  History  or  Metro- 
politan Museum  of  Arts,  and  Palisades 
Amusement  Park.  $10.50 

Evening  programs  include : 

Monday,  July  14 
6:45  p.m.  - 1:00  a.m. 

(Teens)  Night  on  the  Toxvn.  Dinner  in 
Chinatown  and  visit  to  two  teen  clubs  in 
Greenwich  Village.  $13.50 

Wednesday,  July  16 
6:00  p.m.  - 10:45  p.m. 

(Pre-teens)  Dinner  and  Radio  City  Music 
Hall.  Dinner,  followed  by  stage  show  and 
movie  at  Radio  City  Music  Hall.  $11.50 

Teen  headquarters  will  be  the  Regency 
Suite  (4th  floor),  Waldorf-Astoria  Hotel. 
Registration  opens  at  11 :00  a.m.,  Sunday, 
July  13.  Mrs.  Albert  Patrick  and  Mrs.  Jo- 
seph F.  Shanaphy,  both  of  Staten  Island, 
N.Y.,  are  chairmen  of  the  teenage  program 
committee. 


Long-Term  Assessment  of  Language  Func- 
tion in  Aphasia  Due  to  Stroke  — E.  Sands 
(Institute  of  Rehabilitation  Medicine,  New 
York),  M.  T.  Sarno,  and  D.  Shankweiler. 
Arch  Phys  Med  50:202-206  (April)  1969. 

Thirty  patients  with  aphasia  due  to  cere- 
brovascular accidents,  median  age  of  56.6 
years,  who  had  received  speech  therapy  were 
followed  from  4 to  12  months  after  termina- 
tion of  therapy.  Significant  improvement 
in  language  function  often  occurs  after  the 
first  year  following  a stroke.  Patients  less 
than  50  years  of  age  have  a better  prog- 
nosis for  language  recovery  than  patients 
over  60.  Control  groups  are  needed  to  evalu- 
ate the  effectiveness  of  speech  therapy  in 
aphasia. 
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Tumor  virus  research  center 

The  award  of  a grant  to  Dr.  James  D. 
Watson,  Nobel  Laureate  and  pioneer  in  mole- 
cular biology,  to  establish  a tumor  virus  re- 
search center  on  Long  Island,  New  York, 
has  been  announced  by  the  National  Cancer 
Institute,  National  Institutes  of  Health.  The 
Center,  to  be  located  at  the  Cold  Spring  Har- 
bor Laboratory  of  Quantitative  Biology,  will 
specifically  conduct  genetic  and  biochemical 
studies  of  the  tumor  viruses  SV-40  and 
polyoma. 

Dr.  Watson  shared  the  1962  Nobel  Prize 
in  Medicine  and  Physiology  with  Drs.  Fran- 
cis Crick  and  Maurice  Wilkins  for  elucidat- 
ing the  structure  of  the  nucleic  acid  mole- 
cule, DNA.  The  SV-40  and  polyoma  viruses 
are  small  DNA  viruses  capable  of  causing 
tumors  in  animals  and  changes  in  the  ap- 
pearance of  tumor  cells  in  laboratory  cul- 
ture. It  is  considered  feasible,  through 
genetic  analysis,  to  find  out  what  each  of 
the  viruses  does,  and  thereby  to  discover  the 
cause  of  malignancy. 

Dr.  Watson  and  associates  will  conduct 
several  other  lines  of  investigation  in  con- 
nection with  their  principal  avenue  of  re- 
search. These  will  include  various  aspects 
of  the  synthesis  of  viral  specific  DNA,  RNA, 
and  protein,  the  role  of  temperature  in  DNA 
synthesis,  and  the  nature  of  the  integration 
of  viral  DNA  into  the  host  chromosome. 

The  Cold  Spring  Harbor  Laboratory  has 
been  associated  with  many  significant  con- 
tributions to  genetics  and  molecular  biology, 
and  the  Federal  research  grant  will  initiate  a 
new  full-scale  research  effort  of  the  first 
rank  at  the  institution.  The  first  year  of 
Dr.  Watson’s  five-year  grant  is  funded  at 
$519,713  from  May  1. 

HOPE  returns  to  Africa 

The  S.  S.  HOPE  will  sail  for  Tunisia  late 
in  August  for  a ten-month  stay,  marking 
her  first  return  to  the  African  continent 
since  the  hospital  ship’s  voyage  to  Guinea  in 
1964. 


The  announcement  was  made  jointly  by 
Project  HOPE  founder  and  President,  Dr. 
William  B.  Walsh,  and  the  Tunisian  Ambas- 
sador to  the  United  States,  Rachid  Driss. 
The  selection  of  Tunisia  as  the  next  port 
of  call  for  the  S.  S.  HOPE  was  made,  ac- 
cording to  Dr.  Walsh,  on  the  basis  of  ad- 
vance medical  survey  team  reports  and  the 
“warm  invitation’’  of  the  Tunisian  govern- 
ment. 


Pharmacists’  new  president 

Robert  Augustine,  Omaha,  was  installed 
president  of  the  Nebraska  Society  of  Hos- 
pital Pharmacists  at  the  group’s  annual  in- 
augui-ation  dinner  Saturday,  May  17,  1969, 
at  the  Blackstone  Hotel. 


Child  health  care 

Training  more  child  health  care  physicians 
and  developing  new  types  of  child  health 
care  assistants  were  identified  as  two  im- 
mediate and  necessary  solutions  to  averting 
a growing  child  health  crisis  in  this  country. 

William  B.  Weil,  Jr.,  M.D.,  F.A.A.P., 
testifying  before  the  Labor-Health,  Educa- 
tion and  Welfare  Subcommittee  of  the  Com- 
mittee on  Appropriations,  House  of  Repre- 
sentatives, called  for  support  under  the  Child 
Health  Act  of  1968,  and  the  Health  Man- 
power Act  of  1968,  for  health  institutions 
and  pediatric  departments  “willing  and  ca- 
pable of  developing  new  training  programs” 
which  would  result  in  necessary  increases  in 
pediatric  manpower. 

Dr.  Weil,  who  testified  on  behalf  of  the 
Joint  Council  of  National  Pediatric  Societies, 
also  urged  major  financial  support  for  other 
pediatric  departments  “to  make  it  possible 
for  them  to  begin  to  plan  and  carry  out  pro- 
grams for  the  training  of  child  health  physi- 
cians and  new  health  professionals.” 

Dr.  Weil,  professor  and  chairman.  De- 
partment of  Human  Development,  Michi- 
gan State  University,  emphasized  that  pro- 
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grams  for  physician  training  should  be  sup- 
ported at  the  graduate  and  undergraduate 
levels. 

He  also  called  for  developing  training  pro- 
grams for  paramedical  personnel  or  child 
health  care  assistants  with  several  differ- 
ent levels  of  skill  such  as  high  school  gradu- 
ates with  additional  specialized  training; 
junior  college,  or  community  college  gradu- 
ates, and  similarly-educated  students  with 
additional  training  or  experience. 

Dr.  Weil  suggested  that  opportunities 
should  be  provided  so  that  new  types  of 
paramedical  personnel  can  move  up  the  lad- 
der of  training  toward  a variety  of  health 
professional  levels. 

From  the  Editor 

Speakers  program 

The  American  Medical  Association’s 
Speakers  Progi-am  has  been  awarded  a 
Golden  Trumpet  Award  in  competition  spon- 
sored by  the  Publicity  Club  of  Chicago.  The 
award  cites  the  Speakers  Program  as  the 
best  public  relations  special  program  con- 
ducted by  a nonprofit  organization  during 
the  past  year. 

Since  the  Speakers  Program  was  initiated 
in  March  1967,  1,500  physicians  have  been 
trained  as  public  speakers  in  38  seminars 
conducted  around  the  country  by  AMA  staff. 
The  program  also  includes  placement  of 
physician  speakers  who  are  experts  in  vari- 
ous health  and  medical  subjects. 

Hospitals  and  alcohol 

The  American  Hospital  Association  has 
been  awarded  a grant  of  $87,235  by  the  Na- 
tional Institute  of  Mental  Health  to  finance 
the  first  year  of  a two-year  educational  proj- 
ect aimed  at  improving  the  hospital  care  of 
alcoholic  patients. 

Edwin  L.  Crosby,  M.D.,  executive  vice 
president  and  director  of  AHA,  said  a series 
of  three  invitational  conferences  will  be 
scheduled  in  different  areas  of  the  country 
in  the  first  year  of  the  project. 


“These  individuals  would  serve  as  true 
‘multipliers,’  working  under  the  supervision 
of  a physician,  and  performing  many  of  the 
child  health  care  tasks  currently  being  car- 
ried out  by  physicians,”  he  said. 


ACCP  appoints 

Alfred  Suffer,  M.D.,  Professor  of  Medi- 
cine, Chicago  Medical  School-University  of 
Health  Sciences,  will  assume  the  position  of 
Executive  Director  of  the  American  College 
of  Chest  Physicians  on  July  15,  1969.  Dr. 
Softer  will  succeed  Mr.  Murray  Kornfeld, 
Executive  Director  since  the  founding  of 
the  College  in  1935. 


Dr.  Crosby  pointed  out  that  hospitals  can 
expect  to  become  more  involved  in  the  prob- 
lems of  alcoholism,  in  light  of  the  general 
agreement  of  the  medical  profession  that 
alcoholism  is  an  illness.  In  addition,  an 
increasing  number  of  states  are  enacting 
statutes  requiring  that  alcoholics  be  treated 
as  persons  with  an  illness,  and  not  punished 
as  law  violators. 


Easter  seal 

The  effects  of  oxygen  deprivation  on  the 
infant  before  birth,  the  responses  of  brain- 
damaged children  to  teachers’  techniques, 
and  new  methods  for  treating  hydrocephalus 
are  three  of  eight  new  grants  made  by  the 
Easter  Seal  Research  Foundation  at  its  May 
meeting. 

The  Fot^ndation  also  made  funds  available 
for  research  into  the  biochemical  changes 
that  take  place  during  various  kinds  of  exer- 
cise as  a basis  for  new  designs  for  braces 
for  handicapped  persons.  The  locomotive 
patterns  of  the  hemiplegic,  integrated  camp- 
ing for  handicapped  children  with  able-bodied 
children,  new  screening  techniques  to  dis- 
cover heart  defects,  and  a study  of  profes- 
sional and  client  viewpoints  on  rehabilitation 
problems  also  received  grants. 
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Renewal  grants  made  at  the  same  time 
will  permit  further  work  on  projects  deal- 
ing with  the  sucking  behavior  of  infants  as 
a diagnostic  indicator  of  central  nervous 
system  dysfunction  and  with  other  studies 
specifically  concerned  with  bone  as  related 
to  dwarfism,  osteoporosis,  rickets,  and  ar- 
thritis. 


Pediatricians  to  meet 

New  considerations  in  the  diagnosis  and 
management  of  neonatal  jaundice,  key  issues 
in  infant  mortality,  multiphasic  screening 
for  pyediatric  patients,  and  current  develop- 
ments in  objective  means  of  diagnosis  and 
therapy  in  allergic  disorders,  will  be  dis- 
cussed during  the  38th  annual  meeting  of 
the  American  Academy  of  Pediatrics  in  Chi- 
cago, October  18  to  23,  1969. 

More  than  4,500  persons  including  pedia- 
tricians, their  families  and  guests  are  ex- 
pected to  attend  the  meeting  in  the  Palmer 
House  Hotel. 

Additional  timely  scientific  subjects  will 
be  presented  during  meetings  of  the  Sec- 
tions on  Allergy,  Anesthesiology^  Cardiology, 
Child  Development,  Diseases  of  the  Chest, 
Military  Pediatrics,  Pediatric  Pharaiacology, 
Public  Health  Pediatrics,  and  Surgery. 

Write  to:  American  Academy  of  Pedi- 
atrics, Department  of  Public  Information, 
1801  Hinman  Avenue,  Evanston,  Illinois 
60204. 


Safety  film  of  the  year 

“Before  the  Emergency,”  a 28-minute 
documentary  produced  by  Employers  Insur- 
ance of  Wausa,  has  been  selected  “Safety 
Film  of  the  Year”  by  the  National  Commit- 
te  on  Films  for  Safety  in  Washington,  D.C. 

“Plane  Sense,”  sponsored  by  the  Federal 
Aviation  Administration,  was  awarded  sec- 
ond place,  and  “The  Color  of  Danger,”  spon- 
sored by  Towmotor  Corporation,  placed 
third. 

Written  by  P.  F.  Carspecken  of  Employers 
Insurance  and  produced  for  the  company  by 
Robert  Geisel  Studios  of  Wausa,  Wis.,  “Be- 


fore the  Emergency”  tells  the  story  of  in- 
adequate and  injurious  care  and  treatment 
of  accident  victims  due  to  the  unprepared- 
ness of  most  American  communities.  Lack 
of  proper  equipment  in  ambulances,  lack  of 
thorough  education  and  training  for  crews, 
and  lack  of  radio  communication  between 
ambulances  and  hospitals  are  cited  as  prin- 
cipal reasons  for  the  unnecessary  death  of 
an  estimated  20,000  accident  victims  each 
year  and  the  permanent  disability  of  ap- 
proximately 25,000  more.  Most  startling 
of  the  information  revealed  is  the  fact  that 
only  six  of  the  50  states  have  subscribed  to 
the  minimum  ambulance  equipment  regu- 
lations of  the  American  College  of  Surgeons 
(which  has  endorsed  “Before  the  Emer- 
gency”), only  13  states  regulate  ambulance 
operations,  and  just  18  states  regulate  per- 
sonnel. Further,  only  one  fourth  of  all  am- 
bulance attendants  in  the  U.  S.  have  received 
any  education  in  first  aid.  In  many  states 
a beautician  is  required  by  law  to  have  ac- 
ceptably completed  more  hours  of  training 
than  those  who  attend  to  the  injured  vic- 
tims of  accidents. 

“Before  the  Emergency”  also  details  a 
program  of  recommended  community  action 
such  as  that  adopted  in  Wisconsin  by  the 
resort  city  of  Minocqua  under  the  guidance 
of  Dr.  J.  D.  Farrington,  who  appears  in  the 
film. 

The  National  Committee  on  Films  for 
Safety  was  formed  in  1937  to  encourage  pro- 
duction and  improve  the  quality  of  safety 
films.  Annual  awards  are  given  based  on 
excellence,  technical  accuracy,  and  the  de- 
gree to  which  entries  accomplish  stated  ob- 
jectives for  stated  audiences.  The  interna- 
tional competition  just  completed  was  judged 
by  24  prominent  safety  executives  who  evalu- 
ated 94  films  from  the  United  States  and 
several  other  countries. 


Weather  satellites,  launched  by  the  Nation- 
al Aeronautics  and  Space  Administration 
and  operated  by  the  Environmental  Science 
Service  Administration,  have  detected  and 
tracked  every  tropical  storm  since  1966. 
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While  Making  Rounds 


1.  The  Doctor’s  Dictionary. 

a.  SDS 

b.  V 

c.  CW 

d.  GSW 

e.  PND 

(Answers  on  page  488). 

2.  Quote  Unquote. 

“There  is  no  grievance  that  is  a fit  ob- 
ject of  redress  by  mob  rule.” 

— Lincoln 

“Anoxia  not  only  stops  the  machine  but 
wrecks  the  machinery.” 

— Haldane 

“The  proper  study  of  mankind  is  man.” 

— Pope 

“The  proper  study  of  mankind  is  books.” 

— Huxley 

“Extreme  remedies  are  very  appropriate 
for  extreme  diseases.” 

— Hippocrates 

3.  Words  We  Can  Do  Without. 

Infrastructure 

Relevant 

Esoteric 

Artifact 

Stationarity 

4.  Our  Own  Monthly  Statistical  Report. 

123,000  men  under  65  die  of  coronary 
disease  each  year. 

5.  Anniversary  Time. 

July  1,  1966. 

Medicare  went  into  effect. 

6.  Strange  Disease  Of  The  Month. 
“Beer-drinker’s  finger.” 

7.  How  Interesting. 

Murphy’s  Law : if  anything  can  go 
wrong,  it  will. 


8.  Who? 

Who  first  described  frozen  section 
biopsy  ? 

Ruge,  in  1878. 

9.  Why  Do  We? 

Why  do  we  still  say  EKG  for  Electro- 
CardioGram  ? 

10.  Lines  To  Practice  By. 

“I  love  doctors  and  hate  their  medicine.” 

— Whitman 

11.  Why  Does  Medicine  Cost  So  Much? 

An  increase  of  21/2  to  5%  in  apartment 
rents  is  expected  this  year. 

12.  New  Specialties: 

Suicidology 

Edalogy 

Neonatology 

Fetology 

Apoplectology 

Thanatology 

13.  Q & A. 

Q:  “How  did  you  hurt  yourself?” 

A:  “Making  a safety  sign.” 

— F.C. 


Effect  of  Coffee  Ingestion  on  Catecholamine 
Release  — S.  Bellet  et  al  (Philadelphia 
General  Hosp,  Philadelphia).  Metabolism 
18:288-291  (April)  1969. 

Urinary  catecholamine  excretion  was 
studied  in  18  young  male  subjects  during 
a control  period  and  following  the  ingestion 
of  coffee.  Ingestion  of  coffee  in  moderate 
amounts  resulted  in  a significant  increase  in 
the  urinary  catecholamine  excretion.  The 
possible  effects  of  such  long-term  catechola- 
mine stimulation  are  discussed,  especially 
with  reference  to  their  effect  on  blood  lipids. 
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Our  Presidents 


L.  J.  GRIDLEY,  M.D. 

President 

Nebraska  Academy  of  Ophthalmology  and  Otolaryngology 
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FEATURES 


Doctors  Make  News 


Doctor  John  Kantor  has  become  associated 
with  Doctor  Walter  E.  Goehring  in  Blair. 

Doctor  William  T.  GHffin,  Lincoln  was 
recently  elected  Board  Chairman  of  the  Lan- 
caster County  Cancer  Society. 

Doctor  Leslie  I.  Grace,  Blair,  has  been 
re-elected  to  active  membership  in  the  Amer- 
ican Academy  of  General  Practice. 

Doctor  L.  A.  Hrnicek,  Bayard,  recently 
attended  a Cardiopulmonary  Course  in  San 
Francisco. 

Doctor  Douglas  Campbell,  Scottsbluff,  was 
recently  elected  President  of  the  Nebraska 
Heart  Association.  Doctor  Paid  Mooring, 
Omaha,  was  named  President-Elect. 


Doctor  Donald  Matthews,  Lincoln,  termin- 
ated his  private  practice  on  June  30th  to 
head  Lincoln  General  Hospital’s  24-hour 
Emergency  Service  Department. 

Doctors  Robert  K.  Jones  and  Robert  G. 
Osboi-ne,  Lincoln,  have  been  awarded  honor- 
ary fellowships  by  the  American  Psychiatric 
Association. 

Doctor  Cecil  L.  Wittson,  Omaha,  has  been 
named  to  the  National  Advisory  Council  on 
Medical,  Dental,  Optometric,  and  Podiatric 
Education. 

Doctors  John  Murphy  and  Donald  Larson, 
Aurora,  have  announced  that  Doctor  Ken- 
neth R.  Treptotv  of  Central  City  will  become 
associated  with  the  Aurora  Medical  Clinic 
on  August  15th. 


Down  Memory  Lane 


1.  Radical  changes  are  due  to  occur  with 
things  medical  in  America. 

2.  One  very  important  effect  of  heat  in 
surgery  is  the  attenuation  of  all  kinds  of 
bacteria  and  viruses  by  heat  higher  than 
blood  temperature. 

3.  When  roentgenograms  are  correct, 
stone  in  the  kidney  of  any  size,  should  be 
seen  at  a glance,  and  its  position  accurate- 
ly estimated,  whether  in  the  pelvis  or  kid- 
ney proper. 

4.  Lip-reading  strengthens  the  morale, 
and  the  earlier  it  is  mastered  the  less  diffi- 
culty is  experienced  in  bringing  about  the 
readjustment  essential  to  the  well-being  of 
all  whose  hearing  becomes  impaired  in  adult 
life. 

5.  The  deleterious  effects  from  lowering 
of  our  standard  prevailed  as  a merited  re- 
buke to  our  intelligence  until  the  federated 
work  of  our  County,  State  and  National 
Medical  Association,  initiated  and  conducted 
an  educational  propaganda  that  in  fifteen 
years  has  eliminated  the  majority  of  the 


unfit  medical  colleges,  by  raising  the  stand- 
ard for  obtaining  a license  to  practice  the 
healing  art. 

6.  I want  to  mention  an  operation  which 
I did  on  a patient  who  was  suffering  with  an 
enlarged  prostate,  together  with  its  usual 
complications.  No  anesthetic  was  given,  and 
no  knife  was  used.  I simply  used  the  x-ray. 

7.  Accompanying  the  withdrawal  of  al- 
coholic beverages  there  has  been  a consider- 
able increase  in  the  number  of  users  of  nar- 
cotic drugs. 

8.  The  fact  that  the  reporting  of  births  in 
this  State  is  so  lax  is  deplorable. 

9.  Yale  University  will  hereafter  require 
courses  in  American  history  and  government 
of  all  undergraduate  students  who  do  not 
display  convincing  knowledge  of  these  sub- 
jects. 

10.  Any  M.D.  can  perform  in  any  spe- 
cialty if  he  has  the  ability  or  the  audacity 
and  can  convince  the  patient. 

Nebraska  State  Medical  Journal 
July,  1919 
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Our  Medical  Schools 


U of  N graduates 

As  we  go  to  press  the  University  of  Ne- 
braska College  of  Medicine  plans  to  confer 
degrees  on  181  candidates  for  graduation 
in  commencement  exercises  at  the  Music 
Hall  in  the  Civic  Auditorium. 

Candidates  include  80  for  doctor  of  medi- 
cine degrees,  32  for  bachelor  of  science  in 
nursing  degrees,  42  for  bachelor  of  science 
in  medical  technology  degrees  and  27  for 
bachelor  of  science  in  medicine  degrees. 

Fourty-four  of  the  graduates  are  from 
Omaha,  while  21  are  from  Lincoln,  13  are 
from  outside  Nebraska  borders,  and  the  re- 
maining 103  are  from  outstate  Nebraska. 

Two  women  are  to  receive  doctor  of  medi- 
cine degrees. 

While  no  honorary  degrees  are  to  be  pre- 
sented this  year,  nine  of  the  graduates  have 
been  singled  out  for  academic  distinction. 

Family  medical  practice  club 

Seventy-five  freshmen,  sophomores  and 
juniors  at  the  University  of  Nebraska  Col- 
lege of  Medicine  have  signed  up  for  mem- 
bership in  a Family  Medical  Practice  Club 
and  more  registrants  are  expected  in  the 
next  10  days. 

Dr.  Carl  Potthoff,  a professor  of  preven- 
tive medicine  who  is  getting  the  club  started, 
said  he  expects  more  junior  class  members 
to  enroll. 

The  organization  of  the  club  has  been 
endorsed  by  the  Nebraska  State  Medical  As- 
sociation, the  Nebraska  chapter  of  the 
American  Academy  of  General  Practice,  the 
Student  American  Medical  Association  and 
the  college  administration. 

One  of  the  goals  of  the  club  will  be  to 
interest  general  practice  physicians  across 
Nebraska  in  inviting  medical  students  to 
their  locales  to  give  the  students  a first- 
hand glimpse  of  family  practice  in  action. 

Plans  have  already  been  formulated  to 
establish  a family  practice  division  at  the 


Medical  Center.  Residencies  will  also  be 
established  in  this  area.  A family  prac- 
tice clinic  will  begin  operations  this  sum- 
mer in  the  new  University  Hospital. 


Degrees  from  U of  N 

The  University  of  Nebraska  conferred  de- 
grees on  80  doctors  of  medicine  at  its  annual 
commencement  exercises  in  Omaha  June  1. 
The  University  also  awarded  degrees  to  32 
nurses  and  42  medical  technologists. 


Head  and  neck  clinic  at  U of  N 

The  University  of  Nebraska  Medical  Cen- 
ter will  initiate  a special  clinic  period  for 
patients  with  head  and  neck  tumors  and  those 
requiring  facial  plastic  and  reconstructive 
surgery.  The  clinic  will  start  receiving  pa- 
tients on  July  17.  The  clinic  time  period 
will  be  from  2:00  until  3:30  on  Thursday 
afternoons. 

Dr.  Charles  Yarington,  chairman  of  the 
department  of  otorhinolaryngology,  ex- 
plained that  appointments  for  the  clinic  may 
be  made  with  a resident  in  the  department. 
He  said  the  clinic  is  a community  and  state- 
wide service  available  to  any  patient  or 
physician. 


The  Law 

Medically  indigent 

Late  last  week.  Senator  Percy  (R),  Illi- 
nois, and  23  of  his  colleagues,  introduced 
S.  2037,  the  Neighborhood  Health  Centers 
Act  of  1969.  Similar  to  a bill  that  Mr.  Percy 
introduced  in  the  last  Congress  (S.  3835  — 
90th  Congress),  the  proposal  amends  the 
Hill-Burton  act  to  include  the  provision  of 
comprehensive  ambulatory  health  services 
for  the  medically  indigent. 
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Here  and  There 


Psychiatric  residency 

The  Department  of  Psychiatry,  College  of 
Medicine,  University  of  Iowa,  Iowa  City,  an- 
nounces the  availability  of  psychiatric  resi- 
dencies for  physicians  who  have  been  in 
practice  at  least  four  years  and  are  not  over 
45  years  of  age.  Stipends  are  $12,00<)  per 
year  for  three  years  and  are  supported  by  the 
Public  Health  Service.  For  information 
write  Paul  E.  Huston,  M.D.,  Head,  Depart- 
ment of  Psychiatry. 


Leukemia  society  revises  grant  policy 

Revisions  in  the  research  grant  policy  of  the 
Leukemia  Society  of  America,  Inc.,  were  an- 
nounced recently  by  Dr.  John  J.  Kenny, 
Society  President,  and  Dr.  William  Dame- 
shek.  Vice  President  for  Medical  and  Scien- 
tific Affairs. 

The  basic  change  in  the  policy  is  that  there 
will  be  one  grant  application  review  meet- 
ing annually  in  late  January.  Deadline  for 
submission  of  grant  applications  has  been 
changed  to  November  first.  Grants  ap- 
proved at  the  January  meeting  will  be  ef- 
fective the  following  July  first. 

“As  in  the  past  the  Society  will  continue 
its  support  of  individuals  rather  than  proj- 
ects,” Dr.  Dameshek  said.  “In  awarding 
more  than  $3,500,000  in  grants  to  192  in- 
vestigators in  the  United  States  and  overseas 
during  the  past  15  years,  the  Society  has 
been  making  a steady  contribution  to  the 
broadening  of  the  base  of  knowledge  of 
leukemia.  In  addition,  these  grants  have 
played  an  important  role  in  encouraging  out- 
standing young  researchers  to  choose  a ca- 
reer in  leukemia,  and  in  effect,  to  dedicate 
their  lives  to  the  conquest  of  leukemia.” 


Cure  the  cold? 

Broad-spectrum  activity  against  the  fam- 
ily of  viruses  which  cause  the  common  cold 
— the  rhinoviruses  — has  been  demonstrat- 
ed with  interferon-inducing  drugs  now  be- 


ing studied,  a noted  Pennsylvania  virologist 
reported. 

One  interferon-inducer,  known  as  poly  I:C, 
has  shown  high  level  activity  against  the 
common  cold  viruses  in  human  cell  cultures, 
according  to  Dr.  Maurice  R.  Hilleman  of  the 
Merck  Institute  for  Therapeutic  Research, 
West  Point,  Pennsylvania.  The  drug,  tested 
extensively  in  animals  and  in  cell  culture,  has 
never  been  studied  in  man. 

Leukemia  symposium 

The  IVth  International  Symposium  on 
Comparative  Leukemia  Research  will  be  prin- 
cipally co-sponsored  by  the  Leukemia  Society 
of  America,  Inc.,  and  the  Special  Virus  Can- 
cer Program  of  the  National  Cancer  Institute 
of  the  National  Institutes  of  Health,  it  was 
announced  by  Dr.  Ray  M.  Dutcher,  Sym- 
posium General  Chairman  and  a Co-Chair- 
man of  the  Society’s  Medical  and  Scientific 
Advisory  Committee. 

The  Symposium  will  be  held  in  Cherry 
Hill,  New  Jersey,  September  21  through  25, 
1969.  More  than  80  papers  will  be  presented 
by  scientists  and  physicians  from  through- 
out the  world  to  more  than  500  attendees. 

For  further  information  regarding  the 
Symposium,  contact  Dr.  Edward  P.  Larkin, 
School  of  Veterinary  Medicine,  University 
of  Pennsylvania,  Kennett  Square,  R.D.  #1, 
Pennsylvania  19348. 

Ultrasonic  for  cataract 

The  use  of  ultrasonic  vibrations  may  soon 
make  cataract  removal  minor  surgery,  ac- 
cording to  Dr.  Charles  D.  Kelman,  whose 
method  was  described  at  the  National  So- 
ciety for  the  Prevention  of  Blindness  An- 
nual Conference  May  14  in  Milwaukee.  Dr. 
Kelman,  director  of  cataract  research  and 
attending  surgeon,  Manhattan  Eye,  Ear  and 
Throat  Hospital,  New  York  City,  has  said 
recently  that  his  experimental  technique 
has  been  used  with  success  on  more  than 
70  patients. 
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Our  Dr.  Offerman 

Arthur  Offerman,  M.D.,  Omaha,  was  re- 
cently honored  by  the  National  Association 
of  Blue  Plans.  Dr.  Offerman  served  on  the 
Board  of  Directors  of  NABSP  for  23  years, 
and  was  President  of  NABSP  in  1958-1959. 
The  Board  observed  that  Dr.  Offerman  dem- 
onstrated “outstanding  leadership  and  fore- 
sight” in  helping  to  organize  NABSP. 


Dr,  Cavanaugh  moves  up 

James  H.  Cavanaugh,  Ph.D.,  has  been 
named  deputy  assistant  secretary  for  health 
and  scientific  affairs  for  planning  and  pro- 
gram coordination  in  the  Department  of 
Health,  Education,  and  Welfare.  He  had 
been  director  of  the  HEW  Office  of  Plan- 
ning and  Pi'ogram  Coordination. 


ACP  elects 

The  American  College  of  Physicians  has 
installed  Samuel  Asper,  M.D.,  as  president 
of  the  American  College  of  Physicians,  and 
has  elected  James  Haviland,  M.D.,  presi- 
dent-elect. 

Dr.  Asper  is  professor  of  medicine  at 
Johns  Hopkins  University  School  of  Medi- 
cine. Dr.  Haviland  is  clinical  professor  of 
medicine  at  the  University  of  Washington 
School  of  Medicine. 


Dr.  Stewart  moves 

William  Stewart,  M.D.,  has  resigned  as 
Surgeon  General  of  the  U.S.  Public  Health 
Service  to  become  Chancellor  of  the  Lou- 
isiana State  University  School  of  Medicine. 


More  Hill-Burton 

The  House  Interstate  and  Foreign  Com- 
merce Committee  recently  approved  a bill  to 
extend  the  Hill-Burton  program  for  three 
years. 

ANSWERS  TO  “THE  DOCTOR’S 
DICTIONARY” 

a.  Sudden  death  syndrome. 

b.  Visual  acuity. 

Vein. 

Vibrio. 

Volt. 

Volume. 

Vision. 

c.  Children’s  ward. 

Clockwise. 

Chemical  warfare. 

Chest  wall. 

d.  Gunshot  wound. 

e.  Postnasal  drip. 

Pound. 
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The 

1.  That’s  What  They  Said. 

“Use  of  negative  suction.” 

What’s  positive? 

2.  The  Chart. 

“Voided  and  rings  and  watch  in  drawer.” 

3.  The  Nurse. 

“Her  legs  are  awfully  close  to  her  feet.” 

4.  The  Summary. 

“Complication:  medical  consultation.” 

5.  The  Surgeon’s  Cry. 

“Give  me  what  I want,  not  what  I ask 
for.” 

6.  How  Much  Do  You  Weigh? 

“I’m  five  foot  nine.” 

7.  The  Oldest  Medical  Joke. 

“You  are  the  father  of  quintuplets.’ 

“I  can  hardly  believe  my  census.” 

8.  Department  Of  Definitions. 

Severe  pulmonary  insufficiency : bad 
lungs. 

9.  Curiosity  Corner. 

Our  radiologist  says  he  wishes  they’d 
stop  ordering  “a  flat  plate”  of  the 


abdomen ; says  they  haven’t  used 
plates  in  years  and  years.  They  use 
film  now. 

10.  Poem  Of  The  Month. 

Turn  to  the  right 

To  make  it  tight. 

11.  Slow  Death  Of  The  English  Language. 

“Deep  to  it.” 

Means  “below  it.” 

12.  Pet  Peeve. 

The  return  envelope  with  the  enclosure 
that’s  too  big  to  go  in  the  envelope. 

13.  Remember? 

Infantile  paralysis. 

— F.C. 


The  pressure  of  sunlight  on  a spacecraft 
can  alter  its  path  in  space  thousands  of  miles 
and  must  be  allowed  for  in  launch  and  trajec- 
tory correction  maneuvers,  according  to  the 
National  Aeronautics  and  Space  Adminis- 
tration’s Jet  Propulsion  Laboratory. 
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Coming  Meetings 


braska,  September  18  and  19,  1969,  The 
Secretary  of  the  Nebraska  Chapter  of  the 
AAGP  is  John  A.  Brown,  M.D.,  1620  M 
Street,  Lincoln,  Nebraska  68508. 


DISEASES  COMMON  TO  ANIMALS  AND 
MAN  — 11th  Annual  Midwest  Interpro- 
fessional Seminar;  Memorial  Union,  Iowa 
State  University,  Ames,  Iowa,  September 
22-23,  1969.  Write  to:  Dr.  Vaughn  A. 
Staton,  Professor  and  Head,  Veterinary 
Diagnostic  Laboratory,  College  of  Veter- 
inary Medicine,  Iowa  State  University, 
Ames,  Iowa  50010. 


AMERICAN  COLLEGE  OF  CHEST  PHYSI- 
CIANS — Intensive  management  of  pul- 
monary diseases;  October  16-18,  1969. 

Write  to:  Reuben  Cherniack,  M.D.,  ACCP, 
112  East  Chestnut  Street,  Chicago,  Illinois 
60611. 


AMERICAN  COLLEGE  OF  CHEST  PHYSI- 
CIANS — First  Fall  scientific  assembly 
35th  annual  meeting) ; October  29  - No- 
vember 2,  1969.  Write  to:  Alfred  Soffer, 


CRIPPLED  CHILDREN’S  CLINICS: 

July  12  — Chadron,  Elks  Lodge 
July  26  — Ogallala,  Elks  Lodge 
August  2 — Ord,  Elks  Lodge 
August  16  — Scottsbluff,  St.  Mary’s  Hos- 
pital 


AMERICAN  MEDICAL  ASSOCIATION’S 
118TH  ANNUAL  CONVENTION  — New 
York,  New  York,  July  13-17,  1969. 


SEVENTH  ANNUAL  SEMINAR  ON  THE 
MEDICAL  ASPECTS  OF  COMPETITIVE 
ATHLETICS  — August  22,  1969,  Hotel 
Cornhusker,  Lincoln,  Nebraska. 


AMERICAN  COLLEGE  OF  CHEST  PHYSI- 
CIANS — Myocardial  infarction;  Septem- 
ber 11-13,  1969.  Write  to:  Fouad  A.  Ba- 
shour,  M.D.,  ACCP,  112  East  Chestnut 
Street,  Chicago,  Illinois  60611. 


AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE,  Nebraska  Chapter,  Annual 
Scientific  Meeting  — At  the  New  Tower 
Motel,  78th  and  Dodge  Street,  Omaha,  Ne- 


k M.D.,  ACCP,  112  East  Chestnut  Street, 

P Chicago,  Illinois  60611. 

I OMAHA  MID-WEST  CLINICAL  SOCIETY 
— 37th  Annual  Postgraduate  Assembly, 
November  3,  4 and  5,  1969.  Write  to: 
I Director  of  Clinics,  1040  Medical  Arts 

Building,  Omaha  68102. 


LARYNGOLOGY  AND  BRONCHOESOPH- 
AGOLOGY  — Postgraduate  course,  No- 
vember, 1969.  Write  to:  Department  of 
Otolaryngology,  College  of  Medicine,  Uni- 
versity of  Illinois  at  the  Medical  Center, 
Postoffice  Box  6998,  Chicago,  Illinois 
60680. 


NATIONAL  EASTER  SEAL  SOCIETY  for 
Crippled  Children  and  Adults  — 1969  Con- 
vention, November  19-22,  in  Columbus, 
Ohio;  the  Sheraton-Columbus  will  be  the 
headquarters  hotel.  The  address  of  the 
society  is:  2023  W.  Ogden  Ave.,  Chicago, 
Illinois  60612. 


The  National  Aeronautics  and  Space  Ad- 
ministration’s Office  of  Tracking  and  Data 
Acquisition  has  tracking  stations  in  14  for- 
eign countries. 


New  Health  Professional  — the  Environtolo- 
gist  — I.  R.  Tabershaw  (Univ  of  California 
School  of  Public  Health,  Berkeley).  Arch 
Environ  Health  18:811-815  (May)  1969. 

For  the  last  five  years,  the  school  of  Public 
Health  at  Berkeley  has  been  offering  a PhD 
program  in  the  environmental  health  sci- 
ences. Practicing  environtologists  are  em- 
ployed mostly  in  government,  many  in  edu- 
cational institutions,  and  some  in  industry. 
Environtology,  under  the  goad  of  urbaniza- 
tion, population  growth,  and  advancing  tech- 
nology, and  based  on  the  environmental 
health  sciences,  is  now  filling  the  void  which 
traditional  public  health  has  not  filled  satis- 
factorily. 


Alcohol  and  Recall:  State-Dependent  Ef- 

fects in  Man  — D.  W.  Goodwin  et  al 
(Washington  Univ  School  of  Medicine,  St. 
Louis).  Science  163:1358-1360  (March 
21)  1969. 

Male  volunteers  perfonned  four  memory 
tasks,  either  while  sober  or  under  the  ef- 
fects of  alcohol.  Twenty-four  hours  later 
they  were  tested  under  the  same  or  differ- 
ent conditions.  In  tasks  measuring  recall  and 
interference,  learning  transfer  was  better 
when  the  subject  was  intoxicated  during 
both  sessions  than  when  he  was  intoxicated 
only  during  the  learning  session. 
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Drug  dependence 

Dmg  Dependence:  A Guide  for  Physi- 
cians is  a neAv,  186-page  paperback  developed 
by  the  AMA’s  Council  on  Mental  Health  and 
its  Committee  on  Alcoholism  and  Drug  De- 
pendence. The  Guide  will  prove  an  invalu- 
able aid  to  physicians,  as  well  as  other  pro- 
fessionals, who  are  working  in  the  complex 
field  of  drug  abuse  and  dependence. 

The  information  contained  in  this  5"  x 
71/2"  volume  was  compiled  over  a period  of 
approximately  three  years,  during  which 
time  the  council  and  its  committee  spon- 
sored two  conferences  and  issued  several 
statements  with  regard  to  the  topic.  Be- 
cause of  heavy  and  continuing  demand  for 
copies  of  the  individual  statements  and  pa- 
pers, it  was  decided  to  combine  the  material 
and  produce  a handbook  which  would  present 
a comprehensive  overview  of  the  subject. 

As  stated  in  the  introduction,  the  Guide 
discusses  “the  pharmacological,  psychological 
and  sociological  bases  for  drug  abuse  and 
dependence  as  an  aid  to  understanding  the 
major  root  causes,  especially  among  youth, 
who  constitute  the  majority  of  the  abuser 
population.  Following  are  sections  on  medi- 
cal treatment  and  management,  the  role  of 
law  and  education  in  deterring  abuse  and 


finally  the  needs  for  ongoing  research  in 
several  facets  of  the  problem.” 

Dnig  Dependence:  A Guide  for  Physi- 
cians is  scheduled  for  release  in  late  Febru- 
ary and  will  cost  $1.00  per  copy.  Requests — 
accompanied  by  payment  — should  be  direct- 
ed to  the  American  Medical  Association’s 
Order  Handling  Department,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610. 

Safety  film  of  the  year 

0.  Tod  Mallery,  Jr.,  M.D.,  Medical  Director 
of  Employers  Insurance  of  Wausa,  recently 
presented  a print  of  the  28-minute  documen- 
tary, “Before  the  Emergency,”  to  Charles  V. 
Heck,  M.D.,  Director  of  the  American  Acad- 
emy of  Orthopaedic  Surgeons. 

Produced  by  Employers  Insurance  and  re- 
cently awarded  highest  honors  as  “Safety 
Film  of  the  Year”  by  the  National  Commit- 
tee on  Films  for  Safety,  “Before  the  Emer- 
gency” tells  the  story  of  inadequate  care 
and  treatment  of  accident  victims  due  to  the 
unpreparedness  of  many  American  commun- 
ities. 

Employers  donated  prints  of  the  color  film 
to  the  Academy  for  use  in  its  library  and  in 
training  on  “Emergency  Care  and  Trans- 
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portation  of  the  Sick  and  Injured.”  Courses 
on  the  subject,  sponsored  by  the  American 
Academy  of  Orthopaedic  Surgeons,  will  be 
conducted  in  18  locations  throughout  the 
country  in  1969. 

A booklet  on  the  subject  of  emergency 
care  will  be  sent  free  to  anyone  who  writes 
Employers  Insurance  of  Wausa.  Wausau, 
Wis.  54401. 

Leaving  your  body  to  science 

The  AMA  Committee  on  Medicolegal 
Problems  has  produced  an  enlightening 
pamphlet,  “Leaving  Your  Body  to  Medical 
Science,”  to  provide  information  for  anyone 
wishing  to  dispose  of  all  or  part  of  his  body 
— after  death  — for  the  purpose  of  re- 
search and  medical  study  or  therapy. 

The  16-page  brochure,  reprinted  from  an 
article  in  The  Journal  of  the  Amencan  Medi- 
cal Association,  includes  a discussion  of  the 
legal  aspects  of  such  a situation,  a sugges- 
tion as  to  the  procedure  to  be  followed,  a 
list  of  states  which  have  thus  far  enacted 
donation  laws,  a list  of  donee  institutions 
and  several  appropriate  forms  designed  to 
accomplish  the  donor’s  desires. 

A copy  of  this  booklet  (which  was  re- 
vised in  January,  1968  to  indicate  additional 
states  which  have  enacted  laws  authorizing 
such  donations)  is  available  without  charge 
from  the  AMA  Order  Handling  Department, 


535  North  Dearborn  Street,  Chicago,  Illinois 
60610.  To  facilitate  handling,  the  code 
“LAW-23”  should  be  indicated  on  each  re- 
quest. 


Hospital  Facilities  for  Children  — H.  S. 

Thorpe ( 805  Oak  Ave,  Davis,  Calif),  and 

P.  Rousseau.  Amer  J Dis  Child  117:558- 

565  (May)  1969. 

Current  standards  for  pediatric  hospital 
care  include  meeting  the  child’s  emotional 
needs.  To  compare  these  standards  with 
actual  practice,  a survey  of  six  regional  hos- 
pitals was  undertaken.  Most  members  of  the 
pediatric,  nursing,  and  supportive  staff  of 
these  institutions  were  skillful  in  and  em- 
pathetic  with  the  needs  of  sick  children  and 
their  families.  Increased  use  of  informa- 
tional booklets  and  pediatric  preadmission 
visits  were  recommended.  Layout  and  loca- 
tion of  pediatric  units  often  evidenced  archi- 
tectural inadequacies.  They  adjoined  adult 
wards,  were  noisy,  lacked  safety  features, 
and  were  inadequately  staffed.  Overnight 
facilities  for  parents  were  generally  limited 
and  their  use  not  encouraged.  Nonteaching 
hospitals  lacked  effective  supportive  and  vol- 
unteer staff,  whereas  teaching  units  placed 
varying  emphasis  on  psychiatric  liaison,  con- 
sultation, and  multidisciplinary  management 
groups  in  pediatric  departments. 


DIMETAPP  EXTENTAB5 

0imei»n^  (trompkenirAmine  mAleatf),  iZ  rna.J 
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INDICATIONS:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the  aller- 
gic manifestations  of  respiratory  ill- 
nesses, such  as  the  common  cold 
and  bronchial  asthma,  hayfever 
and  conjunctivitis. 

CONTRAINDICATIONS:  Hyperscnsi- 
tivity  to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 
PRECAUTIONS:  Until  patient’s  re- 
sponse has  been  determined,  he 
should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness. 
Administer  with  care  to  patients 
with  cardiac  or  peripheral  vascular 
diseases  or  hypertension. 


SIDE  EFFECTS:  Hypersensitivity  reac- 
tions including  skin  rashes,  urtica- 
ria, hypotension  and  thrombocyto- 
penia, have  been  reported  on  rare 
occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irrita- 
bility or  excitement  may  be  encoun- 
tered. 

DOSAGE:  1 Extentab  morning  and 
evening. 

SUPPLIED:  Bottles  of  100  and  500. 


A.  H.  ROBINS  COMPANY 
RICHMOND,  VIRGINIA  23220 
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It's  New 


“I  can  hardly  believe  my  census.” 
Information  contained  in  this  section 
has  been  obtained  from  the  manufac- 
turers, whose  literature  should  be  con- 
sulted for  complete  details  and  infor- 
mation regarding  indications  and  con- 
traindications, dose,  effects,  administra- 
tion, precautions,  and  side  effects. 

The  Journal  assumes  no  responsibility 
for  drugs  and  other  products  listed  here. 

Wall  chart  shows  proper  treatment 

A new  wall  chart  designed  to  show  at  a 
glance  the  proper  treatment  for  arrhyth- 
mias is  now  available  from  Dallons  Instru- 
ments, El  Segundo,  Calif.  Dallons,  a lead- 
ing manufacturer  of  intensive  and  coronary 
care  systems,  is  a division  of  International 
Rectifier  Corporation. 

The  chart  shows  typical  cardioscope  pat- 
terns for  18  separate  conditions,  and  ex- 
plains the  proper  emergency  treatment  for 
each.  It  is  intended  for  use  by  nurses  in 
coronary  care  wards,  doctors’  offices,  am- 
bulances, and  in  training. 

The  patterns  for  various  types  of  heart 
blocks,  supraventricular  arrhythmias,  ven- 
tricular arrhythmias  and  cardiac  arrest  are 
shown  and  treatment  for  each  described.  A 
dosage  section  of  the  chart  lists  22  drugs,  the 
amount  contained  in  a package,  size  of  single 
intravenous  dosage,  drip  dilution,  rate  of 
I.V.  administration,  and  possible  reactions. 

The  chart  was  prepared  for  Dallons  by 
Walter  S.  Graf,  M.D.  The  chart  is  avail- 
able for  $1.00  from  Dallons  Instruments,  120 
Kansas  St.,  El  Segundo,  Calif.  90245. 

New  system  at  SKF 

Smith  Kline  & French  Laboratories  has 
adopted  a new  system  of  numbering  its  drug 
product  packages  and  is  beginning  to  im- 
print the  new  product  numbers  on  all  labels 
and  shipping  cases.  Starting  next  fall, 
product-identification  codes  will  be  imprint- 
ed on  individual  tablets  and  capsules. 

Donald  van  Roden,  Vice  President  and 
General  Manager  — Pharmaceuticals,  said 
that  the  changes  represent  a corporate  ef- 
fort to  “help  show  the  way  toward  more 
positive,  definitive  product  identification.” 
SK&F  is  making  the  changes,  he  added,  “not 


because  we  have  to,  but  because  we  ought 
to.” 

Every  SK&F  drug  product  has  been  as- 
signed a new  identification  number  consist- 
ing of  five  characters.  The  first  three  char- 
acters — an  alphabetic  letter  and  two  digits 
— represent  product,  form  and  strength. 
The  last  two  characters  — both  digits — rep- 
resent package  size. 

By  January  1970,  the  three-character  code 
representing  product,  form  and  strength  will 
be  imprinted  on  every  tablet  and  capsule 
coming  off  the  SK&F  finishing  line. 

SK&F’s  new  product  numbers  conform 
to  the  National  Drug  Code  developed  re- 
cently by  representatives  of  the  drug  indus- 
try in  cooperation  with  the  Food  and  Drug 
Administration.  This  uniform  Code,  which 
most  pharmaceutical  manufacturers  have 
agreed  to  adopt,  employs  a maximum  of  nine 
characters  to  identify  product,  form, 
strength,  package  size  and  manufacturer. 

When  fully  adopted,  the  Code  is  expected 
to  simplify  product  identification  and  fa- 
cilitate reimbursement  to  pharmacists  for 
prescriptions  filled  under  third-party  drug 
payment  programs.  It  also  is  expected  to 
serve  as  an  aid  in  product  recalls,  a deterrent 
to  substitution,  and  a billing  and  inventory 
control  device  for  drug  distributors. 

SK&F’s  identification  number  as  a par- 
ticipant in  the  National  Drug  Code  is  seven 
(7).  This  number,  along  with  the  initials 
NDC  (for  National  Drug  Code),  will  appear 
as  a prefix  before  the  product  number  on 
every  SK&F  package  label. 

Example : 

Code  Appearing 

Product  Form  & Strength  Size  on  Package  Label 

‘Compazine’  Tablets,  5mg.  lOO’s  NDC  7 C66  20 

It  is  anticipated  that  pharmacists  seek- 
ing third-party  reimbursement  for  SK&F 
prescriptions  will  be  asked  to  enter  both  the 
NDC  7 prefix  and  the  appropriate  product 
number  on  their  reimbursement  forms. 

ALG  control  of  rejection 

Greater  effectiveness  in  the  use  of  anti- 
lymphocytic  globulin  (ALG)  to  control  or- 
gan transplant  rejection  is  predicted  by  de- 
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velopment  of  a test-tube  method  to  assess 
its  activity. 

The  laboratory  procedure,  outlined  by  Dr. 
Robert  J.  Perper  of  The  Upjohn  Company 
at  a meeting  of  the  Federation  of  the  Ameri- 
can Societies  for  Experimental  Biology,  pro- 
vides an  accurate  analysis  of  how  the  serum, 
whose  potency  varies  from  batch  to  batch, 
will  react  in  the  system  of  the  transplant  re- 
cipient. 

Anticancer  research 

Scientists  of  Eli  Lily  and  Company  have 
reported  two  developments  of  wide  interest 
to  cancer  researchers:  the  crystallization  of 
L-asparaginase,  the  first  enzyme  to  be  found 
useful  against  cancer,  and  the  discovery  of 
a “new  lead”  in  the  treatment  of  experimen- 
tal solid  tumors. 

In  a paper  read  before  the  American  As- 
sociation for  Cancer  Research  in  the  Hilton 
Hotel,  Peter  P.  K.  Ho,  Ph.D.,  biochemist, 
disclosed  the  development  of  a method  for 
producing  L-asparaginase  for  the  first  time 
in  its  pure  crystalline  form.  Although  as- 
paraginase has  shown  promise  in  the  treat- 
ment of  leukemias,  its  clinical  evaluation  has 
been  hampered  in  this  country  and  abroad 
by  a shortage  of  pure  material. 

Martin  J.  Sweeney,  Ph.D.,  biochemist,  read 
a paper  on  mycophenolic  acid,  which  in  oral 
and  inj  ectable  forms  has  demonstrated 
broad-spectrum  activity  against  solid  tumors 
m mice  and  rats,  significantly  inhibiting 
growth  of  nine  of  eleven  types  of  solid  tu- 
mors. A relatively  nontoxic  substance  ob- 
tained from  a pencillin  mold,  mycophenolic 
acid  demonstrated  marked  inhibition  of  a 
lymphosarcoma  in  mice  even  when  treat- 
ment was  delayed  six  days  after  the  im- 
planting of  the  tumor.  Dr.  Sweeney  noted. 

The  clinical  study  of  this  agent  is  in  its 
preliminary  phase,  and  no  results  are  yet 
available,  he  said. 

Enfamil  with  iron 

Mead  Johnson  Laboratories,  producer  of  a 
diversified  system  of  infant  formula  prod- 
ucts, has  introduced  a new  form  of  its  En- 
famil with  Iron  infant  formula,  Enfamil  with 
Iron  Ready-to-Use  in  32  fluid  ounce  cans. 

Enfamil  with  Iron  infant  formula  is  de- 
signed to  provide  an  infant’s  daily  need  for 


supplemental  iron  while  on  formula.  Sup- 
plemental iron  is  often  needed  by  premature 
infants,  offspring  of  anemic  mothers,  infants 
of  multiple  births  or  infants  who  have  lost 
blood  at  birth  or  in  surgery. 

The  32  fluid  ounce  can  provides  a full 
day’s  supply  of  Enfamil  with  Iron  Ready-to- 
Use  formula  for  most  infants  and  eliminates 
formula  preparation.  All  that  is  needed  is 
to  open  the  can,  pour  required  amount  of 
formula  into  bottles,  attach  a nipple  unit  and 
mother  is  ready  to  feed  baby. 

Wyeth  formula 

Wyeth  Laboratories’  S-M-A®  Ready-to- 
Eeed  infant  formula  — previously  supplied 
only  to  hospitals  — is  now  available  in  quart 
cans  through  the  retail  trade.  Developed  to 
simplify  infant  feeding  in  the  home,  the  new 
quart  can  delivers  the  full  nutritional  bene- 
fits of  concentrated  S-M-A  in  an  “instant” 
prepared  form,  premixed  and  presterilized. 

Virus  vaccines 

Drugs  being  studied  as  interferon  inducers 
may  also  be  of  value  in  boosting  antibody 
levels  when  added  to  virus  vaccines  on  the 
basis  of  animal  studies  reported  by  a noted 
Pennsylvania  virologist. 

One  inducer,  known  as  Poly  I:C,  when 
combined  with  a peanut  oil  adjuvant  in  an 
experimental  flu  vaccine  used  in  the  studies, 
produced  up  to  64  times  more  antibodies 
than  the  conventional  aqueous  (water-based) 
vaccines,  according  to  Dr.  Maurice  R.  Hille- 
man  of  the  Merck  Institute  for  Therapeutic 
Research,  West  Point,  Pa. 

Poly  I:C  is  chemical  shorthand  for  a syn- 
thetic double-stranded  RNA  complex,  called 
polyinosinic-polycytidylic  acid,  whose  inter- 
feron-inducing properties  were  demonstrated 
by  Merck  scientists  in  1967.  The  peanut  oil 
adjuvant,  known  as  adjuvant  65,  was  de- 
veloped in  the  company’s  laboratories  and  has 
undergone  extensive  testing  in  man. 

Dr.  Hilleman  reported  on  studies  he  con- 
ducted in  collaboration  with  Drs.  Allen  Wood- 
hour,  Arthur  Friedman,  and  Alfred  Tytell, 
all  also  with  Merck,  before  the  14th  Annual 
Pediatric  Symposium  meeting.  The  scien- 
tific meeting  is  sponsored  by  the  Kaiser 
Foundation  Hospitals  and  the  Southern  Cali- 
fornia Permanente  Medical  Group. 
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University  of  Nebraska 
Medical  Tape  Library 


As  a service  to  the  physicians  of  Nebraska, 
the  University  has  a series  of  3 to  6 minute 
tapes  on  subjects  of  concern  to  the  practicing 
physician.  By  dialing  the  listed  number  col- 
lect, he  will  be  able  to  listen  to  any  of  the 
tapes  listed.  The  list  will  be  continually 
expanded.  Topics  felt  to  be  of  interest  by 
practicing  physicians  are  welcomed  and  will 
be  added  to  the  list  as  soon  as  possible. 

Dial  collect  the  Medical  Library  telephone 
number  402-551-0669  at  Extension  260  dur- 
ing the  following  hours: 


11.  Management  of  patients  following  with- 
drawal from  adrenal  steroid  therapy  — 
Robert  Ecklund,  M.D. 

12.  Management  of  multiple  myeloma  — 
John  F.  Foley,  M.D. 

13.  Treatment  of  testicular  tumors  — John 
F.  Foley,  M.D. 

Any  questions  or  suggestions  may  be  di- 
rected to  Miss  Kathleen  Fahey  at  the  above 
number. 


8:30  a.m.  - 11 :00  p.m. — Monday  thru 

Friday 

8 :30  a.m.  - 5:00  p.m. — Saturday 
1:00  p.m.-  6:00  p.m. — Sunday 

Tapes  Available 

1.  Treatment  of  hypercalcemia  associated 
with  cancer  — John  F.  Foley,  M.D., 
Ph.D. 

2.  Treatment  of  metastatic  carcinoma  of 
the  colon  and  rectum  — John  F.  Foley, 
M.D.,  Ph.D. 

3.  Management  of  neoplastic  effusions  — 
John  F.  Foley,  M.D.,  Ph.D. 

4.  Diagnostic  methods  for  detecting  cerv- 
ical cancer  — Joseph  Scott,  M.D. 

5.  Protocol  for  management  of  rape  cases 
— Joseph  Scott,  M.D. 

6.  Cavernous  sinus  thrombosis  — C.  T. 
Yarington,  Jr.,  M.D. 

7.  Salivary  gland  tumor:  clinical  diagnosis 
— C.  T.  Yarington,  M.D. 

8.  Neck  mass : diagnostic  work  up  — C.  T. 
Yarington,  Jr.,  M.D. 

9.  Radiologic  aids  in  staging  lymphomas 
and  in  detecting  retroperitoneal  tumors 
— William  Wilson,  M.D. 

10.  Treatment  of  acute,  life-threatening 
hyperthyroidism  — Robert  Ecklund, 

M.D. 


1.  Mrs.  Sauvageot  visits 

The  importance  of  doctors’  wives  work- 
ing together  as  auxiliary  members  was 
stressed  by  Mrs.  J.  Paul  Sauvageot  in  a 
talk  before  the  luncheon  meeting  of  the 
State  Auxiliary  during  the  annual  conven- 
tion. The  speaker  is  chairman  of  the 
AMA  Auxiliary  Communications  Committee 
and  is  Manager  of  Public  Affairs  at  Akron 
(Ohio)  General  Hospital. 

She  believes  that  medical  auxiliaries  have 
failed  to  tell  their  story  of  service  and  as  a 
result  the  public  often  associates  doctors’ 
wives  with  the  “mink  stole-Cadillac  syn- 
drome.” 

Mrs.  Sauvageot  continued:  “It  is  high 
time  that  auxiliaries  stand  up  and  be  count- 
ed as  prestige  groups  that  serve  their  com- 
munities with  a capital  ‘S.’  The  doctor’s 
wife  is  expected  to  be  knowledgeable  con- 
cerning problems  and  challenges  facing  the 
medical  profession.  Putting  on  an  author- 
itative front  no  longer  gets  by  — therefore 
she  must  be  interested  and  informed.” 

Mrs.  Sauvageot  complimented  the  Ne- 
braska State  Auxiliary  for  its  progressive 
programs  and  for  its  unusually  wide  partici- 
pation in  health  matters  at  the  state  level. 
She  commented  also  on  the  exceptional  co- 
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operation  given  the  auxiliary  by  the  Ne- 
braska State  Medical  Association. 


2.  International  health 

For  several  years  the  Woman’s  Auxiliary 
to  the  Nebraska  State  Medical  Association 
has  sent  pharmaceuticals  (medical  samples 
donated  by  doctors)  to  the  American  Medical 
Association’s  International  Health  Program, 
which  is  administered  by  World  Medical  Re- 
lief. This  collection  has  also  included  band- 
ages, johnny  coats,  soap,  layettes,  toys  for 
children,  sheets,  etc. 

Old  sheets  have  been  collected  and  made 
into  crib  sheets,  draw  sheets,  single  sheets 
and  pillow  slips  as  well  as  the  bandages.  To 
make  bandages  the  sheets  are  torn  into 
strips  and  rolled.  Nursing  home  residents 
have  been  enlisted  to  help  tear  sheets  and 
roll  the  bandages. 

The  Girl  Scouts  in  Western  Nebraska  were 
enlisted  to  help  collect  700  pounds  of  soap 
from  motels  in  Scottsbluff,  Chadron,  Rush- 
ville,  and  Sidney. 

The  Scottsbluff  auxiliary  shipped  174 
pounds  of  material  in  1967.  These  included 
121/2  dozen  hospital  coats  made  from  old 
shirts.  The  coats  and  bandages  are  desper- 
ately needed  at  leprosariums  and  other  hos- 
pitals and  clinics. 

In  April  of  ’69,  33  cartons  were  shipped 
which  consisted  of  1 carton  pharmaceuticals, 
3 cartons  Johnny  coats,  3 cartons  Mission 
rags,  4 cartons  sheets,  6 cartons  rolled  band- 
ages and  16  cartons  soap.  The  weight  to- 
taled 973  pounds.  The  3 cartons  of  Johnny 
coats  contained  9 dozen.  The  4 cartons  of 
sheets  made  6 dozen  single,  draw  and  crib 
sheets. 

In  1968  the  Lincoln  County  Medical  Aux- 
iliary collected  19  boxes  of  drugs  to  be  sent 
to  the  World  Medical  Relief.  In  1969,  23 
boxes  of  drugs  were  collected  and  sent. 

This  project  would  be  impossible  without 
the  wonderful  help  of  the  Nebraska  Motor 
Carriers  Association,  Inc.  The  shipments 
are  carried  free  of  charge  to  Omaha.  From 
there,  they  are  taken  free  into  Detroit  to 
World  Medical  Relief,  Inc. 


The  IHA  program  of  collecting  physicians’ 
pharmaceutical  samples  for  distribution  over- 
seas under  the  guidelines  recommended  by 
the  AM  A and  the  Food  and  Drug  Administra- 
tion is  now  a State  project  and  no  longer  a 
national  project.  Five  agencies  have  indi- 
cated they  would  like  to  continue  to  receive 
the  samples.  They  have  been  registered 
with  the  FDA  as  “responsible  collection  agen- 
cies” and  it  is  this  group  that  should  be  kept 
in  mind  when  and  if  an  auxiliary  decides 
to  proceed  with  the  program.  They  are: 

Bethlehem  Fathers,  Inc. 

5630  East  17th  Avenue, 

Denver,  Colorado  80220 

Direct  Relief  Foundation 

27  East  Canon  Perdido  Street, 

Santa  Barbara,  Calif.  93101 

Evangelical  Alliance  Mission 
P.O.  Box  969, 

Wheaton,  Illinois  60187 

Project  Concern,  Inc. 

P.  0.  Box  2468, 

San  Diego,  California  92112 

World  Medical  Relief,  Inc. 

11745  Twelfth  Street, 

Detroit,  Michigan  48206 

The  National  IHA  committee  urges  you 
to  continue: 

— Support  of  Project  HOPE. 

— Hospitality  to  foreign  doctors,  their 
wives  and  medical  personnel  studying  in 
the  United  States. 

— The  collection  of  short-wave  radio  equip- 
ment for  MED-AID-MARCO. 

— Supporting  of  CARE-MEDICO. 

— The  “Doctor-to-Doctor”  program  where- 
by auxiliary  members  correspond  with 
doctors’  wives  in  foreign  countries. 

— The  collection  of  medical  journals  and 
periodicals  for  shipment  to  overseas 
physicians. 

— The  collection  of  medical  equipment  and 
instruments. 

— Participation  in  the  Medical  Assistance 
Programs,  Inc.  (MAP)  program  to  col- 
lect Physicians'  Desk  References. 
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The  6th  annual  World  Leprosy  Day  was 
observed  and  Oliver  W.  Hasselblad,  M.D., 
president  of  American  Leprosy  Missions  and 
a sponsor  of  World  Day,  urged  churches  over 
the  nation  to  join  in  the  observance.  Lep- 
rosy is  no  longer  confined  to  the  southern 
hemisphere.  It  is  invading  the  northern 
hemisphere,  aided  probably  by  increasing 
international  travel.  The  International 
Health  program  helps  alleviate  disease  in 
the  United  States,  Vietnam,  Korea,  the  Canal 
Zone,  India  and  some  countries  of  Africa 
and  South  America. 

— Marilyn  Mclntire 

3.  Medical  art  show: 

The  Winners 

Paintings  (Oil) — 

1.  Dr.  Hans  Rath 

2.  Mrs.  Carolyn  Magid 

3.  Mrs.  Nell  Aita 

Watercolor — 

1.  Ami  Cotton 

2.  Mrs.  Eleanor  Cotton 

3.  Dr.  Oscar  Jardon 

Draivings — 

1.  Robert  Wigton,  Jr. 

2.  Mrs.  Gloria  Westbrook,  Sargent 

3.  Mrs.  Elinor  Karrer,  McCook 

Sculpture — 

1.  Mrs.  Beverly  Karrer 

2.  Mrs.  Elaine  Aftonomos 

3.  Mrs.  Brenda  Reiff  and  Mrs.  Donna 
Menolascino  (tie) 

Winners — Junior  Division 
(12  and  under) 

Paintings — 

1.  Suzan  Karrer,  daughter  of  Dr.  and  Mrs. 
Wm.  Karrer 

2.  Karen  Murphy,  daughter  of  Dr.  and 
Mrs.  Robert  Murphy 

Sculpture — 

1.  Shaun  Aftonomos,  daughter  of  Dr.  and 
Mrs.  L.  T.  Aftonomos 


2.  Joan  Carnazzo,  daughter  of  Dr.  and 
Mrs.  Anthony  Carnazzo 

Winners — Teen  Division  (13-19) 

Paintings — 

1.  Fritz  Karrer,  son  of  Dr.  and  Mrs.  Wm. 
Karrer 

2.  Joseph  Lempka,  son  of  Dr.  and  Mrs. 
Arnold  Lempka 

Drawings — 

1.  Sara  Ashby,  Geneva,  daughter  of  Dr. 
and  Mrs.  Chas.  Ashby 

2.  Susan  Kay  Sucha,  Schuyler,  daughter 
of  Dr.  and  Mrs.  Merlin  Sucha 


Stress  Incontinence  in  Young,  Healthy,  Nulli- 
parous  Female  Subjects  — L.  H.  Wolin 
(Ireland  Army  Hosp,  Fort  Knox,  Ky).  J 
Urol  101:545-549  (April)  1969. 

The  study  shows  that  16.2%  of  young, 
healthy,  and  nulliparous  girls  wet  them- 
selves at  least  once  a day,  at  times  unasso- 
ciated with  the  desire  to  void.  Neither  age 
nor  regularity  of  sexual  intercourse  could  be 
correlated  with  the  occurrence  of  daily  stress 
incontinence.  Of  the  students  with  daily 
stress  incontinence,  22.3%  have  a past  his- 
tory of  urinary  tract  infection,  whereas  only 
11.5%  of  the  students  with  no  daily  stress 
incontinence  have  a similar  history. 


Corticosteroid  Treatment  in  Bronchiolitis  — 

J.  A.  Leer,  Jr.,  et  al  (Schering  Corp,  Bloom- 
field, NJ).  Amer  J Dis  Child  117:495- 
503  (May)  1969. 

The  effect  of  betamethasone  sodium  phos- 
phate was  evaluated  in  the  treatment  of 
acute  bronchiolitis  in  a double-blind  study 
of  297  infants  and  young  children.  Corti- 
costeroids generally  offer  little  if  any  bene- 
fit in  the  general  or  routine  treatment  of 
acute  bronchiolitis.  Results  were  similar  in 
patients  with  or  without  a family  history 
of  allergy.  There  were  no  detrimental  cor- 
ticosteroid effects  in  any  of  the  patients. 
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HEART  TRANSPLANTS 

“You  don’t  have  to  be  a chicken  to  judge 
an  egg,’’  we  say  when  we  feel  inclined  to 
discuss  a subject  we  know  little  of.  But 
in  the  matter  of  cardiac  transplants,  we  are 
surely  on  as  solid  ground  as  the  press, 
the  church,  and  the  laity.  Having  never 
performed  the  operation,  we  are  safe  in  say- 
ing that  we  do  not  like  it.  But  we  have 
only  one  point  to  make,  in  the  welter  of 
questions  that  have  been  asked.  Who,  since 
the  supply  of  recipients  exceeds  that  of 
the  donors,  shall  choose  the  recipients?  Who 
will  select  the  donors? 

The  definition  of  death  has  steadily 
changed,  and  in  a single  direction.  We  do 
not  hold  mirrors  to  people’s  mouths  to  see 
if  they  breathe.  Nulla  pulsa,  nulla  thera- 
pia  is  a discarded  theory,  with  the  advent 
of  cardiac  massage.  And  where  what  is 
called,  among  other  things,  cardiac  arrest 
confronts  us,  we  do  not  leave  the  patient, 
but  resuscitate  him.  But  now  we  read  that 
the  donor  was  dead  anyway,  even  though 
his  heart  was  beating,  and  we  seem  to  be 
going  the  other  way.  Have  we  not  become 
opportunists,  and  do  we  not  rationalize,  and 
do  we  not  “protest  too  much?’’  To  take 
the  heart  out  of  a patient  is  no  small  thing, 
and  we  would  ask,  what  was  done  to  these 
people  before  hearts  were  transplanted? 
Was  the  machine  turned  off?  And  did  they 
all  die? 

We  do  not  have  the  score  with  us,  but 
no  matter.  Some  have  survived,  and  that 
is  even  now  astonishing,  and  others  have  not. 
The  mean  survival  time  has  been  found  to 
be  111  days,  including  22  days  spent  waiting 
for  surgery,  while  the  mean  survival  time 
for  controls  was  74  days.  In  addition,  the 
recipients  felt  better  after  transplant,  but 
it  is  far  from  easy  to  evaluate  heart  trans- 
plant with  only  “felt  better,’’  111  days,  22 
days,  and  74  days  to  go  on.  This  difference 
was  held  not  great  enough  to  justify  wide 
clinical  application  of  transplant,  but  because 
of  the  need  for  further  clinical  experience, 
it  was  thought  important  to  continue  trans- 
plant in  suitable  cases. 


A gain  of  37  days  is  too  little  to  offer  a 
dying  patient,  at  the  cost  of  heroic  surgery, 
a large  mortality  rate,  great  expense  that 
must  be  met  by  someone,  and  the  grisly  task 
of  removing  a live  heart  from  a human  be- 
ing. To  remove  a paired  organ  from  a 
willing  donor  is  quite  a different  thing,  and 
it  is  this  that  gives  us  pause. 

We  can  only  wonder. 

— F.C. 


HOW  WE  HELPED  ARIZONA  GROW 


His  lungs  are  weak,  kindly  old  Doc  said ; 
take  him  to  Arizona.  Air  is  air,  and  this 
was  before  we  had  polluted  it.  If  you  go 
way  up  in  the  sky,  its  percentile  figures 
stay  the  same,  only  there  is  less  of  it.  The 
only  thing  that  varies  is  the  water  content, 
and  you  can  have  it  hot  or  cold.  If  it’s 
asthma  you  want,  there’s  the  pollen  count. 

Once,  but  that  was  long  ago,  we  thought 
that  Arizona  air  was  a specific  remedy  for 
tuberculosis.  But  how  did  the  Arizona  doc- 
tors feel,  we  wonder,  when  we  sent  them 
our  sickest  patients? 

And  where  did  the  Arizona  doctors  send 
their  patients? 


—F.C. 


NURSE’S  NOTES 

Nurse’s  notes  are  a great  waste  of  time 
and  chart  space,  we  think.  We  like  nurses, 
we  just  think  they  have  more  important 
things  to  do  than  fill  the  chart  with  end- 
less writing  that  goes  unread.  Who  reads 
nurse’s  notes?  we  asked  a nurse,  and  she 
said  “nurses.”  The  custom  is  quaint  and 
anachronistic. 

But  if  they  must  write,  they  have  only 
some  25  things  to  say.  Here  is  our  list, 
and  we  think  a coding  technique  would  do 
the  whole  thing  better. 

1.  Admitted. 

2.  States  he  is  in  to  have  surgery. 
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3.  States  he  is  in  for  tests. 

4.  States  he  has  no  allergies. 

5.  Up  and  about. 

6.  Visiting. 

7.  To  B.R. 

8.  Formed  stool. 

9.  c/o  pain. 

10.  Watching  TV. 

11.  Ate  well. 

12.  Diet  taken. 

13.  Dozing. 

14.  Refuses  med. 

15.  Awake. 

16.  Up  to  shower. 

17.  HS  care. 

18.  Quiet. 

19.  Slept  well  (or;  had  good  noc). 

20.  To  x-ray. 

21.  Preop  given. 

22.  Ready  for  OR. 

23.  To  OR. 

24.  Returned  from  OR. 

25.  Dismissed. 

Now  the  RN’s  notes  can  read; 

1 2 7 10  10  10  10  15  16  19 
21  22  23  24  25. 

Doctors  can  do  the  same  thing.  We  need 
more  numbers,  though. 

— F.C. 

SHE’S  ON  SPECIAL 

Patients  who  did  not  trust  the  hospital 
dietitian  used  to  bring  their  own  food,  but 
we  think  we  have  seen  the  last  of  that. 
Those  who  don’t  trust  hospital  nurses  still 
bring  their  own  nurse  with  them,  even  now. 
But  hospital  food  is  better  for  patients  than 
what  relatives  send,  and  hospital  nursing 
care  is  not  to  be  improved  on. 

The  “on  special’’  patient’s  chart  is  never 
in  the  rack,  and  is  often  not  to  be  found. 
Unlike  the  chicken  broth  prepared  by  doting 


wives,  the  “special’’  is  someone  unknown 
to  doctor  and  patient.  It  is  true  that,  as 
defenders  of  this  outmoded  practice  are 
quick  to  say,  she  may  be  good;  unfortun- 
ately, there  exists  an  obvious  corollary. 

When  the  patient  is  “on  special,”  he  is 
usually  not  watched  by  the  hospital  nurses, 
for  obvious  reasons.  The  situation  is  as 
though  he  were  not  in  the  hospital  at  all. 
Specials  are  generally  not  needed  and  are 
oftener  than  not  symbols  of  status,  to  show 
how  sick  you  were  at  the  time,  or  how 
wealthy. 

We  once  kept  long  lists  of  specials,  for 
very  sick  patients,  and  it  is  our  feeling  that 
we  did  not  need  them.  Specials  are  too  often 
less  skilled  than  the  hospital  nurses  they  re- 
place, and  they  are  as  often  wanted  more 
for  their  company  than  their  nursing  ability. 

Hospital  nurses,  like  hospital  food,  are 
good  for  the  patient.  They  provide  round- 
the-clock  nursing  care.  And  if  the  pa- 
tient is  sicker  than  most,  he  belongs  on  Inten- 
sive Care. 

Not  “on  special.” 

—F.C. 


Defective  Oxygen  Consumption  in  Septic 
Shock  — J.  H.  Duff  et  al  (Royal  Victoria 
Hosp,  Montreal).  Surg  Gynec  Obstet  128; 
1051-1060  (May)  1969. 

In  terminal  or  severe  bacteremic  shock,  or 
both,  in  man  and  in  endotoxin  shock  in  the 
dog,  decreased  oxygen  uptake  is  correlated 
with  high  arterial  blood  lactate.  In  man, 
a type  of  bacteremic  shock  occurs  frequently 
without  volume  or  cardiac  deficits  in  which 
normal  or  increased  flow  rates  are  associated 
with  elevated  arteiial  blood  lactate,  de- 
creased oxygen  consumption,  and  decreased 
arteriovenous  oxygen  difference.  Failure  of 
oxygen  utilization  in  this  particularly  lethal 
type  of  bacteremic  shock  appears  to  be  due 
to  profound  cellular  damage  or  arterioven- 
ous shunting. 
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ORIGINAL  ARTICLES 


Medical  Manpower  for  Nebraska 


SEVERAL  studies,  numerous 
group  observations,  and  the 
plain  day-to-day  facts  docu- 
ment shortages  of  medical  manpower  in  Ne- 
braska. Of  particular  interest  is  the  survey 
of  Kenneth  Neff  and  R.  F.  Sievers,  M.D., 
(Nebraska  Med  J 49:19,  1964  and  49:403, 
1964). 

Discussions  of  the  various  health  pro- 
fessions and  the  problems  relating  to  their 
education  and  distribution  have  concerned 
the  faculty  and  the  administration  of  the 
University  of  Nebraska  College  of  Medicine. 
Not  surprisingly,  medical  manpower’s  edu- 
cation and  its  availability  to  give  services 
where  demand  exists  are  viewed  as  a re- 
sponsibility of  the  university,  both  by  the 
public  and  by  the  university  itself.  While 
some  would  suggest  that  our  consideration 
should  be  limited  to  Nebraska,  manpower 
educated  here  may  go  elsewhere  to  practice, 
and  those  educated  elsewhere  come  here.  Ne- 
braska competes  in  a national  market  for 
the  greatest  of  all  resources  — people. 

Physicians  are  in  short  supply  on  a na- 
tional basis,  as  are  many  other  health  pro- 
fessions, so  that  comparing  Nebraska’s  sup- 
ply with  the  national  average  does  not  ac- 
curately present  the  problem.  National  av- 
erages of  people  available  do  not  necessarily 
represent  people  needed.  Nebraska  does 
have  special  problems.  Fewer  physicians 
seem  to  be  available  in  outstate  areas.  Fewer 
physicians  educated  here  remain  here. 
Health  fields  in  increasing  demand  have  no 
training  programs  in  the  state.  With  clamor 
from  all  sides.  President  Wittson  in  June, 
1968,  appointed  a faculty  committee  to  sur- 
vey the  overall  health  manpower  problems. 
A detailed  report  of  Medical  Manpower  for 
Nebraska  is  the  result;  prepared  by  Warren 
H.  Pearse,  M.D.,  Professor  of  Obstetrics- 
Gynecology;  C.  A.  McWhorter,  M.D.,  Pro- 
fessor of  Pathology;  Rena  Boyle,  R.N., 
Ph.D.,  Dean  of  the  School  of  Nursing,  and 
Suzanne  Remy,  B.S.  We  will  present  here 
a brief  summary  of  that  report,  particularly 
pertaining  to  physician  manpower. 


WARREN  H.  PEARSE,  M.D.='= 
Omaha,  Nebraska 


Population  of  the  State 

Determination  of  the  number  of  people 
now  in  the  state  and  the  anticipated  popula- 
tion is  basic  to  projections  of  the  numbers 
of  health  personnel  required  to  meet  the 
care  needs  and  desires  of  the  public.  Be- 
tween 1950  and  1960,  Nebraska’s  popula- 
tion increased  by  86,000  to  a total  of  1,411,- 
300.  There  are  divergent  estimates  from 
various  sources  of  the  present  population  and 
the  projection  over  the  next  five  to  twenty 
years.  It  seems  most  likely  that  the  rate 
of  population  increase  in  the  1950-1960 
decade  has  slowed,  that  the  1970  population 
will  not  exceed  1.5  million,  and  the  pro- 
jected growth  beyond  this  time  is  slow. 

Nebraska’s  population  as  a percentage  of 
the  total  United  States  population  has  been 
declining  for  the  past  50  years.  This  is  now 
due  primarily  to  an  outmigration  of  people 
between  the  ages  of  20  and  35.  For  example, 
in  the  1950-1960  decade,  while  the  popula- 
tion of  the  state  increased  6%,  the  popula- 
tion between  ages  20-35  decreased  almost 
10%.  Over  the  past  eight  years  there  has 
been  limited  population  growth  along  the 
Missouri  and  Platte  Valleys,  but  by  even 
the  most  optimistic  estimates,  63  of  the 
state’s  93  counties  have  lost  population. 

In  summary  then,  Nebraska’s  growth  is 
likely  to  continue  to  be  slow.  Projections  of 
health  manpower  can  be  based  on  an  almost 
static  population,  but  we  must  also  consider 
that  most  categories  of  health  personnel  are 
today  in  short  supply  in  the  state. 

Physician  Manpower 

The  West  North  Central  Region  compris- 
ing seven  states,  including  Nebraska,  is  the 
nation’s  prime  exporter  of  health  manpower. 
More  young  people,  per  1,000  population,  are 
educated  in  the  health  occupations  in  this 

♦Professor  of  Obstetrics  and  Gynecolofry  and  Assistant  Dean, 
University  of  Nebraska  ColleKe  of  Medicine. 
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region  of  the  country  than  any  other.  None- 
theless, this  area  of  the  country,  with  8.1% 
of  the  total  U.  S.  population,  has  only  6.8% 
of  the  physicians.  Nebraska  has  about 
0.75%  of  the  U.S.  population  and,  with 
1670  total  physicians,  0.6%  of  physicians. 
Thus,  even  in  a geographic  region  with  few- 
er physicians  than  average,  Nebraska  is  in 
an  unfavorable  position. 

Medical  E^nployment  and  Distribution 
of  Nebraska  Physicians 

There  are  1670  total  M.D.s  in  Nebraska 
(there  are  also  34  D.O.s).  Of  these,  1254 
are  in  direct  patient  care,  225  are  interns, 
residents,  and  full-time  hospital  staff,  117 
are  on  medical  school  faculties  or  in  admin- 
istration or  research,  and  74  are  inactive. 
A total  of  589  physicians  are  in  general  prac- 
tice — almost  40%  of  those  in  training 
or  giving  patient  care,  as  opposed  to  the  na- 
tional average  of  26%.  Twenty  percent  of 
physicians  are  over  age  65,  50  M.D.s  are 
between  ages  70  and  80,  and  52  M.D.s  are 
over  age  80.  Older  physicians  are  particu- 
larly predominant  in  northeast  and  in  south 
central  Nebraska. 

Thirteen  counties  do  not  have  physicians. 
Twelve  of  these  counties  also  have  no  hos- 
pital, eight  have  no  ambulance  service,  and 
ten  have  no  first  aid  program. 

The  total  number  of  physicians  in  the 
state  is  below  average,  and  distribution  is  not 
well  balanced.  North  central  Nebraska  is 
the  area  of  particular  deficit.  The  areas  of 
the  state  losing  physicians,  or  with  few  now 
present,  however,  are  adso  the  areas  losing 
population. 

Educational  Background  of 
Nebraska  Physicians 

Of  all  physicians  in  the  state,  856  (51%) 
are  graduates  of  the  University  of  Nebraska, 
343  (24%)  are  graduates  of  Creighton  Uni- 
versity, and  427  (24%)  are  graduates  of 
other  medical  schools.  Major  contributors 
in  the  latter  group  are  Northwestern  Univer- 
sity 37,  other  Illinois  schools  34,  and  Iowa 
30. 

Physicians  in  full  time  teaching  or  hos- 
pital work  represent  24%  U.  of  Nebraska 
graduates,  13%  Creighton  graduates,  and 


63%  graduates  of  other  schools.  General 
physicians  are  67%  U.  of  Nebraska  gradu- 
ates, 20%  Creighton  graduates,  and  13  %> 
graduates  of  other  schools.  Those  in  spe- 
cialty practice  are  53%  U.  of  Nebraska  grad- 
uates, 21%  Creighton  graduates  and  26% 
from  other  schools.  Although  75%  of  spe- 
cialists graduated  from  schools  in  Nebraska, 
only  one  third  of  them  took  residency  train- 
ing in  the  state,  while  two  thirds  were 
trained  elsewhere. 

Contribution  of  the  University  of 
Nebraska  College  of  Medicine 

In  the  World  War  II  years,  substantial 
numbers  of  students  at  the  University  of 
Nebraska  came  from  other  states.  Over  the 
past  15  years,  however,  90  to  95%  of  gradu- 
ates have  been  residents  of  Nebraska. 

The  number  of  Nebraska  residents  enter- 
ing medical  school  has  averaged  a little  over 
100  for  the  past  10  years.  The  number  at- 
tending the  University  of  Nebraska  College 
of  Medicine  has  remained  at  about  80,  those 
attending  Creighton  have  varied  between  5 
and  18  per  year,  and  the  numbers  attending 
medical  schools  outside  the  state  have  gradu- 
ally increased.  With  an  increase  in  size  of 
classes  to  110  entering  the  first  year  at  the 
University  of  Nebraska,  the  number  of  Ne- 
braska residents  entering  school  in  the  state 
should  increase  by  about  20  in  1968-1969. 
For  at  least  20  years,  Nebraska  has  been 
either  first  or  second  among  the  United 
States  in  students  entering  medicine  per 
100,000  population,  and  this  should  continue. 

The  year  1960  probably  represents  the 
last  class  whose  graduates  may  be  assumed 
to  be  settled,  considering  four  to  five  years 
of  internship  and  residency  and  two  years 
of  military  service.  A survey  of  the  Uni- 
versity of  Nebraska  College  of  Medicine 
graduates  of  1956  to  1960  indicates  that  one 
third  have  remained  in  Nebraska  and  two 
thirds  are  now  practicing  elsewhere.  Al- 
most 40%  of  graduates  are  in  general  prac- 
tice, but  again,  nearly  two  thirds  of  these 
have  left  Nebraska.  Alumni  are  now  located 
in  46  states  with  California,  Colorado,  Iowa, 
Washington,  Minnesota,  and  Oregon  being 
the  major  beneficiaries  of  our  educational 
programs. 
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The  University  of  Nebraska  will  be  edu- 
cating, with  full  implementation  of  pro- 
posed programs,  adequate  numbers  of  medi- 
cal students.  Some  improvements  in  quality 
of  undergraduate  education  remain  to  be 
made,  but  increases  in  quantity  and  quality 
of  graduate  educational  programs  are  a 
critical  necessity  to  retain  physicians  for 
practice  in  Nebraska. 

Graduate  Educational  Opportunities 

An  important  factor  in  ultimate  practice 
location  is  the  geographic  area  in  which 
graduate  education  is  pursued.  Proposals 
of  the  American  Academy  of  General  Prac- 
tice, the  Association  of  American  Medical 
Colleges,  and  the  American  Medical  Associa- 
tion call  for  a minimum  period  of  three  years 
of  graduate  education  after  receiving  the 
M.D.  degree,  including  those  going  into  gen- 
eral practice.  The  same  five  years  — 1956 
to  1960  — were  surveyed  for  the  location  of 
internship  related  to  the  present  location 
of  practice.  In  those  five  years,  40%  of 
graduates  interned  in  Nebraska  and  60% 
elsewhere.  Of  those  interning  in  Nebraska, 
58%  remained  here  to  practice,  and  42% 
utlimately  moved  elsewhere.  Of  those  who 
interned  outside  Nebraska,  less  than  20% 
returned  here  to  practice.  The  number  in- 
terning in  Nebraska  remained  stationary  for 
a number  of  years,  but  has  recently  de- 
clined and  few  outside  students  are  attract- 
ed. The  problem  has  not  improved  since 
1960. 

Internship  positions  offered  in  Nebraska 
have  reached  the  level  of  115.  There  are 
now  163  graduating  seniors  annually  from 
the  two  medical  schools  and  this  number  will 
increase  to  190  within  the  next  five  years. 
Thus,  the  number  of  Nebraska  internships 
available  could  not  accommodate  Nebraska 
medical  school  graduates,  although  national- 
ly the  number  of  internships  exceeds  by 
50%  the  number  of  graduating  seniors.  A 
survey  of  the  class  of  1968  at  the  University 
of  Nebraska  indicated  that  the  factors  in- 
fluencing the  choice  of  internships  ranked 
in  the  following  order;  (1)  educational  pro- 
gram, (2)  influence  on  subsequent  residency, 
(3)  salary,  (4)  geographic  location,  (5)  liv- 
ing quarters,  and  (6)  military  commitment. 
Since  we  do  not  currently  attract  interns  it 


seems  that  we  should  look  to  deficits  in  our 
educational  programs  and  opportunity  for 
subsequent  residencies  as  weaknesses. 

While  internships  are  important,  studies 
have  shown  that  residencies  are  even  more 
so  in  ultimate  practice  location.  The  AMA 
recognizes  28  specialties  with  approved  resi- 
dency training  programs.  Only  eleven  of 
these  28  have  training  programs  in  Nebras- 
ka, and  two  additional  programs  — in  Neu- 
rology and  Orthopedic  Surgery  — are 
planned.  Fifteen  of  the  28  specialties  have 
no  available  training  programs  within  the 
state.  There  are  only  57  first  year  resi- 
dency positions  available,  compared  to  115 
internship  positions  and  163  annual  medical 
graduates.  Strong  three-year  programs  in 
family  practice  must  be  established.  The 
College  of  Medicine  — Bishop  Clarkson  Hos- 
pital Community  internship  proposal  to  be 
implemented  July  1,  1969,  is  a step  in  this 
direction.  Opportunities  for  graduate  educa- 
tion in  Nebraska,  which  would  appear  vital 
in  retaining  physicians  for  practice  in  the 
state  and  improving  our  health  care,  are 
limited. 

Dentists 

This  study  did  not  actively  concern  itself 
with  dentists  or  dental  hygienists.  There 
are  a few  of  the  latter  in  Nebraska,  but  on 
a population  basis  the  number  of  dentists 
available  is  equal  to  the  national  average. 

Pharmacists 

Pharmacists  were  not  actively  studied  by 
this  survey.  With  two  schools  in  the  state, 
there  appears  to  be  no  shortage  of  pharma- 
cists nor  any  significant  maldistribution. 

Hospitals 

In  broad  summary,  Nebraska  has  117 
licensed  general  hospitals  with  a total  of 
7,412  general  hospital  beds.  Eleven  hos- 
pitals have  a total  of  6,145  beds  for  psychi- 
atric patients  and  the  mentally  retarded. 

There  are  280  nursing  and  convalescent 
facilities,  with  a total  of  12,628  beds,  al- 
though it  should  be  noted  that  only  10  of 
these  are  fully  accredited. 

Hospital  and  nursing  home  facilities  are 
relatively  well  distributed  in  terms  of  popu- 
lation distribution. 
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Allied  Health  Professions 

In  the  fields  of  allied  health  personnel, 
it  was  difficult  to  obtain  accurate  figures 
concerning  numbers  now  working  and  actual 
needs.  These  individuals  may  be  employed 
either  in  hospitals  or  outside  and  the  num- 
bers registered  in  many  instances  do  not 
reflect  numbers  actively  working. 

Medical  Technologists 

There  are  580  registered  medical  tech- 
nologists in  Nebraska,  which  is  above  the 
national  average.  There  are  six  approved 
schools  in  the  state  graduating  approximate- 
ly 90  students  per  year.  No  associate  de- 
gree programs  or  Certified  Laboratory  As- 
sistant Programs  are  in  operation. 

It  is  difficult  to  determine  how  many  of 
those  registered  are  actually  working.  The 
attrition  rate  is  probably  about  one  third 
within  three  years  of  graduation.  If  a ma- 
jority of  the  gi’aduates  stayed  in  the  state 
of  Nebraska,  the  above  number  of  graduates 
should  keep  us  within  the  prospective  needs 
suggested  for  1975. 

There  are  however  regional  shortages,  of 
which  Omaha  is  a particular  example.  The 
problem  of  needs  and  numbers  of  medical 
technologists  will  require  much  more  ac- 
curate information  than  is  now  available 
from  any  source. 

Laboratory  Assistants 

There  is  no  tabulation  available  as  to  the 
number  of  these  individuals  or  their  exact 
definition  in  Nebraska.  Without  a detailed 
hospital  study,  there  is  no  present  informa- 
tion to  establish  their  actual  numbers  or 
need. 

Cytotechnologists 

At  the  present  time  there  are  13  registered 
cytotechnologists  in  this  state.  There  is  one 
school  of  cytotechnology  which  is  at  the  Uni- 
versity of  Nebraska.  With  an  estimated  de- 
mand for  20  such  individuals  in  1975,  it 
seems  that  this  demand  could  be  met  unless 
new  areas  of  work  responsibility  are  found. 

Occupational  Therapists 

There  are  only  18  active  registered  occu- 
pational therapists  in  Nebraska.  There  is 


presently  no  school  for  training  such  indi- 
viduals in  the  state.  Need  surveys  would 
suggest  approximately  50  now  needed  with 
an  increase  to  nearly  200  by  1975.  Without 
a training  program,  it  is  unlikely  that  these 
needs  will  be  met. 

Physical  Therapists 

There  are  approximately  70  physical 
therapists  in  Nebraska,  with  a projected 
need  of  150  by  1975.  Opinion  surveys  of 
seiwices  available  in  metropolitan  and  out- 
state  hospitals  indicate  that  only  30%  of 
hospitals  have  physical  therapy  services 
available  while  an  additional  36%  need  such 
services. 

The  Nebraska  chapter  of  the  American 
Physical  Therapy  Association  has  made 
strong  representations  at  the  state  level  for 
establishment  of  a School  of  Physical  Thera- 
py in  Nebraska  since  no  such  opportunity 
for  education  now  exists.  This  report  would 
appear  to  justify  the  need  for  such  a school. 

Inhalation  Therapists 

At  present,  there  are  three  inhalation 
therapists  in  Nebraska,  but  only  one  of  these 
is  registered.  There  are  only  three  schools 
in  the  entire  geographic  area,  with  none  in 
Nebraska.  With  the  increasing  utilization 
of  such  individuals  and  117  hospitals  in  the 
state,  the  need  seems  clearly  present  for  a 
training  program  in  this  allied  specialty. 

Radiology  Technologists 

The  state  membership  of  registered  radi- 
ology technologists  is  449,  but  again  it  is  not 
known  how  many  are  actively  employed. 
There  are  three  training  schools  located  in 
Omaha.  Opinion  surveys  indicate  20%  more 
R.T.s  are  required  by  outstate  hospitals.  It 
appears  that  the  need  can  be  met  by  present- 
ly available  training  programs. 

Medical  Record  Librarians 

There  are  36  registered  medical  record  li- 
brarians in  the  state.  Requirements  dictate 
an  immediate  need  for  90,  with  approxi- 
mately 150  required  by  1975.  Most  of  those 
now  active  were  trained  through  the  School. 
Again,  since  the  attrition  rate  is  consider- 
able, it  appears  that  at  least  one  additional 
school  in  the  state  would  be  desirable,  and 
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programs  should  be  established  for  medical 
record  technicians. 

In  summary,  although  accurate  data  ai’e 
most  difficult  to  obtain,  it  appears  that  the 
greatest  demand  exists  in  the  fields  of  oc- 
cupational therapy,  physical  therapy,  in- 
halation therapy,  medical  record  librarians, 
and  laboratory  assistants.  Present  training 
programs  should  be  adequate  for  medical 
technologists.  Increased  utilization  of  allied 
health  personnel  might  modify  these  needs. 

Nursing 

Nursing  needs  will  be  the  subject  of  an- 
other report.  The  number  of  registered 
nurses  in  Nebraska  equals  national  averages, 
but  there  are  still  many  areas  of  shortage  in 
Nebraska,  as  there  are  nationally.  There  is 
a particular  need  for  more  faculty  trained 
at  the  master’s  degree  level  as  well  as  train- 
ing programs  for  such  individuals.  One 
large  hospital  (three  year)  school  of  nurs- 
ing in  Nebraska  is  now  closing,  and  a sim- 
ilar step  has  been  considered  by  several  other 
schools.  The  fastest  growing  programs  for 
the  registered  nurse  are  the  two-year  as- 
sociate degree  programs.  Nebraska  is  one 
of  the  few  states  without  any  programs 
whatever  in  this  category  — a serious  defi- 
ciency. 

Compared  to  national  figures,  Nebraska 
also  has  a serious  shortage  of  licensed  prac- 
tical nurses.  About  1600  are  listed  in  com- 
parison to  needs  of  2300.  Five  educational 
programs  in  the  state  with  approximately 
200  graduates  annually  are  unlikely  to  be 
able  to  meet  this  need. 

Summary 

Present  undergraduate  educational  pro- 
grams in  medicine,  probably  dentistry,  and 
pharmacy,  medical  and  radiologic  technology, 
cytotechnology,  and  baccalaureate  nursing 
should  provide  sufficient  numbers  of  gradu- 
ates. Areas  of  deficient  quality  need  up- 
grading. New  or  expanded  programs  are 
particularly  required  in  internships  and  resi- 
dencies, associate  degree  nursing,  physical 


therapy,  occupational  therapy,  inhalation 
therapy,  medical  record  librarians,  and  med- 
ical record  technicians. 

The  important  need  is  retaining  a sub- 
stantial portion  of  the  young  people  who  re- 
ceive health  professions  education  in  Ne- 
braska to  give  service  in  the  state  of  Ne- 
braska. The  means  of  accomplishing  this 
in  each  of  the  health  fields  is  not  easy  to 
define.  In  some  instances  salary  is  a prob- 
lem, but  in  relation  to  cost  of  living  this 
does  not  appear  to  be  a major  stumbling 
block.  Areas  with  more  favorable  geography 
and  climate  will  continue  to  attract  some 
people,  and  the  hope  of  retaining  a sub- 
stantial number  of  health  educated  people 
in  Nebraska  will  have  to  be  based  on  worth- 
while practice  opportunities  with  opportun- 
ities for  participation  in  a modern  health 
care  system. 

In  the  case  of  physicians  this  will  at  least 
require  more  and  better  training  opportun- 
ities, both  in  internships  and  especially  in 
residencies.  Better  practice  environment  is 
also  important  as  documented  by  opinion 
surveys  apart  from  the  present  manpower 
tabulations.  Young  physicians  want  to  prac- 
tice in  partnerships  or  groups,  not  alone  in 
a community.  They  want  effective  continu- 
ing education  and  ready  consultation.  Many 
outstate  hospitals  report  a lack  of  assistance 
from  many  categories  of  allied  health  per- 
sonnel, and  with  the  complexity  of  modern 
medical  care,  physicians  desire  this  assist- 
ance also.  Young  physicians  are  also  inter- 
ested in  a good  place  to  raise  their  families, 
including  cultural  opportunities  and  su- 
perior school  systems. 

Nebraska  has  problems  of  health  man- 
power. The  University  of  Nebraska  has 
physical  facilities  to  meet  the  needs,  but  pres- 
ent programs  require  upgrading  and  new 
programs  in  allied  areas  are  necessary.  In 
order  to  meet  needs  in  outstate  Nebraska, 
graduate  programs  in  family  practice,  bet- 
ter practice  environment,  and  imaginative 
efforts  to  retain  health  personnel  in  the  state 
are  essential. 
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Is  Halothane  Hepatotoxic? 


The  hepatotoxicity  of  halothane 
has  been  a subject  for  concern 
since  its  introduction  as  an 
anesthetic  agent.  It  was  suggested,  after 
several  cases  seemed  to  indicate  such  an 
effect,  that  a large  study  be  done.  The  liter- 
ature was  reviewed  in  1965;  18  reports  were 
included,  with  66  cases  of  jaundice  and  35 
deaths.  During  the  next  two  years.  Morgen- 
stern  reported  five  cases  of  fatal  hepatic  ne- 
crosis and  four  of  nonfatal  postoperative 
jaundice;  Thornton  and  Knight  considered 
halothane  “potentially  toxic  to  the  liver;’’ 
Read  considered  the  role  of  halothane  “in 
the  production  of  a picture  identical  with 
viral  hepatitis’’  to  be  well  recognized ; and 
Middleton  called  the  issue  “unsettled.” 

A study  group  was  designated  in  1961, 
a subcommittee  was  appointed  in  1962,  and 
a warning  was  issued  in  1963.  Fifty-four 
institutions  were  consulted : 16  decided 
against  participation,  3 withdrew ; 34  met  the 
requirements.  The  study  involved  856,500 
patients  and  a four-year  period.  The  survey 
was  retrospective  rather  than  clinical,  and 
was  limited  to  the  period  from  1959  through 
1962.  It  was  concerned  with  cases  of  fatal 
massive  hepatic  necrosis  within  six  weeks  of 
anesthesia.  Complete  necropsies  were  per- 
formed in  60.4%  of  the  cases. 

The  Summary  of  the  National  Halothane 
Study  was  published  in  1966,  and  said:  “Ac- 
cordingly, until  the  matter  is  finally  settled, 
unexplained  fever  and  jaundice  in  a specific 
patient  following  halothane  administration 
might  reasonably  be  considered  a contraindi- 
cation to  its  subsequent  use  in  that  patient.” 
And  again:  “The  National  Halothane  Study 
has  not  entirely  ruled  out  a rare  relation- 
ship between  halothane  and  massive  hepatic 
necrosis.” 

An  editorial  entitled  “Final  Report  of  the 
National  Halothane  Study”  stated:  “At  the 
same  time,  neither  do  the  data  prove  that 
halothane  does  not  damage  the  liver,  a con- 
clusion which  some  have  incorrectly  taken 
to  mean  that  the  study  failed  in  its  objec- 
tive.” The  editorial  also  stated:  “The  pos- 
sibility of  a special  risk  of  hepatic  injury 
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after  repeated  exposures  to  halothane  has 
attracted  widespread  interest.”  It  went  on 
to  say  that  “in  reports  of  patients  who  have 
received  30  or  more  administrations,  no 
hepatic  injury  was  found.  In  the  National 
Halothane  Study,  the  incidence  of  massive 
hepatic  necrosis  was  higher  after  two  or 
more  general  anesthetics  when  halothane 
had  been  used  at  least  twice  than  when  it  had 
not  been  used.”  And  while  calling  it  rare, 
an  editorial  entitled  “The  National  Study” 
stated  that  “there  may  be  a halothane- 
related  hepatic  necrosis.” 

Since  the  appearance  of  the  study,  reports 
continue  to  appear  indicating  that  halo- 
thane has  not  been  exonerated,  that  it  may 
be  hepatotoxic,  that  repeated  administra- 
tions may  be  unwarranted,  and  that  the 
issue  is  still  unsettled.  Davidson  wrote  that 
no  one  knows  “whether  halothane  is  toxic 
to  the  liver.”  Havard  stated  that  halo- 
thane has  recently  been  associated  with  he- 
patocellular jaundice.  Babier  felt  that  it  is 
suggested,  but  not  proved,  “that  this  drug 
may  also  cause  the  lesion.”  Hughes  wrote  of 
halothane  as  “a  conditioning  or  causative 
agent  of  the  jaundice  occurring  in  these  pa- 
tients after  repeated  anesthetics.”  An  edi- 
torial stated  that  “the  findings  undoubtedly 
place  halothane  again  under  scrutiny.” 

Trey  found  36  cases  in  which  halothane 
anesthesia  was  followed  by  jaundice,  and 
felt  that  these  data  “implicate  halothane 
as  a cause  of  fulminant  hepatic  failure.” 
Klatskin  spoke  of  “children  being  sensitized 
and  said  that  “it  is  difficult  to  escape  the 
conclusion  that  halothane  is  a sensitizing 
agent,  and  that  it  is  capable  of  producing 
hepatic  necrosis  in  certain  susceptible  indi- 
viduals.” Hoech  said  he  understood  that 
during  the  study,  because  of  postmortem 
autolysis,  “the  same  expert  might  have  a 
different  impression  on  reviewing  the  same 
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set  of  slides  the  second  or  third  time.” 
Mohler  suggested  that  the  usefulness  of 
halothane  should  be  reassessed.  And  Bom- 
beck  and  his  associates,  in  1969,  considered 
the  effects  of  halothane  on  the  liver  “poorly 
understood.”  They  felt  that  there  was  little 
doubt  that  halothane  “is  occasionally  asso- 
ciated with  acute  massive  hepatic  necrosis 
which  is  fatal  in  approximately  80  per  cent 
of  the  instances  in  which  it  occurs.”  They 
spoke  of  the  current  clinical  controversy,  and 
found  that  “when  effects  on  hepatocyte  ultra- 
structure were  investigated,  both  halothane 
and  chloroform  were  found  to  produce  marked 
proliferation  of  the  smooth  endoplasmic 
reticulum.” 

An  anesthetist  developed  hepatitis  and 
cirrhosis;  his  relapses  coincided  with  his 
return  to  work  and  exposure  to  halothane. 
Halothane  challenge  caused  a relapse,  with 
chills,  fever,  and  acute  hepatitis,  suggesting 
that  halothane  is  a sensitizing  agent, and 
that  halothane  is  a cause  of  liver  injury.'” 

The  issue  has  not  been  settled  by  time, 
nor  has  it  been  settled  by  the  National  Halo- 
thane Study;  the  debate  has  been  “re- 
kindled.”2« 

Summary 

1.  Reports  of  hepatic  injury  associated 
with  the  use  of  halothane,  and  conclusions 
that  halothane  may  be  toxic  to  the  liver, 
continue  to  appear  in  the  literature. 

2.  When  fever  or  jaundice  appears  after 
halothane,  it  is  felt  that  this  agent  should 
not  be  given  again.  This  suggests  that  halo- 
thane may  cause  fever  or  jaundice.  With 
or  without  fever  or  jaundice,  giving  halo- 
thane repeatedly  is  said  to  increase  its  risk. 
If  a patient  is  reanesthetized  by  someone 
else,  the  administrator  of  anesthesia  may 
not  know  that  halothane  should  not  be  given. 

3.  The  National  Halothane  Study  did  not 
say  that  halothane  is  not  hepatotoxic;  it  did 
not  rule  out  “a  rare  relationship  between 
halothane  and  massive  hepatic  necrosis.” 
Institutional  death  rates  varied,  in  the  na- 
tional study,  between '0.27%  and  6.41%.  This 
is  a range  of  more  than  two  thousand  per- 
cent and  requires  explanation. 

4.  The  “Final  Re])ort  of  the  National 


Halothane  Study”  said  “neither  do  the  data 
prove  that  halothane  does  not  damage  the 
liver,”  and  continued  with  the  words  “with 
the  issue  unresolved.”  The  Summary  said, 
“until  the  matter  is  finally  settled.” 

5.  In  1968,  halothane  was  placed  “again 
under  scrutiny,”  and  is  implicated  as  a “cause 
of  fulminant  hepatic  failure.”  “In  most 
cases,”  said  the  study,  “hepatic  injury  was 
not  suspected  during  life;”  and  nonfatal 
cases  were  not  studied. 

6.  The  issue  is  unsettled  and  is  very  much 
alive.  The  controversy  still  rages,  into  1969, 
despite  the  national  study. 

Conclusions 

1.  When  we  administer  halothane,  we 
are  giving  the  patient  something  that  may 
damage  his  liver  (we  do  not  know  how  often, 
since  nonfatal  cases  were  not  studied),  and 
a drug  we  do  not  think  we  should  repeat. 

2.  The  national  study  did  not  resolve  the 
issue.  The  hepatotoxicity  of  halothane  is 
still  not  known,  halothane  is  not  exonerated, 
and  the  controversy  still  rages. 

3.  It  is  suggested  that  halothane  be  given 
only  where  a specific  indication  exists.  The 
patient  requiring  one  anesthesia  will  be 
spared  the  risk  of  hepatic  injury,  but  more 
important,  the  patient  who  will  have  a sec- 
ond operation  will  be  able  to  receive  halo- 
thane m.ore  safely  for  the  second  procedure 
if  halothane  has  not  been  used  for  the  first. 
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I 


Urinary  Abnormalities  in  the 
Institutionalized  Retarded 


The  mentally  retarded,  known  to 
have  a high  incidence  of  both 
congenital  anomalies  and  in- 
herited metabolic  defects,  might  be  expect- 
ed to  demonstrate  an  increased  frequency 
of  renal  anomalies  and  hereditary  nephritis 
as  well  as  infection  secondary  to  debilita- 
tion, neurogenic  dysfunctions  of  the  blad- 
der and,  very  possibly,  constant  perineal 
contamination.  Although  the  hospitalized 
patient  has  a maximal  risk  of  significant 
bacteriuria,  reported  as  17%  by  Kaitz  and 
Williams,^  no  similar  studies  have,  to  our 
knowledge,  been  carried  out  among  the  in- 
stitutionalized retarded.  This  is  a report  of 
the  incidence  of  pyuria  and  confirmatory  bac- 
teriuria, and  of  hematuria  and  proteinuria 
in  451  institutionalized  retardates. 

Methods 

The  subjects  were  306  males  and  145  fe- 
males under  21  years  of  age,  resident  at  the 
Nebraska  State  Home  for  the  Retarded,  Be- 
atrice, Nebraska;  an  additional  412  patients 
in  this  age  group  were  on  vacation  or  out- 
side placement.  The  patients  were  predom- 
inantly white,  but  specific  racial  data  was 
not  available. 

Morning  urine  specimens  were  collected 
without  special  cleansing,  were  acidified  and 
refrigerated,  and  urinalysis  was  done  within 
48  hours.  Repeat  urinalysis  was  done  on  all 
patients  with  glycosuria,  proteinuria,  hema- 
turia, or  more  than  5 wbc/hpf  of  centrifuged 
urine  on  the  first  examination.  The  repeat 
specimens  were  centrifuged,  the  super- 
natant tests  completed  immediately,  and  the 
sediment  preserved  with  an  equal  volume  of 
formalin  for  microscopic  examination  within 
four  days.  All  sediments  were  examined 
with  and  without  a Sternheimer  - Malbin 
Stain,2  and  reported  as  formed  elements  per 
highpowered  field  of  centrifuged  urine.  The 
supernatant  was  tested  for  protein  and  blood 
with  standard  reagent  strips  (Hema-Com- 
bistix,  Ames). 

Suprapubic  aspiration  was  carried  out  in 
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75  of  the  78  patients  with  abnormalities  on 
the  first  two  specimens  to  obtain  uncontam- 
inated urine  for  culture.  At  the  time  of 
puncture,  the  bladder  must  be  full  enough 
to  extend  well  above  the  symphysis  pubis. 
The  bladder  of  infants  being  abdominal,  the 
only  prerequisite  is  a dry  diaper  at  half  to 
one  hour  after  a feeding.®  In  older  children 
and  adults,  the  bladder  must  contain  at  least 
250  ml  of  urine  in  this  series,  all  patients 
old  enough  to  drink  from  a cup  received  500 
ml  of  water  30  to  45  minutes  before  aspir- 
ation. 

The  suprapubic  area  was  cleansed  with 
phisohex  and  70%  alcohol,  and  shaved  as 
necessary.  A wheal  of  local  anesthetic, 
usually  employed  in  older  children  and 
adults,  was  abandoned  in  this  study  since 
the  patients  considered  the  puncture  itself 
no  more  discomforting  than  the  prelim- 
inary introduction  of  the  25  ga  needle.  In 
this  study,  a 3"  20  ga  needle  was  employed. 
Stamey®  recommends  a 3%"  21  ga  needle 
for  adults,  but  a disposable  V/2"  22  ga 
needle  was  reported  satisfactory  in  aspir- 
ations in  1,000  pregnant  women^  and  in  in- 
fants.® The  needle  was  introduced  in  the 
midline,  about  1 cm  above  the  symphysis, 
at  about  a 10°  to  20°  angle  from  the  perpen- 
dicular, and  passed  into  the  bladder  in  a 
single  movement.  (This  differs  from  the 
technique  described  by  Stamey  and  others®-® 
who  recommend  direct  perpendicular  punc- 
ture 2.0  to  3.0  cm  above  the  symphysis).  As 
the  needle  enters  the  bladder,  a slight 
change  in  resistance  is  noted,  and  light  suc- 
tion is  applied.  In  heavier  patients,  it  may 
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be  necessary  to  insert  the  needle  to  full 
depth,  and  then  slowly  withdraw  while  main- 
taining light  suction.  After  withdrawal  of 
the  needle,  local  pressure  is  maintained 
briefly.  If  urine  is  not  obtained,  the  blad- 
der is  not  full  and  is  deep  in  the  retropubic 
area  (Fig.  1).  An  additional  400  to  500  ml 
of  water  is  given  (or  a repeat  feeding  to 
an  infant)  and  the  puncture  repeated  in  30 
to  45  minutes.  The  relationship  of  the  in- 
fant bladder  to  the  lower  abdominal  wall  is 
shown  in  Figure  2. 

The  urines  were  cultured  by  the  dip  stick 
miniculture  technique  (Testuria,  Ames)  as 
described  by  Hobday®  on  trypticase  soy  agar 
culture  medium  with  24  hours  incubation. 
Because  of  the  dilution  factor  of  forced  hy- 
dration, any  bacterial  growth  in  urine  ob- 
tained by  suprapubic  aspiration  was  con- 
sidered significant.®  Previous  data  compiled 
in  the  laboratory  of  the  Department  of  Mi- 
crobiology, University  of  Nebraska  College 
of  Medicine  by  H.  W.  McFadden,  Jr.,  M.D. 
on  bacterial  growth  by  this  miniculture  tech- 
nique as  compared  with  quantitive  pour  plate 


of  400  catheterized  or  cleancatch  urines  is 
sum'iiarized  as  follows: 


Testuria  Pour  Plate 

Fositiv'e Negative 2 

Equivocal Negative 10 

Equivocal Positive 9 

Negative Positive 12 

Negative Equivocal 5 

No  Difference 362 

Total 400 

In  this  schematic  data  a “positive  pour 
plate”  means  more  than  100,000  cols/ml,  and 
an  “equivocal  plate”  means  10,000  - 100,000 
cols/ml. 


C.59^  False  Positive 
2.5% 

2.25% 

3.0%  False  Negative 
1.25% 

90.5% 


Results 

No  significant  loss  of  cells  occurred  on  re- 
peat counts  of  sediment  before  and  up  to 
two  weeks  after  formalin  treatment,  and  the 
two  techniques  of  urine  preservation  were 
considered  equivalent.  Of  the  451  initial 
urines,  at  least  one  abnormality  was  found 
in  230  (48.9%),  and  a repeat  urinalysis  was 
performed  followed  by  suprapubic  aspiration 
for  culture  if  two  urines  showed  more  than 
5 wbc/hpf,  proteinuria  of  1+  or  more,  or 
hematuria  by  testape  or  more  than  2 rbc/hpf. 


Figure  2.  Lateral  view  of  bladder  puncture  during  a eystogram  in  an  8 lb..  4 month-old  infant.  The  introduction 
of  only  30  cc  of  ladiopaque  dye  distends  the  bladder  adequately  for  direct  aspiration  by  a I'c"  needle  introduced  one 
finger  breadth  above  the  svmphysis  (dotted  line). 
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Pyuria  (Table  1)  in  excess  of  5 wbc/hpf 
was  noted  in  14.3%  of  males  and  16.1%  of 
the  females,  with  the  highest  incidence  be- 
ing children  below  five.  The  miniculture 
technique  showed  bacterial  growth  from 
suprapubic  urine  from  75.7%  of  the  74  sub- 
jects with  pyuria  (Table  2). 


Of  the  86  urines  positive  for  a trace  of  pro- 
tein only,  52.4%  (46/86),  were  positive  on  re- 
peat examination.  Urines  initially  positive 
at  30  mg%  or  more  were  consistent  (15/16), 
and  occurred  in  3.4%  (15/351)  of  the  total. 


The  suprapubic  aspiration  was  success- 
ful on  the  first  attempt  in  84.6%,  with  a 
total  success  rate  of  94.9%  (Table  3).  Three 
suprapubic  aspirations  were  unsuccessful  on 
the  second  attempt,  one  due  to  pelvic  de- 
formity, two  others,  in  hydrocephalic  patients, 
were  unsuccessful  despite  repeated  oral  hy- 
dration. 

Proteinuria  (Table  4)  was  initially  noted 
in  22.6%  (102/451)  of  the  total  patients. 


Table  4 

PROTEINURIA 

TOTAL 

1st  Urine 


Trace  86 

30  mg%  9 

100  mg%  6 

300  mg9r  1 

102 

Negative  349 


Total  451 


MALES 


Repeat 

46 

10 

3 

2 

61 

41 

102 


1st  Urine  Repeat 


Trace 

52 

25 

Table  1 

30  mg%  _ _ 

. 4 

5 

PYURIA 

100  mg% 

. 4 

2 

Total 

WBC>5/HPF 

300  mg% 

- . 1 

2* 

MALES 

Pts 

1st 

2nd 

— 

— 

0 - 4 yrs 

6 

4 

4 

61 

34 

5 - 9 yrs 

48 

9 

7* 

Negative 

245 

28 

10  - 14  yrs 

101 

14 

13* 

Total 

_ 306 

62 

15  - 21  vrs 

151 

20 

16* 







* — positive  on  repeat 

done  for  other  indication. 

3C6 

47 

50 

FEMALES 

FEMALES 

1st  Urine 

Repeat 

0 - 4 yrs 

8 

6 

5 

Trace 

34 

21 

5 - 9 yrs 

23 

6 

5 

30  mg%  _ . 

- 5 

5 

10  - 14  yrs 

41 

14 

10 

100  mg% 

- 2 

1 

15  - 21  yrs 

73 

7 

5 

300  mg% 

_ 0 

0 

145 

33 

25 

41 

27 

* — Second  specimen 

positive  : first 

negative. 

Negative 

104 

14 

Total 

145 

41 

Table  2 

PYURIA 

AND  BACTERIURIA 

Screening 

Suprapubic 

Culture 
Punctu  re 

Total 

Positive 

Cultures 

% 

Male 

41 

32 

78.0 

Female  . 

33 

24 

72.8 

74 

56 

75.1% 

Table  3 

SUPRAPUBIC  PUNCTURES 


Attempts  (Total)  78  - 100.0% 

Success  — 1st  puncture  66  - 84.6% 

Success  — repeat  puncture 

after  rehydration 8 - 10.3% 

Unsuccessful  3 - 5.1% 

Pelvic  deformity  1 - 

Unknown  2 - 


Table  5 
HEMATURIA 

>2  RBC  or 


Total 

Hematest 

Positive 

MALES 

pts 

1st 

2nd 

0 - 4 yrs  . 

6 

0 

0 

5-9  yrs 

..  _ 48 

0 

0 

10  - 14  yrs  . 

. - 101 

2 

2* 

15  - 21  yrs 

-151 

3 

2 

306 

5 

4 

FEMALES 

0 - 4 yrs  . 

8 

0 

0 

5 - 9 yrs  . 

- 23 

1 

0 

10  - 14  yrs  . 

41 

4 

0 

15  - 21  yrs  _ 

73 

8 

1 

145 

13 

1 

* — one  urine 

positive  on  repeat  but 

negative  on 

first. 
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Hematuria  (Table  5)  was  initially  present 
in  1.64%  (5/306)  of  males  and  9.1% 

(13/145)  of  females.  On  repeat  urinalysis,  it 
was  found  in  four  males  and  one  female 
(1.1%),  the  initially  positive  urines  in  fe- 
males presumably  due  to  menstrual  contam- 
ination. 

Discussion 

Pyuria  is  a notoriously  poor  index  of  bac- 
teriuria.  The  multiple  sources  of  error  have 
been  thoroughly  reviewed  by  Stamey.'^  Al- 
though bacteriuria  in  excess  of  100,000 
cols/ml  of  clean  catch  urine  is  typically 
found  in  70-80%  of  patients  with  more  than 
5 wbc/hpf  of  centrifuged  urine,'^  as  low  as 
2%  of  assymptomatic  bacteriuria  in  excess  of 
100,000  cols/ml  is  accompanied  by  pyuria.®- 
In  this  study  only  patients  with  pyuria  were 
investigated  for  bacteriuria.  The  75.7% 
incidence  of  bacteriuria  (defined  as  any 
growth  on  screening  culture  of  urine  ob- 
tained by  suprapubic  aspiration)  in  subjects 
with  pyuria  was  consistent  with  other 
studies.  In  young  infants,  however,  heavy 
contamination  of  bag-collected  specimens  is 
responsible  for  pyuria  in  the  presence  of 
sterile  bladder  urine.^®- 

The  true  incidence  of  bacteriuria  in  the 
study  population  can  be  defined  only  by  cul- 
ture of  the  entire  group  or  a representative 
sample.  The  occurrence  of  pyuria  (pre- 
sumably reflecting  the  minimal  incidence  of 
bacteriuria)  in  these  subjects  was  10%  of 
males  (30/305),  17.2%  (25/145)  of  females, 
and  11.9%  (55/461)  of  the  total  population 
under  21  years.  This  is  less  than  the  17% 
reported  by  Kaitz  and  Williams  in  hospital- 
ized adults,  but  the  true  incidence  is  prob- 
ably much  higher.  The  minimum  incidence 
of  infection  at  all  ages  was  much  higher  than 
that  reported  by  Kunin  as  less  than  1%  for 
white  boys  5 to  19,  and  less  than  3%  for 
white  girls  5 to  19.^2 

The  most  likely  etiology  of  this  high  inci- 
dence of  infection  would  be  prolonged  diaper 
care  and  poor  perineal  hygiene  with  chronic 
fecal  contamination.  Of  the  74  patients  with 
bacteriuria  by  screening  culture,  37  or  50% 
had  fecal  incontinence  or  were  still  in  dia- 
pers, and  three  had  a neurogenic  bladder 
dysfunction.  The  decreasing  incidence  of 
pyuria  and  bacteriuria  with  age  might  sug- 


gest spontaneous  recovery  from  early  bac- 
teriuria as  fecal  contamination  decreased. 

The  high  incidence  of  infection  in  these  pa- 
tients would  be  an  indication  to  investigate 
for  primary  anomalies  of  the  urinary  tract 
as  well  as  for  reversible  radiologic  changes 
such  as  reflux  and  upper  tract  dilatation  that 
are  noted  in  at  least  30%  of  children  with 
urinary  infections. Anomalies  of  the  urin- 
ary tract  are  of  increased  frequency  in  al- 
most all  syndromes  of  chromosomal  aberra- 
tions*^ and  a host  of  other  syndromes, 
characterized  by  multiple  anomalies  in  as- 
sociation with  mental  retardation.*®-*'* 

Suprapubic  aspiration  has  been  shown  to 
be  a safe  and  efficient  method  of  collection 
of  uncontaminated  urine  for  culture  by 
Stamey  in  adults,®  by  Pryles,*®  and  by  Nel- 
son and  Peters®  in  neonates  and  prematures, 
and  by  McFayden  and  Eykyn^  in  pregnant 
women.  Aspiration  was  unsuccessful  in  only 
6%  of  our  subjects;  no  immediate  or  late 
untoward  effects  were  noted  in  our  series 
or  in  others  reported.  Inadvertent  amino- 
centesis  in  pregnant  women  has  not  been 
found  to  be  a risk,^  and  complications  due 
to  inadvertent  puncture  of  a loop  of  bowel 
with  a fine  gauge  needle  have  not  been  re- 
ported. In  patients  from  whom  it  is  diffi- 
cult to  collect  a relatively  clean  midstream 
urine,  suprapubic  aspiration  is  usually  pref- 
erable to  catheterization.  Success  depends 
chiefly  on  adequate  hydration.  Since  fright 
and  pain  may  cause  gastric  distension  and 
ureteral  spasm,  as  well  as  increased  ADH 
and  fall  in  GFR,  excessively  vigorous  attempts 
at  oral  hydration  may  occasionally  produce 
vomiting  or  theoretically,  acute  encephalo- 
pathy due  to  water  intoxication. 

Proteinuria  at  trace  levels  or  more  was 
noted  initially  in  22.6%,  compared  to  the 
maximal  single  incidence  of  6.3%  recorded 
by  Kunin  in  white  school  girls  employing  the 
heat  and  acetic  acid  test.*®  The  frequency 
of  trace  amounts  of  protein  in  this  series 
was  probably  related  to  low  fluid  intake  in 
the  heat  of  summer.  The  incidence  de- 
creased to  12.5%  on  repeat  examination, 
trace  reactions  being  evanescent  but  higher 
concentrations  remarkably  consistent.  Trace 
reactions  occurred  in  association  with  pyuria 
in  30  of  52  males,  and  23  of  36  females,  but 
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concentrations  of  30  mg%  or  higher  oc- 
curred in  association  with  pyuria  in  only 
three  of  15  instances,  a lack  of  correlation 
similar  to  that  reported  by  Kunin  in  assymp- 
tomatic  bacteriuria.  Total  24-hour  protein 
excretion  and  response  to  lordosis  and  exer- 
cise would  be  an  obvious  preliminary  to  fur- 
ther investigation  of  the  patient  with  pro- 
teinuria for  the  possibility  of  latent  or  fa- 
milial nephritis  or  other  metabolic  defects 
such  as  aminoaciduria. 

The  association  of  hereditary  nephritis 
with  high  frequency  nerve  deafness  is  well 
known,  and  a relation  to  other  neurologic 
involvement  might  be  anticipated. Mi- 
crocystic  disease,  typically  found  in  infantile 
nephrosis,  occurs  in  association  with  a myo- 
pathy and  facial  anomalies, and  with  digi- 
tal anomalies. 22  Glomerular  pathology  plus 
CNS  involvement  occurs  in  the  mucopoly- 
saccharidoses,22.  24  the  lipoidoses,  and  the  nail- 
patella  syndrome. 2'^  Glomerular  lesions  in  addi- 
tion to  renal  anomalies  were  described  by  Ef- 
ron in  Type  A hyperprolinemia2®  and  hydroxy- 
prolinemia.2'^  Glomerular  and  tubular  dam- 
age is  the  usual  cause  of  death  in  Lowe’s 
syndrome  of  retardation-buphthalmos-amino- 
aciduria.28  Stone  formation  is  characteristic 
of  cystathionuria,  along  with  mental  retarda- 
tion, deafness  and  multiple  anomalies.29 
Renal  calcinosis  occurs  in  tubular  dysfunc- 
tions associated  with  mental  retardation  such 
as  infantile  hypercalcemia^®  and  pseudo- 
hypoparathyroidism, and  in  the  multiplicity 
of  neurologic  deficits  and  myopathies  lead- 
ing to  immobility  and  osteoporosis. 21 

Summary 

A survey  was  made  of  urinary  abnormal- 
ities in  451  institutionalized  retardates  un- 
der 21  years  of  age.  Pyuria  greater  than 
five  wbc/hpf  on  two  occasions  was  noted  in 
14.3%  (44/306)  of  males  and  16.1% 

(24/145)  of  females. 

Bacteriuria  was  confirmed  in  75.7%  of 
subjects  with  pyuria,  employing  screening 
cultures  of  urine  obtained  by  suprapubic 
aspiration.  Suprapubic  puncture  was  suc- 
cessful in  74  of  78  patients,  and  was  con- 
sidered the  best  method  for  collection  of 
uncontaminated  urine  in  such  a population. 

Proteinuria,  at  30  mg%  or  higher,  was 
found  in  3.4%  (15/451)  on  the  initial  ex- 


amination, and  confirmed  in  all  but  one  sub- 
ject on  repeat  urinalysis.  Proteinuria  at 
trace  concentrations  was  not  consistent. 
Hematuria  (more  than  2 rbc/hpf  and/or 
hematest  positive)  was  present  on  two  oc- 
casions in  1.1%  (5/451). 

Pyuria  and  confirmatory  bacteriuria  were 
related  to  continued  diaper  care  and  known 
bladder  dysfunctions;  investigation  for  the 
incidence  of  urinary  tract  anomalies  in  as- 
sociation with  chomosomal  disorders,  and 
other  syndromes  would  seem  indicated.  The 
presence  of  isolated  and  persistent  protein- 
uria and  hematuria  suggests  the  possibility 
of  hereditary  or  metabolic  nephritis  in  as- 
sociatioTi  with  mental  retardation. 
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Teaching  Comprehensive  Medicine  in  the 
Home  Setting:  A Preliminary  Report 


Part  II 

A physician  visited  with  the  team  on  the 
third  visit  and  was  impressed  by  the  in- 
sight which  the  student  “physician”  and  “ob- 
server” had  attained  with  respect  to  the 
overall  medical,  social,  and  economic  prob- 
lems encountered  by  this  patient.  It  was 
immediately  apparent  that  the  patient  had 
permitted  herself  to  become  extremely  in- 
active, a fact  thoroughly  appreciated  by  the 
“physician”  and  “observer.”  Indeed,  they 
had  encouraged  her  to  make  more  use  of  her 
“walker,”  and  had  already  made  inquiries 
concerning  the  availability  of  a physiothera- 
pist for  home  therapy.  They  had  also  ex- 
plored the  possibility  of  transporting  the 
patient  daily  to  a local  hospital  for  a physical 
therapy  program. 

After  the  students  had  determined  the  pa- 
tient’s financial  situation,  they  felt  that  she 
was  not  obtaining  all  the  benefits  available 
to  her.  For  example,  it  was  learned  that 
dentures  could  be  provided  through  the  Old 
Age  Assistance  Program.  Because  of  a 
severe  nutritional  problem  they  recommend- 
ed that  a nutritionist  be  called  for  consulta- 
tion since  the  patient  lacked  understanding 
of  basic  nutritional  requirements  and  meal 
planning. 

The  students  learned  that  two  daughters 
lived  in  the  neighborhood.  They  proposed 
that  one  daughter  be  given  detailed  instruc- 
tions concerning  the  patient’s  nutritional 
and  physiotherapy  requirements.  They 
hoped  to  provide  this  daughter  with  insight 
into  the  psychological  and  emotional  prob- 
lems which  were  preventing  her  mother 
from  attaining  maximum  rehabilitative 
progress. 

Family  2 

A second  family  consisted  of  a 55-year-old 
married,  wheelchairbound  woman,  with  ad- 
vanced multiple  sclerosis.  Her  husband, 
age  60,  was  also  confined  to  a wheelchair 
due  to  paraparesis  of  the  lower  extremities 
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secondary  to  a destructive  lesion  of  the 
spinal  cord  allegedly  caused  by  carcinoma. 
He  was  scheduled  for  surgical  exploration 
at  the  Omaha  Veterans  Administration  Hos- 
pital at  the  time  of  the  students’  visits. 

An  unmarried  employed  daughter  with 
two  children  shared  the  home.  However, 
she  apparently  provided  only  minimal  assist- 
ance with  their  physical  care  and  pre- 
sumably remained  in  the  home  only  for  fu- 
ture monetary  benefits  for  herself  and  her 
children. 

Both  the  “physician”  and  the  “observer” 
correctly  identified  a severe  degree  of  psy- 
chological stress  within  the  family.  They 
soon  realized  that  the  woman  was  being 
ignored  by  the  family.  Her  emotional  labil- 
ity was  a source  of  aggravation  to  the  en- 
tire family.  The  “physician”  was  im- 
pressed by  the  man’s  obsession  with  his  own 
physical  distress  and  complete  lack  of  con- 
cern for  his  wife.  When  asked  how  long 
his  wife  had  been  ill,  he  answered,  “I  don’t 
know,  but  it  seems  like  forever.” 

The  husband  showed  extensive  neuropath- 
ologic  findings  in  the  lower  extremities 
which  provided  a challenge  to  the  students 
to  correlate  these  findings  with  their  re- 
cently acquired  knowledge  of  neuroanatomy. 
Both  students  remarked  that  until  now  they 
“had  been  uninterested  in  all  those  cross- 
sections  of  the  brain  and  spinal  cord,  nerve 
tracts,  and  general  nerve  histology.”  Now 

♦Associate  Professor  and  Chairman,  Department  of  Preven- 
tive Medican  and  Public  Health,  Creighton  University  School 
of  Medicine,  Omaha,  Nebraska 

tAssistant  Professor,  Department  of  Preventive  Medicine 
and  Public  Health,  Creighton  University  School  of  Medicine, 
Omaha,  Nebraska 

^Associate  Dean,  Creighton  University  School  of  Medicine, 
Omaha,  Nebraska 


516 


Nebraska  S.  M.  J. 


they  fully  realized  that  knowledge  of  neuro- 
anatomic  fundamentals  was  essential  for 
the  evaluation  of  their  patient. 

Discussion 

An  innovative  program  aimed  at  correlat- 
ing clinical  medicine  with  the  basic  sciences 
has  been  initiated  in  the  Department  of  Pre- 
ventive Medicine  and  Public  Health  at 
Creighton  University  School  of  Medicine. 
It  has  been  clearly  shown  in  the  first  year 
of  its  operation  that  this  program  provides 
a valuable  experience  for  the  freshman  medi- 
cal student,  in  that  he  is  exposed  to  the 
myriad  socio-psychological,  economic,  physi- 
cal, and  deeply  personal  problems  of  a pa- 
tient coping  with  disease  in  his  home  set- 
ting. 

This  teaching  experience,  provided  at  the 
earliest  possible  time  in  the  medical  stu- 
dent’s training,  should  help  him  acquire  a 
realistic  appreciation  of  the  limitations  of 
the  physician,  and  his  need  to  become  aware 
of  and  to  utilize  all  available  resources 
amongst  the  patient’s  family  as  well  as  in 
the  community. 

We  were  impressed  with  the  simplicity 
of  this  program  when  one  considers  the 
amount  of  knowledge  gained  by  the  student 
in  proportion  to  the  amount  of  professional 
time  involved  in  supervision  and  team  role 
demonstration.  An  intangible  and  immeas- 
urable aspect  has  been  the  student’s  develop- 
ment of  a philosophy,  self-identification,  and 
self-esteem  as  a focal  member  of  a health 
team.  Through  playing  an  active  part  in 
evolving  a rehabilitative  plan  for  his  pa- 
tient, the  student  was  able  to  realize  his 
potential  value  as  a member  of  this  team. 
He  quickly  learned  the  necessity  for  con- 
sideration of  the  patient’s  illness  in  context 
with  his  family  and  the  community.  In 
turn,  through  an  exchange  with  professional 
consultants  on  the  panel,  he  became  aware 
of  additional  health  ramifications  of  his  plan. 

Sometimes  heated  arguments  developed 
among  the  students  concerning  rehabilita- 
tive recommendations.  This  type  of  activ- 
ity was  more  intense  than  was  anticipated 
at  the  outset  of  the  program,  and  certainly 
enabled  the  students  to  appreciate  the  need 
for  flexibility  in  planning  for  their  patients. 


An  enlightening  experience  for  all  of  the 
professional  participants  in  this  teaching 
program  was  the  knowledge  gained  of  the 
varying  roles  each  team  member  could  as- 
sume, not  only  in  the  teaching  of  medical 
students,  but  also  in  demonstration  of  pa- 
tient management.  For  example,  although 
the  students  were  aware  of  the  services  pro- 
vided by  the  Visiting  Nurse  Association, 
theirs  had  been  only  a superficial  knowledge. 
Indeed,  an  informed  poll  of  physicians  has 
also  revealed  that  most  know  little  about 
the  capabilities  and  functions  of  a public 
health  nurse.  Active  participation  with  vis- 
iting nurses  in  this  program  gave  the  stu- 
dents as  well  as  their  medical  consultants 
a much  clearer  understanding  of  the  skills 
and  talents  of  the  public  health  nurse. 

Enthusiasm  for  this  program  ran  high 
in  the  class.  This  was  evidenced  by  the 
fact  that  several  students  requested  that 
they  be  allowed  to  continue  the  project  in 
the  sophomore  year : some  requested  permis- 
sion to  continue  working  with  “their  fam- 
ily’’ during  the  summer  vacation ; and  others 
asked  that  we  keep  them  fully  informed  of 
the  rehabilitative  progress  of  “their  family.” 

Learning  occurs  most  efficiently  when  it 
is  an  active  process.  The  program  described 
herein  has  attempted  to  incorporate  this 
fact  of  learning  psychology  through  student 
participation  in  rehabilitative  planning  with 
an  ill  patient  in  his  home  setting.  At  his 
visits  with  the  patient,  the  student  observed 
the  total  environmental  and  personal  factors 
impinging  on  the  patient.  He  was  then  per- 
mitted to  extend  himself  by  presenting  and 
defending  the  rehabilitative  health  plan  be- 
fore an  informed  panel  of  consultants. 

We  sincerely  believe  that  this  program  has 
fulfilled  every  phase  of  its  objectives.  In- 
deed, it  has  fulfilled  some  of  the  deep  needs 
of  the  present  generation  of  altruistically 
motivated  medical  students  who  seek  active 
participation  in  patient  and  community 
activities. 
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County  Differences  in  Institutionalization 
Of  Retardates  at  Nebraska's 
Beatrice  State  Home' 


Recently,  the  Governor’s  Citi- 
zens’ Study  Committee  on  Men- 
tal Retardation  (1968a,  b,  c) 
released  a com.prehensive  study  of  mental 
retardation  services  in  Nebraska.^  This 
study  is  likely  to  be  the  basis  for  extensive 
administrative  and  legislative  action  aimed 
at  the  improvement  of  retardation  services 
in  the  state. 

Some  of  the  data  utilized  by  the  Commit- 
tee were  collected  too  late  to  be  included  in 
the  second  volume  of  the  report  which  con- 
tains most  of  the  supporting  materials.  This 
article  presents  such  data  which  are  felt  to 
be  of  interest  and  to  merit  documentation. 

Table  1 lists  each  of  the  93  counties  of  the 
State  of  Nebraska,  their  population  as  of  De- 
cember 31,  1966,  and  the  number  of  persons 
from  each  county  residing  at  the  Beatrice 
State  Home  (BSH)  as  of  June  30,  1967.^ 
The  table  shows  that  the  number  of  BSH 
residents  varied  from  zero  for  Arthur, 
Banner,  and  McPherson  Counties,  to  584  for 
Douglas  County.  However,  the  absolute 
number  of  residents  does  not  provide  an  ac- 
urate  basis  for  county  comparisons  because 
counties  differ  v/idely  in  population.  There- 
fore, the  number  of  BSH  residents  per  1000 
county  population  was  calculated  for  each 
county  in  order  to  adjust  for  differences  in 
population  levels.  These  data,  along  with 
their  respective  rank  order  positions,  are 
given  in  the  last  two  columns  of  Table  1.  A 
visual  overview  of  the  data  is  provided  by 
Fig.  1 which  shows  a state  map  on  which 
the  counties  have  been  classified  into  five 
levels  according  to  their  institutionalization 
rates. 

The  median  rate  of  institutionalization  is 
1.678  per  thousand  population,  and  the  over- 
all (mean)  rate  for  the  state  is  1.540  (ignor- 
ing three  cases  from  outside  Nebraska). 
This  compares  to  a national  rate  of  .99 
(U.S.  Dept,  of  Health,  Education,  and  Wel- 
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fare,  1968),  and  is  the  fourth  highest  in  the 
nation.  It  is  thus  apparent  that  Nebraska’s 
rate  of  institutionalization  of  retardates  is 
very  high,  especially  since  the  prevalence 
of  retardation  in  Nebraska  is  considered  to 
be  low  in  comparison  with  most  states.'*  For 
instance,  the  U.S.  Armed  Forces  Selective 
Service  rejection  rate  for  intellectual-aca- 
demic inadequacy  is  believed  to  be  a rough 
index  of  the  prevalence  of  retardation,  and 
Nebraska  has  one  of  the  lower  rejection  rates 
in  the  nation  (National  Advisory  Commis- 
sion on  Selective  Service,  1967). 

Between  counties,  considerable  differences 
exist  with  respect  to  the  institutionaliza- 
tion rate,  which  varied  from  zero  for  those 
sparsely  populated  counties  having  no  resi- 
dents at  BSH,  to  4.878  for  Logan  County. 
There  appears  to  be  no  strong  relationship 
between  county  population  size  and  institu- 
tionalization rate.  For  example,  while  those 
counties  who  had  zero  residents  at  BSH,  and 
consequently  a zero  rate,  also  had  the  small- 
est populations,  ten  other  counties  with  small 
populations  had  high  rates.  Although  two 
of  the  state’s  most  populated  counties  (Doug- 
las and  Lancaster)  contidbuted  the  largest 
number  of  residents  to  BSH,  both  counties 
had  relatively  low  rates  of  institutionaliza- 
tion. Douglas  County,  where  Omaha  is  lo- 
cated, had  a rate  of  1.458,  while  Lancaster 
County,  where  the  state  capitol  (Lincoln)  is 
located,  had  a rate  of  1.077.  Thus,  some  of 
the  less  populated  counties  had  both  the 
lowest  and  highest  rates  of  institutionaliza- 
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tion,  while  two  of  the  largest  counties  had 
rates  lower  than  many  of  the  smaller  coun- 
ties. 

Institutionalization  frequently  occurs  when 
a retardate  has  no  family,  or  when  the  fam- 
ily does  not  have  the  necessary  psychologi- 
cal and  financial  resources  to  make  an  ade- 
quate adjustment.  Therefore,  one  would 
expect  to  find  the  highest  institutionaliza- 
tion rates  in  areas  where  conditions  associat- 
ed with  a high  rate  of  retardation  and  so- 
cial disorganization  of  families  are  preva- 
lent. Such  conditions  include  the  existence 
of  large  minority  groups,  crowded  living 
conditions,  economic  and  educational  de- 
privation, and  inadequate  health  and  social 
services.  Although  the  above  conditions  are 
sometimes  found  in  rural  areas,  they  tend 
to  be  more  pervasive  in  urban  slums.  Fur- 
thermore, one  measure  of  family  disorgan- 
ization, divorce  rate,  tends  to  be  higher  in 
urban  than  in  rural  areas  (Berelson  & 
Steiner,  1964,  p.  312). ^ Thus,  one  might 
have  expected  a low  institutionalization  rate 
for  the  state  as  a whole,  but  a relatively 
high  rate  for  counties  such  as  Douglas  and 
Lancaster.  This,  however,  was  not  the  case. 

In  Nebraska,  as  elsewhere,  the  incidence 
and  prevalence  of  retardation  or  family  dis- 
organization may  not  be  the  single  or  even 
major  determinant  of  the  incidence  of  in- 
stitutionalization. Readiness  to  institution- 


Table  1 

INSTITUTIONALIZATION  OF  RETARDATES 
AT  BEATRICE  STATE  HOME, 

BY  COUNTY 


County 

Population 


County  12-31-66 

Adams  30,949 

Antelope  9,186 

Arthur  646 

Banner  1,162 

Blaine 1,060 

Boone  8,440 

Box  Butte 10,679 

Boyd  3,993 

Brown 4,541 

Buffalo 28,013 

Burt  9,546 

Butler  9,775 

Cass  17,987 

Cedar  13,537 

Chase  4,071 

Cherry  8,069 

Cheyenne  13,213 

Clay  8,654 

Colfax 9,409 


BSH 

BSH 

Residents 
Per  1000 
County 

Rank 
Order  of 
Rate  of 
Insti- 

Residents 

Population 

tutionali- 

6-30-67 

(Rate) 

zation 

47 

1.519 

57 

25 

2.721 

11 

0 

0 

92 

0 

0 

92 

2 

1.887 

36 

16 

1.896 

35 

18 

1.686 

45 

9 

2.254 

21 

11 

2.422 

16 

47 

1.678 

47 

22 

2.305 

19 

5 

.512 

88 

29 

1.612 

52 

18 

1.330 

62 

4 

.983 

79 

4 

.496 

89 

17 

1.287 

64 

11 

1.271 

67.5 

15 

1.594 

55 

County 

Population 


County  12-31-66 

Cuming 12,350 

Custer  15,577 

Dakota  13,372 

Dawes 9,365 

Dawson 19,904 

Deuel  2,973 

Dixon  7,500 

Dodge  35,785 

Douglas  400,678 

Dundy  3,311 

Fillmore 9,173 

Franklin 4,976 

Frontier  3,812 

Furnas  7,367 

Gage  26,067 

Garden  3,266 

Garfield  2,493 

Gosper  2,319 

Grant  1,015 

Greeley 4,277 

Hall 40,351 

Hamilton  9,024 

Harlan  4,579 

Hayes  1,574 

Hitchcock 4,519 

Holt 13,600 

Hooker  1,215 

Howard 6,506 

Jefferson  11,592 

Johnson  6,161 

Kearney  6.500 

Keith 8,259 

Keya  Paha 1,572 

Kimball  7,598 

Knox  13,660 

Lancaster 175,414 

Lincoln  29,447 

Logan  1,025 

Loun  1,033 

Madison  28,345 

McPherson 653 

Merrick  8,288 

Morrill  6,690 

Nemaha  8.246 

Nance  5,360 

Nuckolls 8,001 

Otoe  16,629 

Pawnee 4,819 

Perkins 3,717 

Phelps  9,732 

Pierce  9,101 

Platte  27,033 

Polk  7.069 

Red  Willow  __  13,311 

Richardson 12,122 

Rock  2.358 

Saline  12,766 

Sarpy  53,582 

Saunders  17.672 

Scotts  Bluff  __  36,775 

Seward  14,149 

Sheridan 8.355 

Sherman  4,739 

Sioux  2.327 

Stanton 5.266 

Thayer 8,696 

Thomas 852 

Thurston  7,1 84 

Valley 6,340 

Washington 12.975 

Wayne  9.713 

Webster  5.854 

Wheeler  1.243 

York  13,943 

Out  of  State 

Not  Reported  _ 

Totals  1,516,044 


BSH 

Rank 

Residents 

Order  of 

Per  1000 

Rate  of 

BSH 

County 

Insti- 

Residents 

Population 

tutionali- 

6-30-67 

(Rate) 

zation 

25 

2.024 

31 

35 

2.247 

22 

28 

2.094 

27 

15 

1.602 

54 

47 

2.361 

17 

2 

.673 

87 

6 

.800 

85 

52 

1.453 

59.5 

584 

1.458 

58 

6 

1.812 

39 

18 

1.962 

33 

8 

1.608 

53 

4 

1.049 

78 

12 

1.629 

50 

52 

1.995 

32 

13 

3.980 

3 

9 

3.610 

4 

2 

.862 

82 

3 

2.956 

9 

10 

2.338 

18 

66 

1.636 

49 

15 

1.662 

48 

12 

2.621 

14 

2 

1.271 

67.5 

13 

2.877 

10 

16 

1.176 

72 

1 

.823 

83 

8 

1.230 

70 

25 

2.157 

24 

5 

.812 

84 

12 

1.846 

38 

12 

1.453 

59.5 

2 

1.272 

65.5 

13 

1.711 

41 

19 

1.391 

61 

189 

1.077 

76.5 

37 

1.256 

69 

5 

4.878 

1 

2 

1.936 

34 

34 

1.200 

71 

0 

0 

92 

17 

2.051 

29 

23 

3.438 

6 

22 

2.668 

12 

11 

2.052 

28 

24 

3.000 

8 

28 

1.684 

46 

20 

4.150 

2 

6 

1.614 

51 

11 

1.130 

74 

10 

1.099 

75 

42 

1.554 

56 

16 

2.263 

20 

13 

.977 

80 

30 

2.475 

15 

5 

2.120 

26 

10 

.783 

86 

25 

.467 

90 

38 

2.150 

25 

63 

1.713 

40 

18 

1.272 

65.5 

9 

1.077 

76.5 

8 

1.688 

44 

3 

1.289 

63 

9 

1.709 

42 

23 

2.645 

13 

1 

1.174 

73 

25 

3.480 

5 

14 

2.208 

23 

22 

1.696 

43 

9 

.927 

81 

12 

2.050 

30 

4 

3.218 

7 

26 

1.865 

37 

3 

19 

2,338 

1.540 
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alize  a person  is  also  influenced  by  cultural 
values  and  attitudes.  For  instance,  institu- 
tional commitment  procedures  are  car- 
ried out  and  sometimes  even  initiated  by 
county  officials,  and  it  may  well  be  that  the 
decision  to  institutionalize  the  retardate  is 
heavily  influenced  by  the  socio-cultural  at- 
mosphere in  which  this  decision  is  made.  To 
explore  this  possibility  further,  an  investi- 
gation employing  multivariate  procedures 
(multiple  regression  and  factor  analysis)  is 
currently  in  progress  to  determine  if  certain 
socio-ecological  characteristics  are  associated 
with  the  rate  of  institutionalization  in  Ne- 
braska. 
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lowest  per  diem  institutional  maintenance  cost  rate.  This  phe- 
nomenon suggests  that  Nebraska  pursues  a maladaptive  cost- 
benefit  policy  by  investing  in  low-cost  but  long-term  institu- 
tionalization, instead  of  in  higher-cost  but  frequently  short- 
term rehabilitative  and  community  services.  The  average  life- 
time cost  of  institutionalizing  a child  today  is  variously  esti- 
mated as  between  $100,000  and  $300,000. 

5.  To  check  whether  this  relationship  holds  true  for  Ne- 

braska, a product  moment  correlation  between  1966  county 
population  density  and  divorce  rates  was  run.  This  correla- 
tion was  a statistically  nonsignificant  .110.  However,  it  was 
noted  that  the  counties  group  themselves  into  six  somewhat  dis- 
continuous categories  of  population  size:  646  — 5.360  (N=32)  ; 
5,854  — 8,069  (N=13)  ; 8,246  — 19,904  (N=36)  ; 26,067  — 

30.949  (N=6)  : 35,785  — 53,582  (N=4)  ; 175.414  ~ 400,678 

(N=2).  The  average  divorce  rate  for  the  12  largest  counties 
was  .3428  per  100,000  population,  versus  .0858  for  the  81 
smaller  counties,  the  difference  being  significant  beyond  the 
P=i.01  level  on  a t — test.  This  means  that  the  more  urban 
counties  in  Nebraska  do  indeed  have  a significantly  higher 
divorce  rate,  but  that  the  relationship  to  population 
size  is  a discontinuous  one,  in  that  divorce  rates  do  not 
relate  strongly  to  population  size  in  counties  with  less  than 
about  20,000  residents. 


Figure  1 

RATES  OF  INSTITUTIONALIZATION  OF  RETARDATES  BY  NEBRASKA’S  93  COUNTIES 


Legend:  BSH  residents  per  1000  county  population. 
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PRESIDENT’S  PAGE 

The  report  of  the  Ad-Hoc  Committee  in  the 
study  of  “Usual  Customary  and  Prevailing 
Concepts”  in  medical  insurance  should  make 
us  all  pause  and  think  about  the  events  lead- 
ing up  to  it.  The  future,  following  the  adop- 
tion of  the  principals  reported,  should  be 
discussed  and  studied  as  well. 

The  entire  idea  of  prepayment  medical 
insurance  was  a far  sighted  extrapolation 
of  plans  made  by  existing  private  insurance 
companies. 

In  the  early  1940’s  there  was  much  discus- 
sion in  governmental  circles  regarding  com- 
pulsory federal  insurance  laws.  In  order 
to  afford  the  public  an  opportunity  to  pay 
for  medical  expenses  with  costs  which  were 
economically  feasible,  the  idea  of  a Medical 
Service  Policy  was  born.  This  called  for 
some  sacrifice  on  the  part  of  physicians. 
However,  the  rewards  of  preserving  the  dig- 
nity of  the  patient  and  avoiding  socialized 
medicine  made  that  sacrifice  well  worthwhile. 

The  medical  service  policy  idea  in  which 
fee  schedules  were  linked  to  the  income 
of  the  patient  was  securely  associated  with 
Nebraska  Medical  Service  — Blue  Shield. 
Blue  Shield  in  turn  is  inseparably  united 
with  the  name  of  Dr.  Arthur  J.  Offerman. 

Dr.  Offerman,  together  with  a small  group 
of  Douglas  County  physicians,  armed  with  a 
broad  perspective  of  social  and  economic 
problems  conceived  of  the  idea  of  the  medi- 
cal services  prepayment  plan  for  the  medical 
care  of  Nebraska  people.  At  this  time  the 
Nebraska  Surgical  Plan  ■ — - a forerunner  of 
Blue  Shield  — was  formulated  and  became 
operative  in  Douglas  County. 

The  Nebraska  Surgical  Plan  was  so  suc- 
cessful that  it  was  adopted  by  the  Ne- 
braska State  Medical  Association  in  1944. 
The  principal  of  making  it  possible  for  each 
person  to  accept  personal  responsibility  for 
his  own  health  and  welfare  was  safeguarded. 
At  the  same  time,  the  patient,  knowing  that 
he  was  not  a charity  case,  was  able  to  pre- 
serve his  own  dignity. 


In  the  beginning  this  concept  was  received 
with  skepticism,  but  as  time  passed  approval 
became  apparent.  The  private  insurance 
companies,  realizing  the  advantages  altered 
their  policies  to  the  benefit  of  all. 

Dr.  Offerman  was  and  is  a dedicated  man. 
He  felt  then  and  still  feels  that  the  scientific 
side  of  the  practice  of  medicine  led  to  the 
neglect  of  the  economic  phases. 

In  a formal  document  dated  May  26,  1942, 
Dr.  Offerman  as  chairman  of  the  Medical 
Economic  Committee  recommended  that 
State  Medical  Associations  should  consider 
the  advisability  of  adopting  some  form  of 
prepayment  health  care.  This  plan  could 
be  operated  in  conjunction  with  the  already 
existant  Associated  Hospital  Services  — 
Blue  Cross. 

The  Nebraska  Medical  Services  (Blue 
Shield)  with  Dr.  Offerman  serving  as  presi- 
dent was  organized,  and  on  November  1, 
1944,  the  plan  was  endorsed  by  the  Nebraska 
State  Medical  Association. 

It  was  hoped  that  the  plan  would  satisfy 
so  well  the  needs  for  medical  care  that 
there  would  be  no  desire  on  the  part  of  the 
public  to  participate  in  a compulsory  govern- 
mental plan. 

Dr.  Offerman  has  steadfastly  abhorred 
medical  regimentation.  He  has  contended 
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that  if  physicians  permitted  any  regimen  of 
the  medical  profession,  this  would  serve  as 
a lever  to  break  the  seal  of  democracy  and 
would  permit  the  ingression  of  totalitarian- 
ism. 

Blue  Shield,  in  many  instances,  embodied 
services  other  than  surgical.  This  inclusion 
of  coverage  for  various  specialized  medical 
care  was  rapidly  followed  by  many  of  the 
private  insurance  companies. 

Changing  times  in  concepts  of  medical 
economics  have  produced  needs  for  a new 
prepayment  insurance.  The  rapid  inflation 
and  the  increased  growth  of  patients  total 
yearly  income  have  all  but  eliminated  the 
Medical  Service  Policy. 

Dr.  Arthur  J.  Offerman  and  the  Executive 
Board  of  the  Nebraska  Blue  Shield  have  felt 
that  the  adoption  of  a new  concept  in  insur- 
ance, rneeting  the  new  socio-economic  condi- 
tions was  necessary.  Blue  Shield  in  keeping 
faith  with  the  medical  profession  sought  to 
explain  the  new  idea  of  Usual  and  Customary 
insurance  to  the  physicians.  At  times  this 
explanation,  required  by  the  constitution  of 
the  Nebraska  Medical  Services,  was  mis- 
interpreted. Thus  was  born  the  Ad-Hoc 
Committee  whose  purpose  was  to  study  the 
plan  for  all  insurance. 

The  adoption  of  the  report  from  the  Ad- 
Hoc  Committee  and  the  acceptance  of  this 
report  by  the  House  of  Delegates  on  May 


1,  1969,  opens  a new  phase  of  prepayment 
insurance,  not  only  in  the  state  of  Ne- 
braska, but  in  the  entire  United  States  as 
well. 

Dr.  Offerman,  a practicing  physician  for 
fifty-four  years,  was  elected  the  first  presi- 
dent of  the  Blue  Shield  Plan,  and  has  headed 
the  expanding  company  through  its  growth 
and  development.  He  was  one  of  the  nine 
incorporators  of  the  National  Association  of 
Blue  Shield  Plan,  and  has  served  continu- 
ously on  this  Board  until  his  retirement  in 
April  of  this  year.  He  was  elected  president 
of  the  National  Blue  Shield  Plan  in  1957, 
and  two  years  later  (1959)  he  became  presi- 
dent of  the  Nebraska  State  Medical  Associa- 
tion. He  has  served  on  the  Nebraska  State 
Board  of  Medical  Examiners  for  ten  years 
and  was  chairman  in  1953. 

The  physicians  and  lay  people  of  the  State 
of  Nebraska  have  a great  debt  to  pay  in 
love  and  respect  for  this  great  man.  We 
are  indeed  fortunate  to  have  his  great  devo- 
tion, work,  and  effort  utilized  in  such  a 
worthwhile  cause.  He  is  truly  a distin- 
guished representative  of  the  field  of  general 
practice  and  of  the  medical  profession  as 
well. 

This  year  would  have  been  incomplete,  and 
I would  have  been  remiss,  without  recogni- 
tion of  my  good  friend  of  more  than  forty 
years — Arthur  J.  Offerman,  M.D. 

— J.  Whitney  Kelley,  M.D. 


August,  1969 
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Brain  Stem  Thrombosis 


IT  is  not  unusual  for  a 57  year 
old  male  to  experience  a sud- 
den onset  of  cerebral  vascular 
thrombosis.  However,  it  is  unusual  when 
the  patient  happens  to  be  a professor  of 
neurology  and  the  illness  occurs  while  he  is 
making  rounds  with  his  resident  staff  and 
he  proceeds  to  describe  the  neurological 
deficits  as  they  are  developing.  (Univer- 
sity of  Arkansas  Medical  Center,  Little  Rock, 
Arkansas). 

On  December  6,  1967,  at  approximately 
9:15  a.m.  I experienced  severe  vertigo;  the 
objects  in  the  class  room  were  spinning 
very  fast.  I went  to  a nearby  window  for 
more  air  and  found  that  I was  falling  to 
the  right  side.  Then  double  and  triple  vi- 
sion occurred.  I asked  for  water  and  stran- 
gled when  I swallowed  it.  My  speech  became 
bulbar  and  not  well  articulated.  Hiccup 
was  a very  annoying  symptom.  I did  not 
lose  consciousness. 

After  I was  put  to  bed,  I demonstrated 
the  ataxia  in  my  right  upper  and  lower 
limbs  to  the  students.  I told  them  to  ob- 
serve my  pupils,  and  they  reported  the 
right  to  be  much  smaller  than  the  left.  They 
also  observed  that  the  right  side  of  the 
face  was  dry,  and  the  left  side  was  moist. 
Bilateral  spontaneous  nystagmus  was  very 
rapid. 

I felt  much  warmer  on  the  left  side  of 
the  body,  and  pushed  the  bed  covers  off. 
Testing  revealed  that  I did  not  perceive 
pain  or  temperature  sensations  on  this  side 
up  to  the  neck.  Touch  and  proprioception 
were  not  impaired.  I did  not  feel  pain 
stimuli  very  acutely  on  the  right  side  of 
the  face  in  the  areas  supplied  by  the  trige- 
minal nerve.  Tiie  deep  tendon  reflexes  were 
not  affected,  and  the  plantar  reflexes  were 
flexor. 

The  acute  annoying  symptoms  subsided 
within  72  hours.  Bladder  catheterization 
was  necessary  for  the  first  three  days. 
Bowel  movements  were  initiated  with 
enemas,  and  later  with  suppositories.  The 
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first  natural  bowel  movement  occurred  30 
days  following  the  onset  of  illness. 

Three  days  after  the  initial  onset  I was 
awakened  at  2 :00  a.m.  by  a severe  right  sided 
temporal  pain.  Oral  analgesics  did  not  help. 
By  4:00  a.m.  I was  suffering  more  severe- 
ly and  asked  the  nurse  to  awaken  a house 
physician.  He  ordered  an  injection  of  codein, 
which  was  effective  in  about  20  minutes. 
One  similar  less  severe  episode  occurred 
four  days  later. 

The  routine  urine  and  blood  studies  were 
normal,  as  were  blood  sugar  and  cholesterol 
determinations.  I did  not  want  a lumbar 
tap  or  angiography.  ECG  was  normal. 

General  improvement  continued,  and  after 
10  days  of  hospitalization  I went  home. 
I took  my  own  physical  therapy,  kept  the 
muscles  active,  walked  with  a walker,  then 
a cane,  and  after  60  days  was  walking  with 
a wide  base  unaided.  After  90  days,  I was 
driving  a car  and  had  returned  to  part-time 
work. 

Another  frustrating  loss  was  my  in- 
ability to  sneeze.  Having  been  subject  to 
numerous  allergies,  I had  developed  a very 
noisy,  strong  sneeze.  Although  I had  the 
feeling  that  I should  sneeze,  the  noise 
would  not  come.  (A  much  softer  and  less 
forceful  sneeze  became  possible  some  five 
months  after  the  onset). 

At  the  time  of  this  report  in  August,  1968, 
I am  working  half  days  and  much  improved 
with  a few  residual  findings.  The  ataxia 
in  the  lower  right  limb  did  not  disappear 
completely.  The  left  side  of  the  body  is 
always  warm,  and  often  to  the  point  of  being 
uncomfortable.  I experienced  many  tic-like 
pains  in  the  distribution  of  the  ophthalmic 
and  maxillary  branches  of  the  trigeminal 
nerve.  These  pains  become  sharp  at  times, 
but  never  require  medication.  They  can  be 
triggered  by  scratching  the  nasal  mucosa 
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on  the  right,  or  by  pressing  on  the  skin 
over  the  nasolabial  crease.  The  right  nostril 
is  usually  dry  and  feels  obstructed,  but  air 
can  always  be  blown  out  easily.  There  is  a 
constant  foreign  body  sensation  in  the  right 
eye,  for  which  my  oculist  can  find  no  rea- 
son. If  I scratch  the  left  side  of  the  body, 
a burning  hyperalgesia  occurs. 


Summaiy 

This  is  an  account  of  a right  lateral  medul- 
lary syndrome  which  developed  in  a 57  year 
old  professor  of  neurology  while  he  was 
conducting  teaching  rounds  with  three  mem- 
bers of  the  resident  staff.  The  development 
of  signs,  symptoms,  progress,  and  residual 
neurological  deficits  are  described. 


August,  1969 
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Nebraska  Services  for  Crippled  Children 


NEBRASKA’S  state  health  serv- 
ices for  children  under  the  di- 
rection and  supervision  of 
Services  for  Crippled  Children,  a division 
of  Medical  Services  in  the  State  Department 
of  Public  Welfare,  provided  24,237  days  of 
hospital  care,  6,388  out-patient  clinical  ob- 
servations, and  $341,985  of  medical  care, 
ancillary  care,  and  appliances  to  medically 
indigent  children  last  year.  This  report  is 
presented  to  acquaint  Nebraska’s  physi- 
cians with  services  available  to  them  and 
to  parents.  The  closing  portion  of  this  re- 
port deals  with  referral  procedures  of  in- 
terest to  all  physicians. 

Historical 

Prior  to  1905,  J.  P.  Lord,  M.D.,  and  Win- 
nett  Orr,  M.D.,  brought  the  problem  of  the 
crippled  child  to  the  attention  of  the  people 
of  Nebraska.  Finally,  in  that  year,  “Ortho- 
pedic Hospital  for  crippled,  ruptured  and 
deformed  children,  and  those  suffering  from 
diseases  from  which  they  are  likely  to  be- 
come defoiTned,”  was  “located  in  Lincoln, 
Nebraska  on  the  grounds  of  the  ‘Home  for 
the  Friendless’.” 

Recognizing  a need  for  out-state  case  find- 
ing and  care  of  the  crippled  child,  the  Ne- 
braska Elks  Association  started  crippled 
children’s  clinics  across  the  state  in  1929. 
These  clinics  were  staffed  by  medical  special- 
ists from  both  Lincoln  and  Omaha. 

In  1936,  the  Social  Security  legislation  pro- 
vided for  the  establishment  of  Crippled  Chil- 
dren’s Services  as  well  as  Maternal  and 
Child  Health  Services.  Federal  funds  were 
made  available  for  the  extension  and  im- 
provement of  services  for  “locating  crippled 
children,  providing  medical,  surgical,  cor- 
rective, and  other  services  and  care,  and 
facilities  for  diagnosis,  hospitalization,  and 
aftercare.” 

Financial 

In  recent  years  Nebraska  Services  for 
Crippled  Children  has  averaged  42  percent 
of  its  income  from  federal  matching  funds, 
16  percent  federal  nonmatching  funds,  and 
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42  percent  state  matching  funds.  It  should 
be  noted  that  administratively.  Orthopedic 
Hospital  is  in  the  Department  of  Public  In- 
stitutions, whereas  Services  for  Crippled 
Children  is  a Division  of  Medical  Services 
in  the  State  Department  of  Public  Welfare, 
hnd  the  above  cited  percentages  pertain 
only  to  the  Services  for  Crippled  Children 
budget.  Since  the  services  rendered  by 
Orthopedic  Hospital  are  almost  entirely  giv- 
en to  patients  of  Services  for  Crippled  Chil- 
dren, it  is  only  reasonable  to  include  the 
Orthopedic  Hospital  budget  in  a comparison 
of  federal-state  expenditures  for  the  care 
of  Nebraska’s  crippled  children.  Therefore, 
the  State  of  Nebraska  is  paying  approxi- 
mately 80  percent  of  the  total  cost  of  state 
services  to  crippled  children  cases  and  only 
20  percent  of  the  money  is  Federal  Children’s 
Bureau  funds. 

Nebraska  State  Services  for  Crippled  Chil- 
dren operates  under  the  following  principles : 

1.  Rehabilitation  of  the  handicapped 
child  is  sound  planning  for  the  future 
of  our  state.  Every  child  is  entitled 
to  the  best  possible  care  which  can 
help  him  realize  his  greatest  potential. 

2.  The  focus  of  the  agency  is  on  the  crip- 
pling condition;  the  child’s  general 
health  remains  the  responsibility  of 
the  family  and  their  physician. 

3.  Cases  are  selected  on  the  basis  of  exist- 
ence of  a medical  problem  dispropor- 
tionate to  determined  assets. 

4.  Families  of  patients  should  participate 
in  the  treatment  by  providing  correc- 
tive shoes,  braces,  medication,  and  so 
on,  according  to  their  ability  to  do  so. 

5.  Insofar  as  possible,  treatment  and 
teaching  facilities  of  Nebraska  should 
be  utilized. 

*Chief,  S.C.C.  Division. 
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Present 

Although  the  initial  concept  of  crippling 
was  orthopedic  in  nature,  this  has  been 
broadened  over  the  years  with  the  advent  of 
new  and  expensive  medications  and  treat- 
ments to  include  congenital  and  rheumatic 
heart,  cleft  lip,  cleft  palate,  cerebral  palsy, 
cystic  fibrosis  of  the  pancreas,  hydro- 
cephalus, and  eye  conditions  amenable  to 
surgery.  At  the  present  time,  orthopedic 
conditions  represent  51%  of  the  total  S.C.C. 
caseload.  The  clinics  started  by  the  Ne- 
braska Elks  Association  have  become  a co- 
operative endeavor  under  S.C.C.  with  the 
cooperation  of  the  Nebraska  Elks  Association 
and  their  local  lodges. 

At  the  present,  26  pediatric  orthopedic 
area  clinics  are  conducted  at  18  locations 
across  the  state,  in  addition  to  Lincoln  and 
Omaha.  Ten  of  these  clinics  are  also  desig- 
nated as  pediatric  cardiology  clinics,  and 
three  are  designated  as  cerebral  palsy  clinics. 
Cleft  palate  clinics  conducted  by  dental  and 
speech  specialists  are  located  in  Lincoln  and 
Omaha. 

Surgery  and  hospitalization  are  provided 
for  orthopedic,  cerebral  palsy,  eye  and  cleft 
palate  patients  at  Nebraska  Orthopedic  Hos- 
pital, Lincoln;  Children’s  Hospital  in  Oma- 
ha is  used  for  cleft  palate,  heart,  hydroce- 
phalus, and  cystic  fibrosis  patients;  and 
University  Hospital  in  Omaha  is  used  for 
heart,  eye,  and  cystic  fibrosis  patients. 
When  in  the  opinion  of  the  S.C.C.  pediatric 
cardiologist,  it  is  in  the  interest  of  the  pa- 
tient, he  may  receive  services  at  the  Chil- 
dren’s Bureau  Regional  Heart  Center  in 
Rochester,  Minnesota. 

Dental  specialists  and  speech  therapists 
under  contract  with  Services  for  Crippled 
Children  provide  care  across  the  state  for 
cleft  palate  patients. 

Although  the  primary  function  of  the 
agency  is  to  provide  specialized  medical  care 


to  the  child  who  would  not  otherwise  receive 
it,  a second  vital  function  is  performed 
through  consultative  and  case  finding  serv- 
ices. By  policy.  Services  for  Crippled  Chil- 
dren is  obligated  to  examine  every  child  once 
without  consideration  of  social  or  financial 
circumstances.  A report  of  this  examination 
is  then  sent  to  the  child’s  physician  and  the 
family  is  instructed  to  return  to  him  for 
care.  In  the  consultant’s  report,  an  effort 
is  made  to  cite  treatment  resources,  both 
public  and  private,  should  the  physicians 
care  to  use  them.  This  service  is  available 
to  the  physician  using  the  referral  form  (CC- 
110).  Treatment  is  initiated  only  after  for- 
mal request  from  the  family  physician  is 
received.  On  completion  of  the  physician’s 
portion  of  the  Crippled  Children’s  Applica- 
tion Form  (CC-1),  the  form  is  forwarded  in 
triplicate  to  the  county  welfare  office.  That 
office  in  turn  makes  social  and  financial 
studies  as  are  necessary  for  consideration  of 
the  patient’s  eligibility  for  the  state  pro- 
gram. Both  CC-1  and  CC-110  forms  are  sent 
to  the  physicians  in  the  area  prior  to  area 
clinic.  These  forms  are  also  available  through 
all  county  welfare  offices. 

Every  effort  is  made  to  maintain  the  rela- 
tionship of  the  child  to  his  local  physician 
during  the  course  of  treatment.  Hospital 
discharge  summaries  are  sent  to  the  refer- 
ring physician  on  the  patient’s  discharge. 
When  it  is  in  the  interest  of  the  patient’s 
rehabilitation,  the  crippled  children’s  agency 
makes  referral  to  other  appropriate  programs 
such  as  Vocational  Rehabilitation  Services, 
Services  for  Visually  Impaired,  and  so  forth. 

Inquiries  for  Nebraska  State  Crippled  Chil- 
dren’s Services  may  be  directed  to  the  local 
county  welfare  offices  or  to  Services  for 
Crippled  Children,  Department  of  Public 
Welfare,  Room  469,  Lincoln  Building,  10th 
and  “0”  Streets,  Lincoln,  Nebraska  68508. 

(Reprinted  from  the  Nebraska  State  Medical 
Journal,  Feb.  1964,  Vol.  49,  No.  2,  p.  49,  and  re- 
vised). 
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The  Late  Apical  Systolic  Murmur* 


During  the  last  five  years  evi- 
dence has  accumulated  that  an 
apical  systolic  murmur  con- 
fined to  the  latter  part  of  systole,  unrelated 
to  coronary  artery  disease,  is  not  necessar- 
ily benign  or  functional  in  nature.  The  late 
systolic  murmur  was  initially  related  to 
extracardiac  structures,  such  as  the  peri- 
cardium. Since  these  late  systolic  mur- 
murs were  frequently  associated  with  mid 
systolic  clicks  and  since  pericardial  adhe- 
sions were  seen  at  autopsy  in  some  of  the 
latter  patients,  the  belief  in  a benign  extra- 
cardiac origin  was  a natural  assumption. 
However,  a number  of  observers  have  re- 
cently presented  evidence  that  the  late  sys- 
tolic apical  murmur  and  even  the  mid  sys- 
tolic clicks  may  (1)  arise  from  the  mitral 
valve  and  its  supporting  structures,  (2)  be 
associated  with  a characteristic  deformity 
of  the  mitral  valve,  (3)  be  associated  with 
mild  to  moderate  late  mitral  regurgitation 
and  (4)  not  necessarily  be  benign  in  clinical 
course. 

Clinical  Characteristics 

Patients  with  late  apical  systolic  mur- 
murs and  late  mitral  regurgitation  have  gen- 
erally been  young  or  middle-aged  adults 
with  a predominance,  in  our  experience,  of 
females  between  20-40  years  of  age.  Occa- 
sionally, a history  of  rheumatic  fever  is 
elicited,  but  generally  no  definite  etiologic 
factor  can  be  ascertained  for  the  murmur. 
Oftentimes,  the  murmur  was  first  noted  in 
childhood  and  this,  plus  the  occurrence  in 
more  than  one  family  member,  suggests  a 
congenital  and  familial  incidence  in  some 
patients.  Most  patients  are  asymptomatic, 
and  were  referred  for  study  only  because  a 
murmur  was  present  on  routine  examina- 
tion. Some  may  have  palpitations,  easy 
fatigability  and  breathlessness  on  heavy 
exertion.  Most  functionally  are  class  I or 
II  (N.Y.  Heart  Assoc.  Classification) 

Apex  Phonocardiography 

No  significant  vibrations  are  present  in 
early  systole.  The  murmurs  occupy  the  last 
one  half  or  two  thirds  of  systole  and  tend 
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to  be  crescendo  in  character  ending  with 
the  aortic  closure  sound.  The  murmur  may 
be  initiated  by  one  or  more  systolic  clicking 
sounds.  Mostly,  the  murmurs  would  be 
graded  2-3/6  and  there  is  little  radiation 
of  the  sound  from  the  apex.  The  late  sys- 
tolic mui-mur  responds  to  drugs  in  a fashion 
similar  to  the  typical  holo-systolic  murmur 
of  mitral  regurgitation.  With  phenyle- 
phrine, which  raises  blood  pressure  and  LV 
pressure,  there  is  an  intensification  of  the 
holo-  and  late  systolic  murmurs  of  mitral 
insufficiency.  When  amyl  nitrite  is  inhaled 
and  the  systemic  arterial  pressure  decreases, 
these  murmurs  decrease  in  intensity. 

Electrocardiograms 

In  general,  the  electrocardiogram  is  nor- 
mal although  occasionally  the  criteria  for 
left  ventricular  hypertrophy  may  be  present. 
Some  cardiologists  have  described  signifi- 
cant electrocardiographic  changes  in  asso- 
ciation with  late  systolic  clicks  and  mur- 
murs. These  generally  consisted  of  ab- 
normal T waves  and  S-T  segments  in  leads 
2,  3 and  AVF.  In  addition,  ventricular 
extrasystoles  and  paroxysmal  tachycardia 
were  seen. 

Chest  Roentgenography 

Generally,  no  significant  abnormalities 
are  detected  by  roentgenography.  In  a few 
patients,  however,  definite  but  mild  left 
ventricular  and  left  atrial  enlargement  are 
apparent. 

Cardiovascular  Hemodynamics 

In  most  instances,  intracardiac  pressures 
and  the  cardiac  index  are  normal.  Rarely, 
mild  elevation  of  left  ventricular  end-dia- 
stolic  pressure  and  left  atrial  A wave  is 
found. 

*From  the  Section  of  Cardiology,  Department  of  Internal 
Medicine,  Mount  Sinai  Hospital  of  Greater  Miami.  Miami 
Beach,  and  the  University  of  Miami  School  of  Medicine,  Coral 
Gables,  Florid-a. 

tPresently,  Associate  Professor  of  Physiology  and  Medicine 
and  Director,  Cardiac  Catheterization  Laboratory,  University  of 
Texas  Medical  School.  San  Antonio,  Texas. 
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Angiography 

Cineangiography  in  the  right  or  left  an- 
terior oblique  projections  demonstrates  the 
characteristic  mitral  valve  deformity.  Dur- 
ing early  systole  the  leaflets  of  the  mitral 
valve  balloon  or  prolapse  backward  into  the 
left  atrium  as  contrast  material  passes  from 
the  left  ventricle  into  the  aorta.  Then,  only 
during  the  latter  part  of  the  systole,  does 
the  contrast  material  regurgitate  from  the 
left  ventricle  to  the  left  atrium.  The  degree 
of  mitral  regurgitation  is  usually  only  mild 
to  moderate  and  the  left  heart  chambers  are 
normal  in  size.  A few  patients  have  been 
seen  however,  with  more  severe  “late”  mi- 
tral regurgitation  with  definite  left  atrial 
and  left  ventricular  enlargement. 

Simultaneous  electrocardiograms,  external 
and  internal  phonocardiograms,  and  pres- 
sure tracings  have  been  compared  with  the 
cineangiographic  data.  There  has  been  a 
fair  correlation  between  the  beginning  of 
the  late  systolic  murmur  and  the  first  ap- 
pearance of  the  contrast  material  in  the  left 
atrium.  The  systolic  click  coincided  with 
the  timing  of  the  maximum  prolapsing  of 
the  mitral  valve  leaflets  into  the  left  atrium. 

Clinical  Course 

In  those  patients  with  a late  systolic  mur- 
mur, mild  mitral  regurgitation,  normal 
electrocardiogram  and  normal  chest  X-ray, 
initial  studies  have  shown  a relatively  un- 
complicated clinical  course. 

Since  this  type  of  murmur  is  heard  so 
frequently  in  any  diagnostic  cardiac  clinic, 
we  believe  that  the  lesion  is  generally  be- 
nign. It  is  certainly  possible  that  some  of 
these  patients  may  progress  to  the  develop- 
ment of  a holosystolic  murmur  and  acquire 
the  hemodynamic  as  well  as  clinical  char- 


acteristics of  the  more  common  forms  of 
mitral  valve  insufficiency.  Some  of  the 
patients  with  holosystolic  munnurs  may 
have  begun  their  clinical  course  in  this  way 
and  were  not  followed  up  closely  because  of 
the  initially  benign  course,  and  hence,  the 
transition  may  have  been  missed.  Only  by 
recognizing  and  following  closely  the  patient 
with  the  late  systolic  murmur,  will  the  ulti- 
mate prognosis  be  known. 

It  must  be  appreciated,  however,  that  some 
of  these  patients  may  develop  bacterial  endo- 
carditis following  dental  procedures.  There- 
fore, the  usual  precautions  against  bacterial 
endocarditis  should  be  instituted  whenever 
a patient  with  this  type  of  murmur  is  seen. 
We  have,  in  addition,  seen  two  patients  with 
late  systolic  murmurs  who  had  3+/4  mitral 
regurgitation  cineangiographically  and  def- 
inite mild  left  ventricular  and  left  atrial 
enlargement.  If  their  clinical  course  follows 
that  of  other  forms  of  mitral  valve  disease, 
surgery  may  be  necessary  at  some  future 
time. 

A group  of  patients  has  been  described 
with  late  systolic  murmurs  and  midsystolic 
clicks,  abnoi’mal  T waves,  prolonged  Q-T  in- 
tervals, prominent  U waves  and  a high  in- 
cidence of  extrasystoles  and  paroxysmal 
tachycardia.  A familial  incidence  was  noted 
and  also  the  occurrence  of  psychiatric  dis- 
orders. One  patient  had  seizures  related  to 
atrial  flutter  with  1 :1  conduction  and  sud- 
den death  occurred  in  one  patient. 

Therefore,  although  the  course  in  these 
patients  is  usually  benign,  the  physician 
must  guard  against  the  development  of  bac- 
terial endocarditis  and  be  prepared  to  con- 
trol the  arrhythmia  that  may  appear  in  those 
with  abnormal  resting  electrocardiograms. 
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/SPECIAL  ARTICLES 


Wash  ingtoNews 


A.  Medicare  and  Medicaid 

The  Internal  Revenue  Service  plans  to 
audit  the  federal  income  tax  returns  of 
physicians  and  other  health  practitioners 
who  have  received  more  than  $25,000  a year 
in  medicare  and  medicaid  payments. 

Plans  for  the  special  audit  were  disclosed 
by  IRS  Commissioner  Randolph  W.  Thrower 
at  the  first  of  a series  of  public  hearings  the 
Senate  Finance  Committee  is  holding  in  its 
investigation  of  the  rising  costs  of  the  two 
government  health  care  programs.  He  said 
the  Department  of  Health,  Education  and 
Welfare  had  agreed  to  require  intermediary 
insurance  carriers  to  use  physicians’  social 
security  numbers  on  reports  of  payments 
under  the  program  in  the  future. 

Finance  Committee  Chairman  Russell  B. 
Long  (D.,  La.),  estimated  “possibly  as  many 
as  10,000’’  had  been  getting  upwards  of 
$25,000  a year  under  the  programs.  Throw- 
er said  the  initial  audits  would  be  for  1967 
and  would  be  limited  to  those  receiving  more 
than  $50,000. 

Long  said  that  the  investigation  of  the 
committee’s  staff  so  far  showed  “widespread 
abuse,  and  fraud,  as  well  as  lax  administra- 
tion.” 

Robert  M.  Ball,  social  security  administra- 
tor, reported  his  investigators  had  looked 
into  more  than  700  possible  fraud  cases  un- 
der medicare.  He  said  more  than  300  of 
these  cases  were  still  in  some  stage  of  in- 
quiry, and  that  14  had  been  turned  over 
to  the  Justice  Department  for  prosecution. 

“But  these  should  not  be  taken  as  a re- 
flection on  the  200,000  doctors  participating 
in  medicare,”  Ball  said.  He  added  a bigger 
problem  than  outright  fraud  were  “cases 
that  don’t  quite  become  fraud.” 

HEW  Undersecretary  John  G.  Veneman 
told  the  committee  that  the  Nixon  Admin- 
istration wants  congressional  authority  to 
stop  medicare  payments  to  doctors  who 
overcharge,  use  inferior  supplies,  or  engage 
in  fraud. 


“Under  present  medicare  law,  there  is  no 
authority  for  the  program  to  deny  reimburse- 
ment to  a licensed  practitioner,  who  has  dem- 
onstrated a clear  pattern  of  fraud,  repeated 
overcharging  of  the  program  or  the  use  of 
supplies  which  are  inferior  or  harmful,” 
Veneman  said. 

“We  are  recommending  authority  ...  to 
discontinue  future  reimbursement  and  to  put 
all  parties  on  notice  to  this  effect  where  on 
the  basis  of  clear  evidence,  a finding  is  made 
that  this  is  justified  by  reason  of  such 
abuses.” 

Commenting  on  the  hearings,  Dwight  L. 
Wilbur,  M.D.,  president  of  the  American 
Medical  Association,  said  that  the  vast  ma- 
jority of  physicians  serving  medicaid  pa- 
tients are  not  overcharging  for  their  serv- 
ices. 

“Most  physicians,”  Dr.  Wilber  said,  “are 
acting  honorably  and  with  utmost  restraint. 
Fortunately,  very  few  M.D.s  participating 
in  medicaid  are  guilty  of  overcharging  and 
otherwise  exploiting  the  program.  Such  ex- 
ploitation by  a minuscule  minority  was  un- 
avoidable . . . 

“.  . . The  medical  profession  is  making 
a great  effort  to  identify  and  weed  out  dis- 
honest doctors  who  betray  their  oath  as  pro- 
fessional men  serving  the  public.  We  have 
been  successful  in  this  search,  but  a few 
physicians  remain  who  still  are  not  identi- 
fied. We  shall  search  them  out  and  expose 
them,  for  the  good  of  the  entire  profession.” 

Meantime,  HEW  issued  a regulation  lim- 
iting the  fees  paid  by  states  to  physicians, 
dentists  and  other  health  practitioners  under 
medicaid. 

Under  the  regulation,  a state’s  medicaid 
payment  to  a physician  for  a service  will  be 
limited,  with  one  exception,  to  the  75th  per- 
centile of  the  customary  charge  — the  maxi- 
mum customary  fee  of  75  per  cent  of  the 
physicians  in  the  area. 

If  a state  has  been  paying  more  than  the 
75th  percentile  of  the  customary  charge,  it 
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must  not  exceed  the  medicare  level,  about 
the  83rd  percentile.  A medicaid  official  said 
that  only  two  states  may  have  to  roll  back 
their  fees,  but  declined  to  name  them. 

After  July  1,  1970,  states  may  request 
permission  to  increase  physicians’  fees  above 
the  75th  percentile  if  two  conditions  are 
met : 

1.  The  average  percentage  increase  re- 
quested above  the  75th  percentile  on  Janu- 
ary 1,  1969,  may  not  exceed  the  percentage 
increase  in  the  all-services  component  of 
the  Consumer  Price  Index  (adjusted  to  ex- 
clude the  medical  component)  or  in  an  alter- 
nate index  designated  by  the  Secretary  of 
Health,  Education  and  Welfare. 

2.  Evidence  must  be  clear  that  the  pro- 
viders and  the  states  have  cooperatively 
established  effective  utilization  review  and 
quality  control  systems. 

The  new  fee  regulation  also  requires 
states  to  revise  their  medicaid  plans  to 
include  descriptions  and  details  of  their  pay- 
ment structures.  A state  that  wishes  to  re- 
vise its  payment  structure  for  practitioners’ 
services  or  change  the  pajnments  authorized 
under  it  may  not  do  so  until  the  proposed 
changes  have  been  approved  by  the  Secretary 
of  Health,  Education  and  Welfare  or  his 
representative. 

States  that  begin  their  medicaid  programs 
after  July  1,  1969,  must  arrange  their  pay- 
ment structures  so  that  fees  do  not  exceed 
the  75th  percentile  of  customary  charges. 

HEW  estimated  the  regulation  would  re- 
sult in  a saving  of  $65  million  in  the  first 
year. 

Despite  a strong  protest  by  the  American 
Hospital  Association,  HEW  discontinued  the 
overhead  medicare-medicaid  percentage  al- 
lowance paid  to  hospitals,  extended  care  fa- 
cilities and  other  institutional  providers.  It 
was  2 percent  for  nonprofit  and  IV2  percent 
for  proprietary  institutions.  The  action  was 
effective  July  1,  1969. 

Another  new  medicaid  regulation  re- 
quires states  to  provide  periodic  health 
screening,  diagnosis,  and  treatment  for  all 
eligible  youths  under  21  years  of  age,  effec- 
tive July  1,  1969. 


HEW  also  established  a new  classifica- 
tion of  institution  — called  intermediate 
care  facility  — eligible  to  receive  federal 
contributions  for  the  care  of  aged,  blind,  or 
disabled  recipients  or  public  assistance  is 
covered  in  another  regulation.  This  should 
reduce  costs  of  medicaid  by  allowing  states 
to  relocate  substantial  numbers  of  welfare 
recipients  who  are  now  in  skilled  nursing 
homes  in  lower  costs  institutions,  HEW  said. 

B.  Dr.  Egeberg,  Dr.  Knowles, 
and  the  AMA 

Dr.  Roger  0.  Egeberg,  who  has  been  dean 
of  the  School  of  Medicine,  University  of 
Southern  California  since  1964,  was  selected 
to  be  the  new  Assistant  Secretary  of  Health, 
Education  and  Welfare  for  Health  and  Scien- 
tific Affairs  after  a five-month  delay. 

President  Nixon  nominated  Dr.  Egeberg 
after  HEW  Secretary  Robert  H.  Finch  “re- 
luctantly and  regretfully”  withdrew  his  un- 
announced but  widely-publicized  selection  of 
Dr.  John  H.  Knowles,  director  of  Massa- 
chusetts General  Hospital,  Boston.  Finch 
said  that  “the  protracted  and  distorted  dis- 
cussion” about  the  appointment  during  the 
five  months  the  post  had  been  vacant  “re- 
sulted in  a situation  in  which  he  (Knowles) 
would  not  be  able  to  function  effectively  in 
this  critical  position.” 

The  news  media  — press,  radio  and  tele- 
vision — generally  assigned  the  opposition 
to  Dr.  Knowles  to  conservative  members  of 
Congress,  led  by  Senate  Republican  Leader 
Everett  M.  Dirksen,  and  to  the  AMA. 

Throughout  the  public  controversy  before 
the  appointment,  the  AMA  confirmed  its 
comment  to  a short  statement  that  it  had 
suggested  several  names  to  Finch  for  the 
post  and  that  the  Association  “favored  the 
appointment  of  someone  who  would  repre- 
sent the  broadest  scope  of  medicine  and 
would  not  be  too  closely  oriented  to  any  one 
segment  of  medicine  or  the  health  field.” 
Knowles  was  not  one  of  the  physicians  on 
the  AMA  list. 

A few  days  after  the  nomination  of  Dr. 
Egeberg,  Dr.  Dwight  L.  Wilbur,  the  AMA 
President,  said: 
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“During  the  last  five  months  the  Ameri- 
can Medical  Association  has  been  identified 
repeatedly  as  a force  opposing  appointment 
of  Dr.  John  H.  Knowles  as  Assistant  HEW 
Secretary  for  Health  and  Scientific  Affairs. 

“We  held  our  silence  during  the  last 
months  of  nationwide  publicity  because  we 
agreed  with  Secretary  Finch  to  make  our 
suggestions  to  him  and  then  say  no  more. 
We  did  that.  The  Knowles  protagonists  ob- 
viously did  just  the  opposite  . . . 

“In  a true  sense,  we  never  opposed  Dr. 
Knowles.  But  we  did  not  support  him  be- 
cause we  had  alternative  recommendations.” 

Those  recommended  by  AMA  for  the  po- 
sition, Dr.  Wilbur  said,  included ; 

Dr.  W.  Clai’ke  Wescoe,  former  Chancellor 
of  the  University  of  Kansas,  “who  with- 
drew soon  after  because  of  personal  rea- 
sons.” 

— Dr.  Richard  S.  Wilbur,  Palo  Alto  Clinic, 
Chairman  of  the  Council  of  the  California 
Medical  Association,  and  former  Chairman 
of  the  Board  of  California  Blue  Shield, 
“who  happens  to  be  my  nephew,  a fact 
which  complicated  the  situation,  but  who 
AMA  felt  was  a well-qualified  man  for  this 
position.” 

— Dr.  John  R.  Hogness,  Dean  of  the  Uni- 
versity of  Washington  School  of  Medicine, 
“who  serves  in  the  AMA  House  of  Dele- 
gates, at  high  level  in  the  Association  of 
American  Medical  Colleges,  and  who  has 
many  other  distinguished  achievements.” 

The  AMA  commended  the  selection  of  Dr. 
Egeberg.  In  a telegram  to  Finch,  Dr.  Wil- 
bur said : 

“We  look  forward  to  a productive  rela- 
tionship with  you  and  Dr.  Egeberg  in  ad- 
vancing the  health  care  system  for  the  bene- 
fit for  all  the  American  people.  There  are 
many  complex  factors  involved  that  will  call 
for  the  wholehearted  dedication  and  con- 
tribution of  all  in  the  medical  profession 
and  in  government.” 

“We  believe  Dr.  Egeberg  will  be  able 
to  bring  about  the  necessary  close  coordina- 
tion between  government  and  private  sec- 
tors in  the  health  care  system,”  Dr.  Wilbur 


said  in  a supplementary  statement.  “This 
is  vital  to  constantly  advance  and  expand 
the  ability  to  provide  quality  health  care 
for  all  Americans.” 

Dr.  Egeberg,  65,  is  a large,  bluff  man 
of  Norwegian  stock  who  demonstrated  a 
sense  of  humor  at  his  first  news  confer- 
ence. He  is  a member  of  the  AMA  and  a 
diplomat  of  the  American  Board  of  Internal 
Medicine.  Generally  considered  a moderate 
liberal  on  health  matters,  he  served  on  sev- 
eral advisory  commissions  during  the  Ken- 
nedy and  Johnson  Administration  and  on 
the  state  level  in  California.  One  of  his 
major  interests  has  been  health  care  of  the 
poor  and  he  arranged  for  the  USC  medical 
school  to  be  the  medical  consultant  for  the 
neighborhood  health  center  in  the  Watts  dis- 
trict of  Los  Angeles. 

At  his  first  news  conference  in  HEW,  he 
classified  delivery  of  health  care  as  almost 
the  department’s  number  one  problem.  He 
said  medicare  now  is  “rather  well  estab- 
lished” in  solving  a problem.  But  medicaid, 
he  said,  “has  run  afoul  of  a number  of 
things,  and  I don’t  know  that  one  can  blame 
any  one  person  or  any  group  for  this.” 

A member  of  the  army  medical  corps  in 
World  War  II,  he  was  personal  physician 
and  aide-de-camp  to  General  of  the  Army 
Douglas  MacArthur,  1944-1945. 


Determination  of  Operative  Blood  Loss  — A. 

G.  Bond  (Hosp  for  Sick  Children,  Toronto). 

Anaesthesia  24:219-229  (April)  1969. 

Discrepancies  in  the  hemoglobin-extrac- 
tion-dilution method  of  operative  blood  loss 
occur  from  three  main  sources;  defective 
technique,  faults  in  making  simple  measure- 
ments, and  failure  to  allow  for  the  marked 
variability  of  Hb  of  the  shed  blood  that  may 
occur  during  anesthesia  and  surgery.  Any 
one  of  these  errors  may  introduce  inaccuracy 
sufficient  to  invalidate  the  technique  even 
as  a rough  guide  to  blood  loss  volume.  Ap- 
propriate precautions  can  reduce  such  errors 
to  a total  of  less  than  2%. 
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Alcohol  and  Gasoline 


Statistics,  it  is  said,  can  be  used  to  sub- 
stantiate any  fact.  However,  according  to 
Sterling  T.  Tooker,  president  of  The  Trav- 
lers  Insurance  Companies,  statistics  can- 
not prove  how  many  accidents  have  been 
prevented  through  safety  education. 

Writing  in  the  35th  edition  of  his  com- 
pany’s annual  booklet  of  highway  accident 
data,  Mr.  Tooker  said,  “Our  rationale  back 
in  1931  was  that  if  reasonable  people  know 
the  truth  about  a problem,  the  truth  will 
help  them  solve  the  problem.  In  1969,  65 
million  booklets  later,  it  is  still  our  ration- 
ale. 

“Ironically  enough,  this  conviction  can- 
not be  based  on  hard  statistics,”  he  said. 
“Yet  we  know  that  hundreds  of  thousands 
of  accidents  have  been  prevented  by  drivers 
and  pedestrians  who  have  learned  to  drive 
and  walk  with  safety.  And  the  ever-mount- 
ing number  of  miles  traveled  on  many  poor- 
ly engineered  roads  clogged  by  more  and 
more  cars  and  trucks  and  busses  give  us  real 
reason  to  believe  that  these  ghastly  casualty 
totals  could  be  much  higher,”  he  said. 

“Alcoholocaust”  is  the  title  of  the  1969 
edition  of  The  Travelers  booklet.  And  for 
the  first  time  it  takes  a long,  hard  look  at 
the  mixture  of  alcohol  and  gasoline.  But 
the  booklet  does  not  contain  statistics  to 
support  the  title.  Here’s  why; 

The  numbers  and  the  classifications  are 
distilled  — no  pun  intended  — from  month- 
ly reports  furnished  by  state  motor  vehicle 
departments  (a  voluntary  service  gratefully 
acknowledged  by  The  Travelers).  Energetic 
and  thorough  research  has  nailed  down 
drunk  driving  as  a major  accident  cause,  but 
absolute  precision  is  still  out  of  reach.  A 
dead  driver  can’t  be  asked  to  heel-and-toe 
or  take  a breath  or  blood  test.  The  injured 
driver  frequently  needs  swift  emergency 
treatment.  Technical  examination  for  al- 
cohol in  his  blood  stream  must  come  later 
when  the  aberant  ingredient  has  been  diluted 
or  has  disappeared  altogether. 

The  evidence  is  nevertheless  overwhelm- 
ing. Indeed,  the  U.S.  Department  of 


Transportation  has  issued  a report  to  Con- 
gress which  even  die-hard  statisticians  agree 
is  a definitive  indictment  of  drink-then-drive 
offenders.  This  landmark  study  concludes 
that  “the  use  of  alcohol  by  drivers  and  pedes- 
trians leads  to  some  25,000  deaths  and  a 
total  of  at  least  800,000  crashes  in  the  Unit- 
ed States  each  year.” 

“Some”  and  “at  least”  acknowledge  that 
the  D.O.T.  study  is  not  an  exact  recap 
either.  The  point,  however,  is  sharp  to  all 
last-ditch  apologists  for  irresponsible  social 
drinkers  or  social  drinkers-and-drivers  them- 
selves. 


Comparison  of  Chlorambucin  and  Streptoni- 
grin  (NSC-45383)  in  Treatment  of  Malig- 
nant Lymphomas  — D.  T.  Kaung  et  al 
(VA  Hosp,  Iowa  City).  Cancer  23:1280- 
1283  (June)  1969. 

Forty-three  patients  with  progressive,  dis- 
seminated Hodgkin’s  disease  and  58  with 
other  lyphomas  were  treated  with  chloram- 
bucil, 0.2  mg/kg/day  orally,  or  streptonigrin, 
0.044mg/kg/day  orally,  for  a minimum  of  six 
weeks  in  a double-blind  study.  In  the  Hodg- 
kin’s group,  12  of  the  23  (52%)  patients  re- 
ceiving chlorambucil  and  six  of  the  20  (32%) 
patients  receiving  streptonigrin  showed  objec- 
tive responses.  In  the  lymphosarcoma  group, 
which  included  giant  follicular  lymphoma, 
reticulum  cell  sarcoma,  and  mycosis  fun- 
goides,  12  of  the  35  (34%)  treated  with 
chlorambucil  and  11  of  the  33  (34%)  treat- 
ed with  streptonigrin  showed  objective  re- 
sponses. Chlorambucil  and  streptonigrin 
seem  to  be  equally  effective  in  the  treat- 
ment of  Hodgkin’s  disease  and  other  lym- 
phomas. The  most  common  forms  of  drug 
toxicity  consisted  of  bone  marrow  depression 
and  gastrointestinal  symptoms.  Leukopenia 
occurred  in  two  thirds  of  patients  treated 
with  either  drug.  The  incidence  of  gastro- 
intestinal toxicity  and  thrombocytopenia  was 
higher  in  patients  treated  with  streptonigrin. 


August,  1969 


533 


Change  the  System? 


To  provide  better  medical  care  and  pro- 
duce more  health  workers  there  must  be 
drastic  changes  in  U.S.  colleges  and  uni- 
versities, representatives  of  state  medical 
societies’  liaison  committee  with  nursing 
were  told. 

Darrel  J.  Mase,  Ph.D.,  Dean,  College  of 
Health  Related  Professions,  University  of 
Florida,  assailed  colleges  and  universities 
as  “the  most  archaic  institutional  structures 
in  society.  Tradition  is  our  greatest  deter- 
rent to  change,  and  tradition  exists  in  our 
education  and  health  institutions  as  well  as 
in  the  people  who  make  up  the  institutions.” 

Forty-four  state  representatives  met  with 
members  of  the  Committee  and  its  panel  of 
nurse  consultants.  Their  goals  were  to  con- 
sider causes  which  demand  changes  in  the 
delivery  of  health  care  services,  delineate 
the  shifting  role  of  physicians  and  nurses, 
consider  education  required  to  prepare 
nurses  for  a changing  role,  encourage  state- 
wide conferences  based  on  the  national 
AM  A- American  Nursing  Association  con- 
ferences, and  to  provide  the  AMA  Com- 
mittee on  Nursing  with  a comprehensive 
view  of  what  is  being  done  at  the  state  level 
in  the  delivery  of  health  care  services. 

Dr.  Mase  charged  in  his  keynote  ad- 
dress that  the  university  professor  is  a 
great  friend  of  change  “provided  it  doesn’t 
affect  the  patterns  of  academic  life.  His 
motto  is  ‘Innovate  away  from  home’.” 

“We  are  going  to  have  to  do  a far  more 
imaginative  and  aggressive  job  of  renewing, 
redesigning,  and  revitalizing  our  institutions 
if  we  are  to  meet  the  requirements  of  to- 
day,” he  said.  “These  are  among  the 
thoughts  which  make  me  pessimistic  about 
the  isolated  and  abortive  attempts  to  re- 
define, redelegate,  reassume  functions  of  the 
physician  and  the  nurse.” 

Dr.  Mase  cited  the  problem  of  producing 
more  physician  assistants. 

“If  there  is  to  be  a physician  assistant, 
his  clinical  experience  should  be  with  the 
physician  in  practice;  he  should  be  given  a 


degree ; the  AMA  should  approve  his  prepar- 
ation and  give  him  a kind  of  membership  in 
the  association ; he  would  then  have  a union 
card  and  mobility.  He  could  then  be  a re- 
spected citizen  in  the  family  of  those  in 
the  health  occupations  and  professions,”  Dr. 
Mase  asserted. 


Sudden  Unexpected  Unexplained  Death  in 
Infants  — J.  Ludwig  (Mayo  Clinic,  Ro- 
chester, Minn),  J.  P.  Fitzgibbons,  Jr.,  and 
F.  T.  Nobrega.  Virchow  Arch  Path  Anat 
346:287-301  (No.  4)  1969. 

Gross  and  histological  findings  at  autopsy 
in  32  cases  of  sudden  unexpected  unexplained 
death  (SUUD)  in  infants  were  compared 
with  autopsy  findings  in  seven  cases  in  which 
alarming  clinical  symptoms  had  been  ob- 
served but  no  cause  of  death  was  found 
pathologically  (morphologically  unexplained 
death,  MUD)  and  in  74  cases  in  which  the 
cause  of  death  was  clearly  established.  Lar- 
yngotracheitis  was  found  most  often  in 
SUUD  cases;  other  infections  were  bron- 
chitis, focal  pancreatitis,  and  mild  pyelo- 
nephritis. Similar  lesions  were  also  found  in 
control  cases.  SUUD  may  occur  at  any  time 
during  the  course  of  an  upper  respiratory 
or  other  type  of  infection. 

Carpal-Tunnel  Syndrome:  Results  of  Surgical 
Decompression  — J.  C.  Semple  (Nuffield 
Dept  of  Orthopedic  Surgery,  Oxford,  Eng- 
land) and  A.  0.  Cargill.  Lancet  1 :918- 
919  (May  3)  1969. 

One  hundred  fifty  operative  decompres- 
sions of  median  nerves  in  the  carpal  tunnel 
are  reviewed.  The  operation  appears  less 
successful  than  was  previously  supposed.  The 
best  results  are  obtained  in  patients  who 
had  symptoms  for  a short  time.  This  may 
be  because  the  initial  recoverable  neuropathy 
is  succeeded  by  more  permanent  changes  in 
the  nerve. 
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Medicinews 


Heart  symposiuin  at  U of  I 

A Cardiovascular  Symposium  sponsored 
by  the  Iowa  Heart  Association  in  cooperation 
with  the  great  Plains  Heart  Associations 
will  be  held  at  the  University  of  Iowa  Health 
Center  Friday  and  Saturday,  September  19- 
20,  1969. 

Some  300  physicians  attended  the  first 
Great  Plains  Symposium  last  year  in  Minne- 
apolis. The  Iowa  City  conference  will  be 
held  at  Iowa  Memorial  Union. 

Welcoming  physicians  at  the  conference 
will  be  Dr.  Richard  W.  Booth,  Omaha,  Nebr., 
chairman  of  the  professional  education  com- 
mittee of  the  Great  Plains  Regional  Heart 
Associations,  and  Dr.  Lewis  E.  January  of 
the  U of  I,  a past-president  of  the  American 
Heart  Association. 

Speakers  at  the  opening  general  session 
will  be  Dr.  Campbell  Moses,  New  York,  N.Y., 
who  will  discuss  “Risk  Factors  in  Cardio- 
vascular Diseases,”  and  Dr.  J.  Willis  Hurst, 
Atlanta,  Ga.,  who  will  speak  on  “Bedside 
Diagnosis  of  Cardiovascular  Disease.” 

Simultaneous  sessions  on  pediatric  cardi- 
ology, auscultation  of  the  heart,  and  labora- 
tory aids  in  cardiovascular  disease  will  follow 
the  first  general  session.  Moderators  will  be, 
respectively.  Dr.  Paul  K.  Mooring,  Omaha, 
Nebr.,  Dr.  Earnest  0.  Theilen,  U of  I,  and 
Dr.  Kenneth  G.  Berge,  Rochester,  Minn. 

The  luncheon  speaker  will  be  Dr.  William 
B.  Bean,  professor  and  head  of  the  U of  I 
Department  of  Internal  Medicine. 

Afternoon  topics  and  moderators  for 
simultaneous  sessions  will  be  “Remedial 
Heart  Disease,”  Dr.  Brent  M.  Parker,  St. 
Louis,  Mo. ; “Specialized  Techniques,”  Dr. 
Frank  W.  Kroetz  of  the  U of  I ; and  “Cardio- 
vascular Drugs,”  Dr.  John  A.  Spittell,  Jr., 
Rochester,  Minn. 

General  session  speakers  will  be  Dr.  Leon 
Goldberg,  Atlanta,  Ga.,  who  will  speak  on 
“Sympathetic  Drugs  in  the  Treatment  of 
Shock”  and  Dr.  Arthur  C.  Beall,  Jr.,  who 
will  discuss  “Major  Vessel  Surgery.” 


“Curbstone  Consultations”  on  cardiovas- 
cular drugs,  treatment  of  shock,  medical  vs. 
surgical  treatment  of  dissecting  aneurysms 
of  the  aorta,  auscultation  pearls,  tips  in  pre- 
vention of  coronary  artery  disease  and 
stroke,  pediatric  cardiac  radiology,  and  prob- 
lem electrocardiograms,  will  be  held  Friday 
evening. 

A general  session  on  heart  failure  Satur- 
day morning  will  consider  prevention,  bed- 
side diagnosis,  digitalis  and  other  drugs,  and 
surgical  therapy. 

Child  health  personnel 

The  American  Academy  of  Pediatrics  has 
taken  a major  step  to  improve  the  delivery 
of  child  health  care  in  the  United  States  by 
initiating  a national  program  to  train  allied 
child  health  personnel  including  pediatric 
nurse  associates,  pediatric  office  assistants, 
and  pediatric  aides. 

The  Academy  hopes  that  more  than  6,000 
associates,  assistants,  and  aides  will  be 
trained  within  the  next  five  years,  thereby 
greatly  increasing  the  pediatrician’s  capa- 
bility to  provide  comprehensive  pediatric 
care  to  larger  segments  of  the  public. 

To  implement  this  program,  the  Academy 
Executive  Board,  meeting  in  Evanston,  ap- 
proved the  establishment  of  a Division  of 
Child  Health  Manpower  within  the  AAP 
Central  Office. 

The  AAP  Executive  Board  also  unani- 
mously endorsed  as  official  Academy  policy 
the  position  that  a physician  may  delegate 
to  a properly  trained  individual  working 
under  his  supervision,  the  responsibility  of 
providing  appropriate  portions  of  health 
examinations  and  health  care  for  infants 
and  children. 


Coal  miners 

Coal  miners  risk  more  than  the  tragedy 
of  death  by  explosion  in  the  mines.  There 
also  is  the  “quiet,  unnoticed  tragedy  which 
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occurs  every  time  a miner  or  ex-miner  strug- 
gles in  vain  for  one  more  breath  through 
lungs  exposed  for  too  long  to  levels  of  coal 
dust  which  nature  obviously  never  intended 
a man  to  breathe.” 

The  quotation  is  from  a speech  by  Charles 
C.  Johnson,  Jr.,  Administrator  of  the  Con- 
sumer Protection  and  Environmental  Health 
Service,  before  the  American  Mining  Con- 
gress in  Pittsburgh,  May  5,  1969.  As  he 
expressed  it,  the  nation  “can  afford  no  more 
of  the  tragedies  among  coal  miners  in  this 
country  that  have  occurred  in  the  past.” 

The  Consumer  Protection  and  Environ- 
mental Health  Service,  which  Mr.  Johnson 
heads,  is  a new  agency  of  the  Department 
of  Health,  Education,  and  Welfare.  It  is 
concerned  with  the  whole  range  of  environ- 
mental and  consumer  hazards  and  their  indi- 
vidual and  combined  effects  on  man’s  health. 
The  Service  consists  of  the  Food  and  Drug 
Administration,  the  National  Air  Pollution 
Control  Administration,  and  the  Environ- 
mental Control  Administration,  which  deals 
with  such  problems  as  solid  wastes,  water 
hygiene,  occupational  safety  and  health,  com- 
munity environmental  health,  and  radiation 
from  electronic  products. 

Research  conducted  by  the  Agency’s  Bu- 
reau of  Occupational  Safety  and  Health  has 
revealed  that  more  than  100,000  miners  are 
afflicted  by  coal  miners’  pneumoconiosis,  or 
black  lung,  a chronic  chest  disease  caused 
by  the  accumulation  of  fine  dust  particles 
in  the  lung. 


Dr.  Egeberg  to  top  spot 

The  American  Medical  Association  com- 
mended the  nomination  of  Dr\  Roger  0. 
Egeberg  of  Los  Angeles  to  be  Assistant  Sec- 
retary for  Health  and  Scientific  Affairs 
and  offered  its  full  organizational  and  sci- 
entific resources  in  jointly  meeting  the 
health  care  needs  of  the  American  people. 

Dr.  Egeberg,  65,  is  dean  of  the  Univer- 
sity of  Southern  California  School  of  Medi- 
cine, a member  of  national  study  groups  on 
health  matters  and  a medical  administrator. 
He  is  a member  of  the  AMA,  the  American 
College  of  Physicians,  the  American  Clinical 


and  Climatological  Association  and  the 
American  Society  of  Internal  Medicine. 

“We  believe  Dr.  Egeberg  will  be  able  to 
bring  about  the  necessary  close  coordination 
between  government  and  private  sectors  in 
the  health  care  system,”  said  Dr.  Dwight  L. 
Wilbur,  AMA  president.  “This  is  vital  to 
constantly  advance  and  expand  the  ability  to 
provide  quality  health  care  for  all  Ameri- 
cans.” 

Dr.  Wilbur  added : “Since  the  advent  of  a 
new  federal  administration,  there  has  been 
widespread  discussion  about  the  goals  and 
needs  of  the  American  health  care  system. 
This  has  centered  on  the  approaches  that 
may  be  advocated  by  the  Nixon  administra- 
tion and  the  leaders  who  may  be  appointed 
to  develop  and  direct  its  plans  in  health 
affairs. 

“The  goal  of  all  participants  in  these  dis- 
cussions has  been  basically  the  same;  To 
assure  provision  of  quality  health  care  for 
all  the  American  people  on  a constantly  ad- 
vancing basis. 

“The  principal  question  is  what  is  in- 
volved in  providing  this  care  and  in  ac- 
celerating its  universal  availability  at  at- 
tainable costs.  It  is  natural  that  there  have 
been  many  differing  plans  and  that  advo- 
cates of  each  have  been  pressing  for  accept- 
ance. 

“In  a highly  complex  situation,  much  of 
the  attention  has  been  focused  on  only  one 
or  two  of  the  many  factors  involved.  All 
of  the  factors  must  be  considered  together 
and  on  a flexible  basis,  so  changes  can  be 
made  when  desirable. 

“What  medicine  can  do  for  people  has 
grown  phenomenally  in  recent  years.  There 
has  been  a multiplication  of  demand  for 
health  services.  Many  new  forms  of  health 
delivery  systems  have  been  developed. 
There  are  168,000,000  Americans  with  vol- 
untary health  insurance  that  enables  them 
to  afford  the  care  they  need.  New  drugs, 
equipment  and  techniques  have  been  adopted. 
The  whole  pattern  has  been  one  of  change 
and  development.  We  must  have  a flexible 
approach  that  encourages  and  abets  further 
advancement,  rather  than  freezing  on  one 
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institutionalized  approach  that,  once  set, 
would  be  most  resistant  to  improvements. 
We  must  increase  the  incentives  to  get  dedi- 
cated people  to  work  where  the  needs  are 
greatest. 

“This  calls  for  close  cooperation  between 
the  medical  profession  and  the  AMA  with  the 
new  Assistant  Secretary.  We  look  forward 
to  the  opportunity  to  work  with  Dr.  Ege- 
berg  and  with  all  other  segments  of  the 
health  care  field  in  this  way  to  help  assure 
the  best  health  care  sj^stem  for  the  entire 
American  public.” 


Community  health  week 

The  seventh  annual  observance  of  Com- 
munity Health  Week  will  be  October  19 
through  25,  1969,  in  most  participating  lo- 
calities, the  American  Medical  Association 
has  announced. 

The  recurring  national  theme  is  “Teaming 
Up  for  Better  Health.” 

Community  Health  Week  was  established 
by  AMA’s  House  of  Delegates  in  1962.  It 
focuses  attention  on  continuing  advances  in 
health  care  and  medical  science,  and  the 
application  of  these  advances  in  the  com- 
munity. Further,  it  serves  to  pinpoint  local 
health  problems  and  needs. 

Planning  and  promotional  materials  de- 
veloped by  AMA’s  Communications  Division 
concentrate  on  two  timely  themes  — re- 
cruiting health  manpower  and  emergency 
medical  identification. 

This  material  points  out  that  long-range 
plans  to  significantly  increase  the  number 
of  physicians  had  been  instituted  in  the  late 
1950’s  by  the  AMA,  Association  of  Ameri- 
can Medical  Colleges,  and  interested  parties 
at  state  and  local  level. 

It  also  explains  that  physicians,  by  1975, 
are  expected  to  be  graduating  at  a rate  of  at 
least  10,000  annually,  or  2,000  more  than 
the  1968  rate.  In  addition,  the  material 
notes,  there  are  at  least  200  professional 
career  opportunities  in  the  health  field. 

Emergency  medical  identification  is  im- 
portant, the  material  emphasizes,  because  a 


fifth  of  the  U.S.  population  has  health  prob- 
lems that  could  cause  an  emergency  or  could 
be  made  worse  by  one.  Each  of  these  indi- 
viduals should  wear  a signal  device  or  tag 
which  has  the  universal  symbol  of  emer- 
gency medical  identification  and  a few  words 
naming  the  problem. 

The  universal  symbol  is  a star  with  the 
snake-entwined  staff  of  Aesculapius  (Greek 
god  of  medicine)  superimposed.  It  was  de- 
veloped by  AMA. 

A letter  accompanying  the  material  points 
out  that,  since  Community  Health  Week  is 
sponsored  by  the  medical  profession,  pro- 
grams are  coordinated  through  state  or  local 
medical  societies. 


Council  on  arteriosclerosis 

The  Council  on  Arteriosclerosis  of  the 
American  Heart  Association  has  scheduled 
its  1969  scientific  meeting  for  Nov.  11-12, 
1969,  in  the  Sheraton-Dallas  Hotel.  The 
meeting  immediately  precedes  the  Heart  As- 
sociation’s four-day  Scientific  Sessions  pro- 
gram in  Dallas’  Memorial  Auditorium.  All 
interested  physicians  and  scientists  are  in- 
vited to  attend. 


Effects  of  Sublingual  Nitroglycerin  on  Myo- 
cardial Blood  Flow  in  Patients  With  Coro- 
nary Artery  Disease  or  Myocardial  Hyper- 
trophy — R.  P.  Carson  et  al  (Fitzsim- 
mons General  Hosp,  Denver) . Amer  Heart 
J 77:579-584  (May)  1969. 

The  effect  of  sublingual  nitroglycerin  on 
myocardial  blood  flow  was  studied  in  nine  pa- 
tients undergoing  cardiac  catheterization 
using  selective  intracoronary  injections  of 
xenon  133  in  saline.  The  results  substan- 
tiate the  theory  that  in  some  patients  with 
coronary  artery  disease,  nitroglycerin  exerts 
a biphasic  action  with  an  initial  increase  in 
myocardial  blood  flow  followed  by  a de- 
crease in  flow  as  the  systemic  effects  of  the 
drug  become  manifest.  This  biphasic  action 
was  not  seen  in  patients  with  cardiac  en- 
largement and  hypertrophy. 
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While  Making  Rounds 


1.  The  Doctor’s  Dictionary. 

a.  NB 

b.  CT 

c.  SUD 

d.  XM 

e.  ER 

(Answers  on  page  545). 

2.  Quote  Unquote. 

“We  are  giving  our  young  people  cut 
flowers  when  we  should  be  teaching 
them  to  grow  their  own  plants.” 

— Gardner 

“Wonderful  little  our  fathers  knew, 

Half  of  their  remedies  cured  you  dead.” 

— Kipling 

“The  twentieth  century  is  shifting  its 
foundations,  and  it  is  altering  its  em- 
phasis with  striking  rapidity.” 

—Wilder 

3.  Words  We  Can  Do  Without. 

Interdisciplinary 

Gradualism 

Breakthrough 

4.  Our  Own  Monthly  Statistical  Report. 

In  1968,  malpractice  insurance  cost  the 
doctors  75  million  dollars,  and  the 
patients  got  18  million  dollars. 

5.  Anniversary  Time. 

August  14,  1824. 

Henry  Hill  Hickman:  A letter  on  sus- 
pended animation;  on  the  use  of  car- 
bon dioxide  as  an  anaesthetic  agent. 

6.  Q & A. 

Q:  How  long  will  you  be? 

A:  A good  hour.* 

*Took  two  hours.** 

**A  good  hour  equals  two  hours. 

7.  Strange  Disease  Of  The  Month. 
YOO-YOO. 


It  means  complete  ignorance  of  the  na- 
ture of  a disease,  both  as  to  location 
and  cause.  We  always  call  it  “Yoo- 
Yoo’s  disease.”  We  keep  running 
across  it  all  the  time. 

8.  How  Interesting. 

In  the  National  Halothane  Study,  post- 
operative death  rates  varied  widely 
among  the  34  institutions,  from  0.27 
percent  to  6.40  percent.  One  figure 
is  two  thousand,  two  hundred  and  sev- 
enty percent  higher  than  the  other. 
This  seems  more  important  than  the 
rest  of  the  study. 

9.  Who? 

Who  discovered  deoxyribonucleic  acid? 

Miescher,  in  1869. 

10.  Why  Do  We? 

Why  do  we  say  internal  medicine? 
There’s  no  external  medicine. 

11.  Lines  To  Practice  By. 

Nine  out  of  every  ten  men  have  piles. 

— Chinese  proverb 

Heaven  defend  me  from  a busy  doctor. 

— Welsh  proverb 

— F.C. 


Clofibrate  in  Chronic  Simple  Glaucoma  — T. 
G.  Ramsell  and  J.  A.  Roth  (Nuffield  Lab 
of  Ophthalmology,  Walton  St,  Oxford,  Eng- 
land). Brit  J Opthal  53:230-232  (April) 
1969. 

In  a trial  of  clofibrate  treatment  in  ten  pa- 
tients with  proved  chronic  simple  glau- 
coma, only  three  showed  a definite  fall  in 
intraocular  pressure.  One  patient  had  nor- 
mal intraocular  pressure  after  six  months’ 
treatment,  and  except  for  this  case,  the  co- 
efficient of  outflow  did  not  improve  on  treat- 
ment. Overall,  there  is  no  significant  differ- 
ence between  intraocular  pressure  before  and 
after  treatment  (0.2<P<0.3). 
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Doctors  Make  News 


Doctor  James  Schivedhelm  has  joined  the 
Medical  Arts  Group  in  Norfolk. 

Doctor  Hull  Cook,  Sidney,  has  been  elected 
a District  Governor  of  the  Rotary  Club. 

Doctor  Bryce  G.  Shopp,  Imperial,  has  been 
re-elected  to  active  membership  in  the 
American  Academy  of  General  Practice. 

Doctor  William  B.  Long  has  terminated 
his  practice  in  Lexington  and  entered  a psy- 
chiatry residency. 

Doctor  Shirley  Classen  has  re-opened  her 
office  in  Bristow  after  a year’s  leave  of  ab- 
sence. 

Doctor  H.  C.  Stewart,  Pawnee  City,  has 
been  re-elected  to  active  membership  in  the 
American  Academy  of  General  Practice. 

Doctor  Wesley  Wilhelm,  Ogallala,  has  an- 
nounced plans  to  move  to  Omaha  where  he 
will  begin  a residency  in  Internal  Medicine. 

Doctor  Ernest  A.  Schabauer  has  an- 
2iounced  the  termination  of  his  practice  in 
Plainview. 

Doctor  John  H.  Worthman  of  the  West 
Point  Medical  Center  has  opened  an  addition- 
al office  in  Oakland. 

Doctor  Donald  J.  Bucholz,  Omaha,  has 
been  recognized  by  Rotary  International  with 
the  Cadwallader  Award. 

Doctor  Gerald  Spethman  has  left  Albion 
and  has  joined  the  practice  of  Doctors  David 
Weeks  and  William  DeRoin  in  Omaha. 

Doctor  Douglas  Campbell,  Scottsbluff,  is 
the  new  President  of  the  Nebraska  Heart 
Association. 

Doctor  Robert  C.  Anderson,  Holdrege,  has 
been  re-elected  to  active  membership  in  the 
American  Academy  of  General  Practice. 

Doctor  James  E.  Ramsay,  Atkinson,  has 
been  re-elected  to  active  membership  in  the 
American  Academy  of  General  Practice. 

Doctor  R.  S.  Wycoff,  Lexington,  was  re- 
cently honored  by  that  city’s  Chamber  of 


Commerce  for  50  years  of  service  in  the 
medical  profession. 

Doctor  W.  /.  Devers,  Pierce,  was  recently 
honored  on  his  89th  birthday  by  the  physi- 
cians and  staff  of  the  Lutheran  Community 
Hospital  in  Norfolk. 

Doctor  Edwin  D.  Lyman  has  left  Omaha 
and  accepted  the  position  of  Director  of 
Health  and  Executive  Secretary  for  the  Kan- 
sas Board  of  Health. 

Doctor  John  Douthit  has  ended  his  prac- 
tice in  Hastings  and  accepted  the  appoint- 
ment as  Vice  Chairman  of  the  Department 
of  Orthopedic  Surgery  at  the  University  of 
Nebraska  College  of  Medicine. 


Relationship  of  Premature  Systoles  to  Coro- 
nary Heart  Disease  and  Sudden  Death  — 
B.  N.  Chaing  et  al  (School  of  Public 
Health,  Univ  of  Michigan,  Ann  Arbor). 
Ann  Intern  Med  70 : 1159-1166  (June)  1969. 

Electrocardiograms  were  recorded  in  5,129 
persons  age  16  and  over.  Ventricular  and 
supraventricular  premature  systoles  occurred 
in  264  individuals  (5.1%).  They  were  more 
common  in  men  and  prevalence  increased 
with  age.  Among  persons  over  30  years 
of  age,  158/1,000  (26/165)  of  those  with 
ventricular  premature  systoles  had  manifest 
coronary  heart  disease  as  compared  with 
50/1,000  (173/3,459)  without  premature 

systoles.  During  a six-year  period  45  per- 
sons died  within  1 hr  of  symptoms;  ten 
(22%)  demonstrated  ventricular  premature 
systoles  long  before  the  fatal  attack.  Of 
165  persons  over  age  30  with  ventricular 
premature  systoles,  ten  died  suddenly  com- 
pared with  35  of  3,459  without  this  findings. 
Supraventricular  premature  systoles  were 
not  associated  with  the  higher  prevalence 
of  coronary  heart  disease  or  increased  risk 
of  sudden  death. 
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Our  Medical  Schools 


Cystic  fibrosis 

Clinical  testing  of  a vaccine  aimed  at  pre- 
venting a secondary  disease  which  often  af- 
fects cystic  fibrosis  victims  has  begun  at 
the  University  of  Nebraska  Medical  Center. 

If  successful,  the  vaccine  could  result  in 
prolongation  of  the  life  of  cystic  fibrosis 
children,  said  Dr.  Gordon  E.  Gibbs,  research 
professor  in  charge  of  the  Cystic  Fibrosis 
Research  Center. 

Dr.  Gibbs,  who  has  been  working  for  35 
years  with  cystic  fibrosis,  said  the  $4,500 
gi’ant  awarded  by  the  Parke-Davis  Research 
Laboratories  through  the  National  Cystic  Fi- 
brosis Research  Foundation  will  finance  the 
first  study  of  pseudomonas  vaccine  applied 
to  cystic  fibrosis. 

Pseudomonas  is  a bacterial  infection  which 
often  attacks  the  lungs  of  children  weak- 
ened with  cystic  fibrosis,  making  the  child’s 
condition  increasingly  more  difficult  to 
treat.  Dr.  Gibbs  said. 

He  said  pseudomonas  encourages  a much 
more  stubborn  bronchitis,  and  although  anti- 
bodies have  been  used  against  it,  the  treat- 
ment has  not  been  too  successful. 

“It  would  be  better  to  prevent  pseudo- 
monas than  to  treat  it,”  he  said. 

He  added  that  if  the  study  is  successful, 
it  may  become  possible  to  be  immunized 
against  pseudomonas  before  it  is  contract- 
ed. 

“We  would  administer  doses  of  the  vac- 
cine once  every  three  months  and  measure 
the  amount  of  antibodies  developing  in  rela- 
tion to  the  amount  of  pseudomonas  present. 
If  immunization  is  occurring,  the  child  will 
then  receive  booster  shots  only  when  he  needs 
them,”  Dr.  Gibbs  said. 

He  said  the  pseudomonas  vaccine  has  had 
some  trial  use  in  burn  cases  against  pseudo- 
monas infection,  but  has  never  been  used  in 
the  treatment  of  infections  related  to  cystic 
fibrosis. 


Use  of  the  vaccine  in  cystic  fibrosis  is 
more  promising  because  the  immunity  can 
be  built  up  before  the  pseudomonas  infection 
occurs,  whereas  in  a burn  case  the  pseudo- 
monas infection  is  likely  to  begin  suddenly 
and  unexpectedly  with  the  occurrence  of  the 
burn,  he  added. 

Dr.  Gibbs,  who  heads  the  first  study  to  de- 
velop the  pseudomonas  vaccine  for  clinical 
patients,  said  that  there  are  more  tests  to 
be  made  on  the  vaccine  before  it  can  be  dis- 
tributed to  other  clinics. 

He  said  the  tests  may  provide  the  back- 
ground for  a cooperative  study  involving 
eight  or  more  cystic  fibrosis  centers  else- 
where. 

Dr.  Gibbs  said  that  he  hopes  all  cystic 
fibrosis  patients  at  the  Medical  Center  will 
be  able  to  use  the  vaccine.  The  original 
study  plans  excluded  the  administration  of 
the  vaccine  to  those  who  already  had  con- 
tracted pseudomonas  infection,  but  later  in- 
vestigation showed  that  it  might  be  worth- 
while to  help  protect  all  patients  if  it  is 
possible. 

Students  at  U of  N 

The  University  of  Nebraska  School  of 
Nursing  has  enrolled  71  sophomores  for 
their  first  three  years  of  study  on  the 
Omaha  campus. 

The  curriculum  for  the  nine-week  summer 
session  is  comprised  of  two  programs  of 
study.  The  students  will  study  biochemistry 
on  the  medical  campus  for  the  first  part  of 
the  session  and  will  spend  the  second  half 
studying  educational  psychology  and  micro- 
biology at  the  University  of  Nebraska  at 
Omaha. 

The  session  ends  August  15. 

The  incoming  class  includes  six  registered 
nurses  and  three  men.  The  sophomores  took 
their  first  year  of  study  at  14  colleges  other 
than  the  University  of  Nebraska. 

Also  registering  were  94  seniors  in  the 
College  of  Medicine.  Juniors  in  the  college 


August,  1969 


541 


who  usually  register  later  in  the  summer 
were  registered  with  the  seniors.  The  two 
lower  classes  will  register  Sept.  2. 

Forty  seniors  will  em'oll  in  the  medical 
technology  program  at  one  of  four  registra- 
tions during  the  summer.  These  students 
have  completed  three  years  of  college  and  at 
the  successful  completion  of  their  studies 
next  year  will  be  awarded  the  bachelor  of 
science  in  medical  technology  degree. 


U of  N Medical  Center 

The  University  of  Nebraska  Medical  Cen- 
ter began  caring  for  patients  in  its  new 
$8,100,000  hospital  wing. 

Begun  in  January  1967,  the  189-bed  wing 
will  be  utilized  in  the  teaching  program  for 
the  College  of  Medicine  and  the  School  of 
Nursing. 

The  addition  will  bring  the  bed  total  at 
the  Medical  Center  to  424.  The  total  in- 
cludes 91  beds  in  the  remodeled  portion  of 
one  of  the  old  hospital  wings,  44  beds  at  the 
Hattie  B.  Munroe  Pavilion  and  one  hundred 
beds  at  the  Nebraska  Psychiatric  Institute. 

Patients  will  be  housed  in  the  top  four 
floors  of  the  hospital  with  obstetrical  pa- 
tients on  the  fourth  floor,  medicine  and  sur- 
gery patients  on  the  fifth  and  sixth  floors 
and  neurology  and  gynecological  patients  on 
the  seventh  floor. 

The  first  floor  contains  a modern,  11- 
room  surgical  suite,  the  medical  records  li- 
brary, the  pulmonary  functions  clinic  and  the 
radiology  clinic. 

On  the  second  floor  are  the  emergency 
room,  internal  medicine  and  surgical  clinics, 
the  admitting  offices,  the  central  service 
supply  and  the  pharmacy. 

The  third  floor  contains  the  canteen,  cafe- 
teria, administrative  offices,  laboratories 
and  three  clinics. 

Some  of  the  features  of  the  new  wing 
include : 

— A conference  room  adjacent  to  the  sur- 
gical suite  where  students  may  view  op- 
erations on  closed-circuit  television. 


— A neonatorium  for  high-risk  newborn 
infants  and  an  adolescent  four-bed  ma- 
ternity room  with  a lounge. 

— A family  practice  clinic  which  the  Ne- 
braska Legislature  recently  authorized 
for  the  training  of  physicians  for  fam- 
ily practice  service. 

— An  eight-bed  intensive  care  unit  for 
surgery  patients  and  a two-bed  burn 
treatment  center. 

— A maternal  and  child  ambulatorium 
which  will  integrate  obstetrics,  gyne- 
cology, pediatrics,  psychiatry  and  neu- 
rology services. 

Continuing  education  schedule 

The  next  four  courses  on  the  continuing 
education  schedule  at  the  University  of  Ne- 
braska Medical  Center  will  be  held  in  Lincoln. 

Thirteen  other  courses  have  been  planned 
for  the  1969-1970  academic  year.  They  will 
be  presented  on  the  campus  of  the  Medical 
Center  in  Omaha.  Each  will  be  conducted 
by  a faculty  member  of  the  University  of 
Nebraska  College  of  Medicine  and  most  will 
feature  one  or  more  outstanding  guest  fac- 
ulty members  who  are  recognized  specialists 
in  their  areas,  according  to  Robert  Moutrie, 
coordinator  of  continuing  education. 

The  complete  schedule; 

Sept.  17  - 19— 

Immediate  Care  of  the  Sick  and  Injured  (at 
Nebraska  Center  in  Lincoln). 

Oct.  17  - 18— 

BRYAN  DAYS  (Selected  problems  of  the  GI 
Tract)  (At  Bryan  Memorial  Hospital  in  Lincoln) 

Oct.  31  - Nov.  1 — 

Obstetric  Pediatric  Conference  (At  Lincoln  Gen- 
eral Hospital  in  Lincoln)  (Co-sponsored  by  Den- 
ver Children’s  Hospital) 

Nov.  8 — 

Comhusker  Surgery  Conference  (At  Lincoln 
General  Hospital  in  Lincoln) 

Nov.  21- 

Neurology  for  the  General  Practitioner 
Dec.  8 - 12- 

Obstetrics  and  Gynecology  Traineeship 
Jan.  22  - 23 — 

Computers  in  Medical  Practice 
Febr.  9-11— 

Cardiopulmonary  Resuscitation  (for  doctors, 
nurses  and  dentists) 
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Febr.  20  - 22— 

Clinical  Otorhinolaryngology 
March  5 - 6 — 

Advances  in  Hematology 
March  19  - 20 — 

Obstetrics  and  Gynecology 
March  30  - 31 — 

Psychiatry  in  General  Practice 
April  2 - 3 — 

Practicing  Physician  and  Endocrine  Metabolic 
Disorders  in  Children 

April  10 — 

Pediatric  Neurology 
April  22  - 24- 

Second  Annual  Symposium  on  Chronic  Respir- 
atory Diseases 

May  14  - 16 

Surgery  and  15th  Annual  Trauma  Day 
May  21  - 22 — 

Cardiovascular  Disease 

Continuing  education 

Robert  Moutrie  has  been  named  coordin- 
ator of  continuing  education  at  the  Univer- 
sity of  Nebraska  Medical  Center.  He  was 


Here  and  There 

Fertility  society  selects  Wyeth 
grant  recipient 

Wyeth  Laboratories  has  awarded  a lecture- 
ship grant  to  Miss  Mavis  Rowley  of  Seattle, 
Washington,  who  addressed  the  Canadian  So- 
ciety for  the  Study  of  Fertility  during  its 
annual  meeting  last  week  at  the  Inn-on- 
the-Park,  Toronto.  Miss  Rowley  is  the  sec- 
ond lecturer  to  be  selected  under  Wyeth’s 
exchange  lectureship  program,  established 
in  1968,  for  the  Pacific  Coast  Fertility  So- 
ciety and  the  Canadian  Society. 

The  program  provides  that  each  of  the  two 
organizations,  at  its  annual  meeting,  select 
a paper  to  be  read  at  the  annual  meeting  of 
the  other  group.  Wyeth  awards  $1,000  to 
each  speaker  selected  to  meet  expenses  con- 
nected with  making  the  presentation.  H. 
W.  Blades,  president  of  Wyeth,  states  that 
the  goal  of  the  program  is  to  increase  the 
scope  of  medical  information  exchanged  be- 
tween the  United  States  and  Canada. 

Miss  Rowley  spoke  on  “The  Testosterone 
Rebound  Phenomenon  in  the  Treatment  of 


conference  coordinator  at  Wayne  State  Uni- 
versity, Detroit,  Michigan,  since  1967.  He 
received  his  bachelor’s  and  master’s  degrees 
from  the  same  institution. 

Mr.  Moutrie  will  hold  the  rank  of  instruc- 
tor in  administrative  medicine  in  the  College 
of  Medicine. 


Immediate  care 

Immediate  care  of  the  sick  and  injured 
will  open  the  continuing  education  schedule 
for  the  University  of  Nebraska  College  of 
Medicine.  This  course  is  open  to  members  of 
the  allied  health  professions  as  well  as  physi- 
cians. It  will  be  conducted  at  the  Nebraska 
Center  in  Lincoln  September  17  to  19,  1969. 

Dr.  John  German,  associate  professor  of 
surgery,  is  coordinator  of  the  course.  Cost 
of  $30  includes  three  luncheons  and  one  din- 
ner. 


Male  Infertility.”  A physician  from  Canada 
will  be  selected  to  speak  at  the  annual  meet- 
ing of  the  Pacific  Coast  Fertility  Society 
later  this  year. 


The  pathologists  and  the  government 

A compromise  settlement  in  a civil  anti- 
trust action  was  reached  June  14,  1969  be- 
tween the  U.S.  Department  of  Justice  and 
the  College  of  American  Pathologists  after 
the  federal  Antitrust  Division  agreed  to  set- 
tle the  three-year-old  suit. 

President  Oscar  B.  Hunter,  Jr.,  M.D.,  of 
Washington,  D.C.,  said  the  College  entered 
into  the  proposed  consent  decree  “when  the 
Justice  Department  advised  us  of  a favor- 
able compromise  to  dispose  of  the  action 
dating  back  to  1966.”  The  decree  was  filed 
in  U.S.  District  Court  in  Chicago  (Judge 
James  B.  Parsons)  and  is  expected  to  become 
final  in  30  days. 

“The  settlement  in  no  way,”  said  Doctor 
Hunter,  “constitutes  an  admission  by  the  Col- 
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lege  of  any  of  the  charges  in  the  complaint 
or  any  violation  of  the  law.  The  College  has 
always  contended,  and  still  maintains,  that 
its  activities  were  in  the  best  interests  of 
patients  and  in  full  compliance  with  the  anti- 
trust laws. 

“The  settlement  simply  represents  a com- 
promise, and  thus  disposes  of  a matter 
which  would  have  diverted  substantial  en- 
ergies of  the  College  and  its  members  from 
their  primary  duties  of  contributing  signifi- 
cantly to  the  care  of  sick  patients  and  to  the 
prevention  of  illness  and  disability. 

“Furthermore,  it  obviates  the  necessity 
of  spending  a great  deal  of  time  and  money 
by  both  sides  on  this  case.” 

The  1966  suit  had  charged  the  College 
with  alleged  price-fixing  and  boycott  agree- 
ments to  keep  nonmembers  out  of  the  medi- 
cal laboratory  business. 

Under  the  decree  the  College  will  continue 
to  set  standards  of  operation  of  clinical  lab- 
oratories and  to  inspect  and  accredit  them 
in  its  ongoing  effort  to  assure  patients  and 
their  physicians  of  the  highest  quality  serv- 
ice. 

The  College  also  will  continue  to  police 
its  own  ranks,  imposing  sanctions  on  a mem- 
ber if  he  has  been  found  guilty  of  profes- 
sional misconduct  or  deficient  in  moral 
character  or  professional  competence. 

Further,  the  College  will  continue  to  re- 
quire that  its  members  report  results  of  lab- 
oratory tests  only  to  physicians  and  others 
permitted  by  law  to  receive  such  results. 

And  the  College’s  objectives,  under  the 
consent  decree,  will  remain  unchanged : 

(1)  To  foster  the  highest  standards  in  educa- 
tion, research,  and  the  practice  of  pathology ; 

(2)  to  advance  the  science  of  pathology  and 
to  improve  medical  laboratory  service,  and 

(3)  to  maintain  the  dignity,  precision,  and 
efficiency  of  the  medical  specialty. 

The  decree  seeks  to  insure  that  the  College 
does  not  insist  upon  or  suggest  fee  schedules ; 
does  not  restrict  or  prevent  anyone  from 
owning  or  operating  a laboratory  or  from 
referring  specimens  to  any  laboratory ; does 
not  boycott  any  person  associated  with  any 
laboratory,  or  does  not  impede  anyone  from 


accepting  advertising  or  exhibits  from  any 
person. 

Doctor  Hunter  emphasized  that  the  Col- 
lege had  never  engaged  in  any  of  these  prac- 
tices alleged  by  the  government  in  its  suit, 
and  the  College  “is  not  now,  nor  has  it  ever 
involved  itself  in  any  activities  unbecoming 
to  a professional  organization. 

“The  College  plans  not  only  to  continue  its 
wide  range  of  activities  in  improving  and 
broadening  medical  care  for  patients,  but 
also  to  expand  its  ‘programs  of  excellence’ 
for  raising  laboratory  standards  and  serv- 
ices for  the  benefit  of  patients  and  its  mem- 
ber-physicians.” 

The  College  has  a membership  of  more 
than  5,000  pathologists,  and  is  headquar- 
tered in  Chicago. 

New  NBS  head 

Secretary  of  Commerce  Maurice  Stans  has 
announced  that  the  President  has  nominated 
Dr.  Lewis  Branscomb,  of  Boulder,  Colorado, 
as  Director  of  the  National  Bureau  of  Stand- 
ards. 


Volunteer  doctors  for  Vietnam 

The  American  Medical  Association  has 
been  asked  by  the  U.S.  Agency  for  Interna- 
tional Development  to  continue  administering 
the  Volunteer  Physicians  for  Vietnam  pro- 
gram for  another  two  years. 

To  maintain  32  physicians  in  Vietnam  at 
any  one  time,  however,  will  require  400  or 
more  volunteers  between  now  and  June  1971, 
AMA  points  out. 

It  is  particularly  urgent  that  more  appli- 
cations from  physician  volunteers  be  received 
for  this  last  half  of  1969,  program  officials 
say.  The  greatest  need  is  for  general  prac- 
titioners, general  surgeons,  internists,  or- 
thopedic surgeons,  ophthalmologists,  pedia- 
tricians, and  preventive  medicine  specialists. 

For  further  information,  physicians  may 
contact  Charles  Moseley,  M.D.,  Director, 
Volunteer  Physicians  for  Vietnam  Program, 
American  Medical  Association,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610. 
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Telephone  inquiries  can  be  made  to  area 
code  312,  527-1500,  extension  422. 


Congress  of  Gerontology 

More  than  3,000  scientists  from  42  coun- 
tries are  expected  to  attend  the  8th  Inter- 
national Congress  of  Gerontology,  August 
24-29,  1969,  in  Washington,  D.C.  Congress 
headquarters  will  be  the  Sheraton-Park  and 
Shoreham  hotels.  Write;  Secretariat,  8th 
International  Congress  of  Gerontology,  9650 
Rockville  Pike,  Bethesda,  Maryland. 

Held  every  three  years  in  one  of  the  29 
member  countries  of  the  International  As- 
sociation of  Gerontology,  these  meetings 
bring  together  outstanding  professionals  in 
gerontology  and  allied  fields  for  an  exchange 
of  ideas  and  knowledge  relating  to  aging 
studies  and  the  problems  of  the  aged. 

Emphasis  during  the  8th  International 
Congress  will  be  on  symposia,  colloquia  and 
discussion  groups.  Two  plenary  sessions  will 
be  held  during  the  Congress.  The  first  on 
Biological,  Psychological  and  Social  Theories 
of  Aging  will  feature  two  well  known  geron- 
tologists, Dr.  Alex  Comfort  of  London,  Eng- 
land, discussing  biological  theories  of  aging, 
and  Prof.  H.  Thomae  of  the  University  of 
Bonn,  West  Germany,  speaking  on  cognitive 
theories  of  personality  in  the  aged.  The  sec- 
ond plenary  session  on  Current  Practice  in 
Gerontology  will  include  a paper  by  Dr.  Wil- 
liam F.  Anderson,  Stobhill  General  Hospital, 
Glasgow,  Scotland,  dealing  with  clinical  as- 
pect of  modern  geriatric  practices. 


Cardiology  scholarships 

Candidates  who  show  promise  of  excellent 
future  development  as  medical  teachers  are 
now  being  considered  by  the  American  Heart 
Association  for  five-year  teaching  scholar- 
ships in  cardiology  beginning  with  the  July 
1,  1970  academic  year. 

Medical  schools  with  well-defined  pro- 
grams of  cardiovascular  education  and  re- 
search must  sponsor  candidates  for  the 
scholarships,  which  carry  a base  stipend  of 
$11,000  with  annual  increments  of  $1,000 
to  a $15,000  maximum.  The  sponsoring 


school  is  expected  to  supplement  the  stipend 
to  a level  commensurate  with  the  teacher’s 
experience. 

Forms  for  proposing  candidates  may  be 
obtained  from  the  Department  of  Medical 
Education,  AHA,  44  E.  23rd  Street,  New 
York,  N.Y.  10010.  August  15,  1969  is  the 
deadline  for  returning  these  forms. 

ANSWERS  TO  “THE  DOCTOR’S 
DICTIONARY” 

a.  Newborn. 

Note  well. 

Nitrous  oxide-barbiturate. 

Nebraska. 

b.  Collecting  tubule. 

Corrected  transposition. 

Circulation  time. 

Cerebral  thrombosis. 

Coronary  thrombosis. 

Coombs’  test. 

Corrective  therapy. 

c.  Sudden  unexpected  death. 

d.  Crossmatch. 

e.  Emergency  room. 

Endoplasmic  reticulum. 

External  resistance. 


Increased  Intraocular  Pressure  Following 
Subconjunctival  Corticosteroid  Adminis- 
tration — R.  E.  Kalina  (Univ  of  Washing- 
ton School  of  Medicine,  Seattle).  Arch 
Ophthal  81:788-790  (June)  1969. 

In  four  cases,  subconjunctival  administra- 
tion of  respository  corticosteroids  was  asso- 
ciated with  a rise  in  intraocular  pressure. 
The  pressure  rise  was  maintained  as  long  as 
steroid  material  was  visible,  and  in  two  pa- 
tients treatment  was  required  to  lower  the 
intraocular  pressure.  The  clinician  must 
weigh  the  advantages  of  subconjunctival  re- 
pository corticosteroid  administration  against 
the  difficulty  of  withdrawal  of  the  drug  if 
undesirable  side  effects  occur. 
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Scette  . . . 


Left  to  right:  Harry  Mueller,  John  Patterson,  Charley  Dunovan  and  Scott  Starr. 


The  Funny  Bone 


1.  That’s  What  They  Said. 

“It’s  not  an  eye  disease;  it’s  a condi- 
tion in  the  eye.’’ 

2.  The  Patient. 

“I  had  a heartogram.’’ 

3.  The  Nurse. 

“What  is  the  blood  pressure?” 

“We’re  going  by  the  vital  signs  now.” 

4.  The  Chart. 

“Patient  does  not  wish  to  be  examined. 
Physical  examination  reveals  the  fol- 
lowing.” 

.5.  The  Relative. 

“Are  you  the  one  I met  yesterday?” 


6.  How  Much  Do  You  Weigh? 

“I  just  had  a treatment.” 

7.  The  Oldest  Medical  Joke. 

“You’re  coughing  more  easily  this 
morning.” 

“I  ought  to.  I’ve  been  practicing  all 
night.” 

8.  Department  Of  Definitions. 

Practical  nurse : one  who  marries  a 

rich  patient. 

9.  Curiosity  Corner. 

Some  time  ago,  the  third  week  in  No- 
vember was  National  Family  Health 
Week.  And  the  same  week  was  then 
established  as  Diabetes  Detection 
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Week.  If  there  are  more  diseases 
than  weeks  in  a year,  this  sort  of 
thing  may  be  necessary.  Or  we  could 
have  Diabetes  Day  or  even  Heart  Dis- 
ease Hour.  Time,  as  they  used  say, 
marches  on. 

10.  Poem  Of  The  Month. 

Prognosis : 

Coughin’ 

Coffin 


11.  Slow  Death  Of  The  English  Language. 
“It’s  me.’’ 

Who  else  could  you  be? 

12.  Pet  Peeve. 

The  title  on  the  magazine  cover  that 
you  can’t  find  in  the  index. 

13.  Remember? 

Sludged  blood. 

— F.C. 


Down  Memory  Lane 


1.  If  we  don’t  make  or  superintend  the 
changes,  the  state  is  going  to  do  the  business 
for  us. 

2.  We  were  so  situated  that  we  operated 
under  the  fluoroscope. 

3.  Mercury  is  one  of  the  oldest  and  no 
doubt  the  most  effective  remedy  in  the  treat- 
ment of  syphilis. 

4.  Questioning  the  wounded  revealed  the 
fact  that  fear  and  intense  longing  were  com- 
mon to  all  at  the  front. 

5.  Every  mother  should  nurse  her  own 
baby. 

6.  The  Council  on  Education  of  the  Amer- 
ican Medical  Association  has  many  times 
called  attention  to  the  great  need  of  improve- 
ment in  medical  education  throughout  the 
country. 

7.  The  physicians  especially  those  that 
have  battled  along  without  a partnership  or 
the  control  of  a hospital,  have  been  free  to 
do  as  our  consciences  and  our  desires  willed 
us. 

8.  The  Hospital  of  the  University  of  Ne- 
braska at  Omaha  is  not  founded  with  the  idea 
of  receiving  patients  who  are  able  to  pay  for 
medical  and  surgical  care. 

9.  The  sick  person  is  more  than  an  organ- 
ism needing  laboratory  tests  and  surgical 
repairs. 

10.  Many  of  our  readers  do  not  know  that 
Nebraska  maintains  at  least  seventy  hos- 


pitals and  sanitariums  exclusive  of  our  State 
Hospitals. 

11.  The  master  minds  of  the  English  pro- 
fession are  wrestling  with  the  economic  prob- 
lem of  their  socialization.  We  are  doing 
nothing. 

12.  I saw  a number  of  cases  of  infantile 
paralysis  in  New  York,  and  the  one  thera- 
peutic measure  that  did  those  cases  any 
good  outside  of  the  administration  of  serum 
— of  cases  that  had  gotten  well  — was  re- 
peated punctures  of  the  spinal  canal. 

Nebraska  State  Medical  Journal 
August,  1919 


Four- Year  Double-Blind  Study  of  Tegretol 
in  Facial  Pain  — C.  S.  Nicol  (Dept  of  Neu- 
rology, State  Univ  of  New  York,  Buffalo). 
Headache  9 :54-57  (April)  1969. 

The  results  of  a 46-month  randomized 
double-blind  evaluation  of  the  efficacy  of 
carbamazepine  in  44  patients  with  trige- 
minal neuralgia  are  presented.  Twenty- 
seven  patients  treated  with  carbamazepine 
from  the  start,  or  following  an  unsuccessful 
trial  with  placebo,  experienced  a good  to  ex- 
cellent clinical  response,  whereas  10  patients 
or  27  % of  the  carbamazepine-treated  pa- 
tients had  a poor  result  or  showed  no  change. 
Seven  patients  received  only  placebo;  six  of 
these  showed  considerable  improvement. 
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From  the  Editor 

Donors  can  give  blood  until 
their  66th  birthday 

Americans  in  good  health  can  be  blood 
donors  now  until  their  66th  birthday  instead 
of  the  60th  or  61st  as  in  the  past. 

A joint  announcement  of  this  liberaliza- 
tion of  medical  standards  for  blood  was  made 
by  the  American  Association  of  Blood 
Banks  here  and  by  the  American  National 
Red  Cross  in  Washington,  D.C.  The  two 
organizations  together  collect  and  process 
90  per  cent  of  the  more  than  6,500,000  pints 
of  blood  used  annually  for  surgery  and 
therapy  in  U.S.  hospitals. 

“This  extension  of  the  eligible  age  limit 
for  blood  donors  is  in  recognition  of  two 
facts,”  explained  Dr.  Frank  Coleman  of 
Tampa,  Florida,  President  of  the  Associa- 
tion. “First,  that  the  need  for  blood  is  con- 
stantly increasing  at  a rate  of  about  12  per- 
cent annually.  Second,  that,  thanks  to 
better  medical  care,  better  nutrition  and 
other  factors,  Americans  are  living  longer 
and  also  keeping  their  health  and  vigor  long- 
er than  in  the  past.” 

Assistant  secretary 

With  the  nomination  of  Roger  0.  Egeberg, 
M.D.,  as  Assistant  Secretary  of  HEW  for 
Health  and  Scientific  Affairs,  President  Nix- 
on brought  to  an  end  front-page  specula- 
tion as  to  who  would  fill  the  vacancy  exist- 
ing since  January.  The  65-year-old  Doctor 
Egeberg,  Dean  of  the  University  of  South- 
ern California  Medical  School  since  1964,  is 
a graduate  of  Northwestern  University  Med- 
ical School.  He  practiced  medicine  in  Cleve- 
land, Ohio  from  1932-1946  and  was  Chief  of 
Medical  and  Professional  Services  at  the  VA 
hospital  in  Los  Angeles  after  that.  In  1956, 

Dr.  Egeberg  was  named  Medical  Director  of 
the  Los  Angeles  County  General  Hospital 
and  from  1961  on,  served  as  Chairman  of  the 
California  State  Board  of  Health  . . . Dr. 
Egeberg  also  served  on  President  John  Ken- 
nedy’s Medical  Panel  on  Narcotics;  Presi- 
dent Johnson’s  Health  and  Manpower  Com- 
mission; and  President  Nixon’s  Task  Force 


of  Health  advisors  ...  In  commenting  on  the 
controversy  surrounding  the  appointment, 
AMA  President,  Dwight  L,  Wilbur,  M.D., 
stated,  “I  am  certain  that  — notwithstand- 
ing the  extraordinary  history  of  this  situ- 
ation — Dr.  Egeberg  and  the  AMA  will  be 
able  to  work  together  in  a productive  effort 
to  serve  the  best  interests  of  the  American 
people,  all  of  whom  are  our  patients  at  one 
time  or  another.” 

Lincoln  doctors  honored 

Dr.  Paul  Bancroft,  Lincoln,  was  named  to 
receive  a distinguished  service  award  at  the 
University  of  Nebraska  Alumni  Roundup 
Luncheon  and  to  receive  a medallion  at  the 
Centennial  Commencement  exercises. 

Drs.  Fuenning  and  Kenneth  Rose,  Lincoln, 
were  each  given  a plaque  and  a medallion  rep- 
resenting election  to  honorary  membership 
in  the  National  Athletic  Trainers  Association, 
at  the  national  meeting  in  Cincinnati  in 
June,  for  “contribution  to  the  advancement 
of  sports  medicine.” 

Reflectorized  material  for  children 

The  American  Academy  of  Pediatrics  has 
strongly  recommended  that  retro-reflective 
materials  such  as  reflectorized  tags  attached 
to  a child’s  coat  zipper  be  worn  by  children 
at  night.  This,  the  Academy  emphasizes, 
will  help  to  significantly  reduce  the  more 
than  1,000  childhood  deaths  attributed  each 
year  to  poor  visibility  during  evening  hours. 

Retro-reflectorized  materials,  the  Academy 
statement  emphasizes,  can  either  be  affixed 
to  clothing,  or  incorporated  in  the  design  of 
a garment. 

The  Academy  further  recommends  that 
more  information  concerning  traffic  safety 
be  given  to  pediatric  patients. 

The  American  Academy  of  Pediatrics  has 
more  than  10,800  members  in  the  United 
States,  Canada,  and  Latin  America. 

Dr.  Jones  named 

Dr.  Robert  Jones,  Lincoln,  has  been  made 
a Fellow  of  the  American  Psychiatric  Asso- 
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ciation.  Dr.  Jones  was  also  given  the  “Seal 
Award”  by  the  Nebraska  Mental  Health  As- 
sociation. 

Radiation  safety 

U.S.  Health,  Education,  and  Welfare  Secre- 
tary Robert  H.  Finch  announced  that  the 
newly  formed  Technical  Electronic  Product 
Radiation  Safety  Standards  Committee  will 
be  asked  during  its  first  meeting  to  consider 
a proposed  performance  standard  for  the 
control  of  x-ray  emissions  from  television 
receivers. 

The  TV  standard  will  be  the  first  to  be 
proposed  for  promulgation  by  the  Secretary 
under  the  Radiation  Control  for  Health  and 
Safety  Act  of  1968. 

The  committee  also  will  receive  informa- 
tion from  Department  of  Health,  Education, 
and  Welfare  radiologist  health  authorities 
on  problems  related  to  the  development  of 
standards  to  improve  the  safety  of  micro- 
wave  ovens  and  medical  and  dental  x-ray 
equipment. 

Medicaid  and  the  AMA 

Emphasizing  that  the  need  in  meeting 
health  care  requirements  of  the  poor  is  to 
encourage  participation  by  more  physicians 
rather  than  fewer,  the  American  Medical 
Association  announced  a four-point  pro- 
gram for  refinement  and  economies  in  the 
Medicaid  program. 

The  AMA  pointed  out  that  holding  costs 
of  the  program  to  manageable  proportions 
is  of  great  concern  to  physicians,  as  well  as 
to  the  government  and  taxpayers. 

Dr.  Dwight  L.  Wilbur,  president  of  the 
AMA,  said ; 

“It  is  vital  to  increase  the  efficiency  and 
economy  of  the  rapidly  growing  Medicaid 
program.  In  1968  it  cost  $3,500,000,000 
and  served  8,500,000  people.  It  is  likely 
that  in  fiscal  1970  it  will  cost  $4,862,000,000 
and  serve  10,200,000  people.  And  estimates 
of  costs  if  the  present  law  is  in  effect  in  1975 
range  from  $12  to  $16  billion. 

“While  there  are  some  abuses  being  found 
and  the  medical  profession  and  government 


are  moving  to  eradicate  them,  meaningful 
economies  can  come  only  from  better  effi- 
ciency and  management,”  Dr.  Wilbur  said. 

“The  states,  hospitals,  allied  professions 
and  physicians  have  geared  up  rapidly  to 
meet  the  great  surge  of  demand  created  by 
this  program.  Refinements  and  significant 
economies  can  result  from  intensive,  profes- 
sional attention  to  utilization  and  proce- 
dures, rather  than  from  efforts  to  fix  rates 
or  freeze  budgets. 

“Otherwise,  efforts  to  fix  costs  while  all 
other  elements  of  the  economy  remain  uncon- 
trolled will  result  in  a second-class  health 
care  system  for  the  poor.” 

When  Medicaid  was  enacted,  then  Secre- 
tary of  HEW  John  Gardner  said:  “Charity 
medicine  is  being  abandoned  in  favor  of  new 
public  programs  which  give  needy  people  the 
resources  to  purchase  medical  care  from 
private  physicians  and  hospitals  on  the  same 
basis  as  more  affluent  citizens.” 

The  four  recommendations  made  by  AMA 
are : 

1.  Vigorous  emphasis  on  review  by  local 
medical  societies  of  the  use  made  of  expen- 
sive hospital  and  nursing  home  facilities. 
About  80  percent  of  Medicaid  costs  are 
charges  for  these  facilities.  For  example, 
it  has  been  found  that  the  average  stay  of 
a Medicaid  patient  in  a nursing  home  is  3.9 
years,  and  nursing  home  charges  account  for 
one-third  of  all  Medicaid  costs.  In  many 
instances,  the  AMA  said,  these  patients  could 
be  cared  for  in  less-costly  rest  homes  and  by 
outpatient  treatment. 

2.  Energetic  eradication  by  the  medical 
profession  of  the  isolated  abuses  by  physi- 
cians in  making  unwarranted  charges  or 
other  procedures  that  boost  costs.  For  in- 
stance, the  Chicago  and  Illinois  Medical  So- 
cieties recently  recommended  dropping  from 
the  Medicaid  program  any  physician  provid- 
ing inadequate  care  or  mischarging.  Other 
state  and  local  medical  associations  have 
taken  similar  actions.  Governments  will  be 
urged  to  pursue  the  civil  or  criminal  actions 
against  offenders  that  are  now  available  in 
the  law. 

3.  Urging  all  medical  societies  and  indi- 
vidual physicians  wherever  possible  to  bring 
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health  services  into  the  low-income  commun- 
ities, where  it  will  be  more  convenient  to  the 
patients  and  less  expensive. 

4.  Active  review  by  medical  societies  to 
make  certain  the  quality  of  health  care  pro- 
vided to  everyone  is  maintained  even  while 
cost  efficiencies  are  effected. 

“Health  care  for  the  poor  is  being  provid- 
ed, in  many  cases,  by  professional  people 
who  incur  great  stress  and  often  personal 
risks,”  Dr.  Wilbur  concluded.  “It  is  urgent, 
if  this  care  is  to  be  continued  by  dedicated 
people,  that  their  incentives  and  support  be 
increased.  Any  further  burdens  on  them  will 
inevitably  increase  the  already  acute  scarcity 
of  physicians  providing  services  to  the  poor.” 


Prize  essay 

The  Trustees  of  America’s  oldest  medical 
essay  competition,  the  Caleb  Fiske  Prize 
Essay  of  the  Rhode  Island  Medical  Society, 
announce  as  the  subject  for  this  year’s  dis- 
sertation “Medical  Education  in  the  Years 
Ahead.”  The  essay  must  be  typewritten, 
double  spaced,  and  should  not  exceed  10,000 
words.  A cash  prize  of  $500  is  offered.  Es- 
says must  be  submitted  by  December  15, 
1969. 

For  complete  information  regarding  the 
regulations  write  to  the  Secretary,  Caleb 
Fiske  Fund,  Rhode  Island  Medical  Society, 
106  Francis  Street,  Providence,  Rhode  Is- 
land 02903. 


Utilization 

Hospital  utilization  continued  to  increase 
in  the  first  quarter  of  1969 ; a report,  based 
on  a continuing  survey  of  650  community 
hospitals,  shows  a total  of  7,087,462  admis- 
sions to  the  nation’s  short-term  community 
hospitals  in  the  first  three  months  of  1969. 
That  is  a 2.1  percent  increase  over  the  6,- 
941,114  admissions  reported  in  the  compar- 
able period  of  1968. 

The  number  of  persons  65  and  over  admit- 
ted to  hospitals  in  1969’s  first  quarter  was 
1,498,949,  or  5 per  cent  more  than  in  1968’s 
first  quarter.  These  older  persons  stayed  in 
the  hospital  an  average  of  13.4  days,  while 


persons  under  65  had  an  average  stay  of  7 
days. 

Visits  to  hospital  outpatient  departments 
were  still  on  the  increase  from  January 
through  March,  with  27,887,844  such  visits 
being  recorded.  The  total  is  5.1  percent 
higher  than  the  26.5  million  visits  reported 
in  1968’s  first  quarter. 

Hospitals  are  experiencing  increased  ex- 
penses in  providing  care  to  both  inpatients 
and  outpatients.  Their  total  expenses  in  the 
early  months  of  1969  were  $4,051,249,000, 
or  16.5  percent  more  than  in  the  first  quar- 
ter of  1968. 

Hospital  expenses  are  continuing  to  in- 
crease, but  not  as  rapidly  as  in  recent  years. 


Is  Halothane  Safe  for  Surgical  Removal  of 
Retained  Products  of  Conception?  — B. 

Batt  (90  Cushing  Ave,  Boston).  Anesth 
Analg  48:338-341  (May-June)  1969. 

To  check  if  halothane  is  indicated  in  oper- 
ations for  the  removal  of  retained  products 
of  conception,  a study  was  undertaken  of 
2,572  dilatations  and  curettages  for  non-diag- 
nostic purposes.  Halothane  was  used  in  54% 
of  the  patients  and  it  was  compared  with 
spinal  anesthesia  and  general  anesthesia  pro- 
duced by  other  agents.  Results  indicate 
that  there  is  no  justification  for  the  warning 
not  to  use  halothane  in  such  procedures. 

Rehabilitation  Program  for  Children  With 
Intractable  Asthma  — C.  Isbister  and  L. 
Mayer  (349  Liverpool  Rd,  Ashfield,  NSW, 
Australia).  Med  J Aust  1:962-965  (May 
10)  1969. 

A therapeutic  residential  program  for  the 
care  and  rehabilitation  of  children  with  in- 
tractable asthma  is  presented.  Eighty-six 
children  were  admitted,  and  77  who  were 
discharged  have  been  followed  up.  The  re- 
sults of  this  study  are  presented,  together 
with  observations  on  the  precipitating  fac- 
tors, results  of  respiratory  function  tests, 
and  response  of  the  patients  to  residential 
care. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS; 
August  2 — Ord,  Elks  Lodge 
August  16  — Scottsbluff,  St.  Mary’s  Hos- 
pital 

September  6 — O’Neill,  High  School  Build- 
ing 

September  13  — Sidney,  Elks  Lodge 
September  27  — Cozad,  Elks  Lodge 


SEVENTH  ANNUAL  SEMINAR  ON  THE 
MEDICAL  ASPECTS  OF  COMPETI- 
TIVE ATHLETICS  — August  22,  1969, 
Hotel  Cornhusker,  Lincoln,  Nebraska. 


AMERICAN  COLLEGE  OF  CHEST  PHYSI- 
CIANS — Myocardial  infarction;  Septem- 
ber 11-13,  1969.  Write  to:  Fouad  A.  Ba- 
shour,  M.D.,  ACCP,  112  East  Chestnut 
Street,  Chicago,  Illinois  60611. 


AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE,  Nebraska  Chapter,  Annual 
Scientific  Meeting  — At  the  New  Tower 
Motel,  78th  and  Dodge  Street,  Omaha,  Ne- 
braska, September  18  and  19,  1969.  The 
Secretary  of  the  Nebraska  Chapter  of  the 
AAGP  is  John  A.  Brown,  M.D.,  1620  M 
Street,  Lincoln,  Nebraska  68508. 


COMING  CONFERENCES  AT  THE  UNI- 
VERSITY OF  IOWA: 

Sept.  19-20,  1969  — Great  Plains  Regional 
Heart  Meeting 
October  3-4,  1969  — Urology 
October  17-18,  1969  — General  Practi- 
tioner’s In-House  Refresher 
October  23-25,  1969  — Surgery 

DISEASES  COMMON  TO  ANIMALS  AND 
MAN  — 11th  Annual  Midwest  Interpro- 
fessional Seminar;  Memorial  Union,  Iowa 
State  University,  Ames,  Iowa,  September 
22-23,  1969.  Write  to:  Dr.  Vaughn  A. 
Staton,  Professor  and  Head,  Veterinary 
Diagnostic  Laboratory,  College  of  Veter- 


inary Medicine,  Iowa  State  University, 
Ames,  Iowa  50010. 

NEBRASKA  STATE  MEDICAL  ASSOCIA- 
TION — FALL  MEETING  — House  of 
Delegates  and  Board  of  Councilors,  Octo- 
ber 3,  4,  5,  1969,  Holiday  Inn,  Kearney,  Ne- 
braska. , 


AMERICAN  COLLEGE  OF  CHEST  PHYSI- 
CIANS — Intensive  management  of  pul- 
monary diseases;  October  16-18,  1969. 

Write  to:  Reuben  Cherniack,  M.D.,  ACCP, 
112  East  Chestnut  Street,  Chicago,  Illinois 
60611. 


AMERICAN  COLLEGE  OF  CHEST  PHYSI- 
CIANS — First  Fall  scientific  assembly 
35th  annual  meeting) ; October  29  - No- 
vember 2,  1969.  Write  to:  Alfred  Soffer, 
M.D.,  ACCP,  112  East  Chestnut  Street, 
Chicago,  Illinois  60611. 


OMAHA  MID-WEST  CLINICAL  SOCIETY 
— 37th  Annual  Postgraduate  Assembly, 
November  3,  4 and  5,  1969.  Write  to: 
Director  of  Clinics,  1040  Medical  Arts 
Building,  Omaha  68102. 


LARYNGOLOGY  AND  BRONCHOESOPH- 
AGOLOGY  — Postgraduate  course,  No- 
vember, 1969.  Write  to:  Department  of 
Otolaryngology,  College  of  Medicine,  Uni- 
versity of  Illinois  at  the  Medical  Center, 
Postoffice  Box  6998,  Chicago,  Illinois 
60680. 


NATIONAL  EASTER  SEAL  SOCIETY  for 
Crippled  Children  and  Adults  — 1969  Con- 
vention, November  19-22,  in  Columbus, 
Ohio;  the  Sheraton-Columbus  will  be  the 
headquarters  hotel.  The  address  of  the 
society  is:  2023  W.  Ogden  Ave.,  Chicago, 
Illinois  60612. 
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Send  For  It 


Medical  identification  symbol 

More  than  40  million  Americans  have  hid- 
den medical  problems  that  may  not  be  recog- 
nized in  an  accident  or  emergency.  To  in- 
sure that  precautions  are  exercised  and  prop- 
er medical  treatment  given  to  individuals 
with  special  health  problems,  the  American 
Medical  Association  devised  an  emergency 
medical  identification  symbol. 

The  signal  device,  made  of  metal  or  plastic, 
should  be  worn  around  the  neck  or  wrist. 
It  should  note  any  special  problems  — dia- 
betes, epilepsy  and  allergj^  reactions,  for  ex- 
ample — that  need  immediate  attention  in  an 
emergency  or  which  could  cause  an  emer- 
gency. 

To  obtain  a list  of  the  more  than  30  dis- 
tributors of  the  emergency  medical  identifi- 
cation symbol,  write  to  the  AMA’s  Depart- 
ment of  Health  Education,  535  North  Dear- 
born Street,  Chicago,  Illinois  60610. 


Ob-Gyn  as  a career 

Sound  planning  guides  for  premedical  and 
well-motivated  upper  high  school  students 
considering  the  merits  of  studying  toward 
practice  in  obstetrics-gynecology  are  enum- 
erated in  a new  pamphlet  developed  by  the 
Communications  Department  of  the  Ameri- 
can College  of  Obstetricians  and  Gynecolo- 
gists. 

“Obstetrics  and  Gynecology  as  a Career” 
covers  the  training  requirements,  giving  spe- 
cial emphasis  to  factors  which  should  be 
explored  in  determining  where  internship- 
residency  training  should  be  taken;  de- 
scribes varied  opportunities  of  practice,  in- 
cluding special  areas  of  interest:  and  lists 
requirements  for  Certification  by  the  Amer- 
ican Board  of  Obstetrics  and  Gynecologj\ 

Up  to  25  complimentary  copies  of  the  10- 
page  pamphlet  will  be  provided  on  request 
to  medical  societies  and  individual  physicians 
for  selective  distribution.  All  inquiries  should 
be  directed  to  the  Communications  Depart- 
ment, The  American  College  of  Obstetricians 


and  Gynecologists,  79  W.  Monroe,  Chicago, 
Illinois  60603. 


Safety  belts 

It’s  a proven  fact  — safety  belts  are  ef- 
fective in  protecting  you  and  your  family 
from  injury  and  death  from  automobile 
crashes  — if  they  are  used. 

Realizing  the  need  to  educate  the  public 
on  the  effectiveness  of  safety  belts,  the  AMA 
Committee  on  the  Medical  Aspects  of  Auto- 
motive Safety  has  released  its  new  pam- 
phlet, “Safety  Belts  Save  Lives.” 

Based  on  the  former  pamphlet,  “Seat 
Belts  Save  Lives,”  the  new  pamphlet  stresses 
that  safety  belts  should  include  both  the  con- 
ventional lap  belt  and  some  type  of  shoulder 
harness,  preferably  one  that  holds  both  shoul- 
ders, although  the  cross  shoulder  strap  cur- 
rently in  wide  use  is  adequate. 

The  six-page  pamphlet  points  out  several 
facts : 

— Thousands  of  lives  are  lost  each  year 
because  people  are  thrown  against  wind- 
shields, other  parts  of  the  automobile  interi- 
or, or  out  of  cars  by  the  impact  of  crashes. 
A safety  belt  will  help  to  secure  a person 
and  prevents  him  from  being  tossed  and 
tumbled  about  the  interior  of  the  car,  thus 
making  the  chances  of  survival  and  secur- 
ity from  injury  far  greater. 

— More  than  half  of  the  crashes  causing 
injury  or  death  involve  speeds  of  less  than 
40  miles  an  hour.  Three  out  of  every  four 
traffic  deaths  occur  within  25  miles  of  home, 
many  at  neighborhood  intersections.  So, 
even  at  slow  speeds  and  on  short  jaunts, 
safety  belts  should  be  worn. 

— In  crashes  involving  fire  or  submersion, 
your  chances  of  remaining  conscious  and 
getting  clear  of  a submerged  or  burning  car 
are  much  greater  if  you  are  wearing  a safety 
belt.  Furthermore,  less  than  1 percent  of 
all  injury-producing  crashes  involves  fire 
or  submersion. 
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The  pamphlet  points  out  that  according 
to  a National  Safety  Council  estimate,  safety 
belts  now  save  more  than  2,000  lives  an- 
nually, but  that  between  8,000  and  10,000 
lives  could  be  saved  each  year  if  safety  belts 
were  fully  utilized.  It  stresses  the  need  to 
fasten  your  safety  belt  before  turning  on  the 
ignition  and  keeping  it  fastened  whenever 
the  car  is  in  motion.  But  not  to  stop  there — 
for  total  protection,  demand  that  all  passen- 
gers wear  safety  belts  also. 

Copies  may  be  obtained  from  Order  Han- 
dling at  15  cents  each;  14  cents  each  for  50- 
99;  12  cents  each  for  100-499;  10  cents  each 
for  500-999;  and  8 cents  each  for  1,000  or 
more. 

Exercise 

As  Number  23  in  its  Monograph  Series, 
the  American  Heart  Association  has  issued 
an  80-page  publication  based  on  a longitud- 
inal study  of  adaptive  changes  in  oxygen 
transport  and  body  composition.  Entitled 
“Response  to  Exercise  After  Bed  Rest  and 
After  Training,”  the  investigation  was  con- 
ducted by  Drs.  Bengt  Saltin,  Gunnar  Blom- 
qvist,  Jere  H.  Mitchell,  Robert  I..  Johnson, 
Jr.,  Kern  Wildenthal  and  Carleton  B.  Chap- 
man. 

The  publication  is  intended  to  provide 
more  light  on  the  complex  manner  in  which 


It's  New 

Information  contained  in  this  section 
has  been  obtained  from  the  manufac- 
turers, whose  literature  should  be  con- 
sulted for  complete  details  and  infor- 
mation regarding  indications  and  con- 
traindications, dose,  effects,  administra- 
tion, precautions,  and  side  effects. 

The  Journal  assumes  no  responsibility 
for  drugs  and  other  products  listed  here. 

New  Upjohn  Medrol  package 

A new  prescription  package  designed  for 
the  convenience  of  patients  whose  physicians 
prescribe  alternate-day  steroid  therapy  in 


man  adapts  to  muscular  exercise.  The  study 
investigated  the  capacity  of  an  individual  to 
adapt  to  long  periods  of  exercise,  rather  than 
measure  a group  of  individuals  at  various 
stages  over  short  periods  of  time.  Both  the 
capacity  to  return  to  normal  activity  after 
prolonged  bed  rest  and,  in  the  case  of  ath- 
letes, to  resume  training,  are  covered. 

Of  interest  to  cardiologists,  internists, 
general  practitioners,  physiologists,  psychi- 
atrists, physical  therapists  and  education 
specialists,  the  new  publication  may  be  ob- 
tained through  local  Heart  Associations  or 
the  AHA  National  Office,  44  E.  23rd  St., 
New  York,  N.Y.  10010. 


Booklet  on  strokes 

The  American  Heart  Association’s  booklet 
on  strokes,  for  physicians  to  distribute  to 
patients  and  their  families,  has  been  revised 
and  updated. 

Entitled  “Strokes  — A Guide  for  the 
Family,”  the  20-page,  illustrated  booklet  de- 
scribes the  nature  of  strokes  and  gives  spe- 
cific pointers  for  helping  the  patient  to  re- 
cover. The  new  edition  emphasizes  the  im- 
portance of  utilizing  community  resources 
in  rehabilitating  stroke  victims.  Write  to: 
AHA  National  Office,  44  E.  23rd  St.,  New 
York,  N.Y.  10010. 


the  treatment  of  chronic  allergic  or  in- 
flammatory conditions  has  been  introduced 
by  The  Upjohn  Company  for  its  compressed 
Medrol  (methylprednisolone)  tablets. 

Called  the  Medrol  16  mg  Alternate  Day- 
pak,  the  attractive  package  contains  four- 
teen 16  mg  scored  tablets  sealed  in  alter- 
nate calendar  day  positions  with  printed  in- 
structions to  help  avoid  patient  error.  Each 
prescription  package  has  a four-week  supply 
of  Medrol,  and  comes  in  a plastic  case. 

In  alternate-day  therapy,  the  total  amount 
of  corticoid  required  for  48  hours  is  admin- 
istered as  a single  dose  every  other  day 
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rather  than  in  divided  daily  doses.  Accord- 
ing to  clinical  reports,  this  method  in  many 
cases  decreases  the  incidence  and  degree  of 
adrenal  suppression  by  providing  an  “off- 
steroid”  day ; minimizes  corticoid  withdrawal 
problems,  and  gives  symptomatic  control  ap- 
proximately equal  to  that  of  the  daily  regi- 
men. 

Instructions  on  the  Upjohn  Medrol  16  mg 
Alternate  Daypak  stress  the  importance  of 
timing  in  taking  the  tablets.  Tests  over  a 
period  of  years  have  shown  that  doses  at 
8:00  a.m.,  repeated  48  hours  later,  are  most 
effective.  Shorter  intervals  produced 
adrenal  suppression,  and  longer  periods  be- 
tween doses  were  not  therapeutically  ade- 
quate. 

Spar-Cal 

U.S.  Department  of  Agriculture  studies 
indicate  that  calcium  with  its  high  daily  re- 
quirement is  one  of  the  nutrients  most  often 
deficient  in  American  diets. 

Mead  Johnson  Laboratories  has  announced 
a new  product,  SPAR-CAL,  which  makes 
calcium  — and  the  vitamin  D necessary  for 
its  absorption  and  utilization  — available 
in  a pleasant-tasting  form. 

The  orange-flavored,  effervescent  tablet 
dissolves  quickly  in  six  ounces  of  water 
and  provides  500  mg  of  elemental  calcium 
(66%  of  MDR)  and  200  USP  units  of  vita- 
min D. 

SPAR-CAL  is  indicated  in  calcium  defi- 
cient diets,  in  pregnancy,  during  periods 
of  rapid  growth  and  in  allergy  or  dislike 
of  milk. 

Individually-wrapped  tablets  come  in  pack- 
ages of  30. 

Patient  telemetry  system 

A new,  high  performance  patient  tele- 
metry system  which  will  monitor  up  to  40 
patients  simultaneously  for  distances  in  ex- 
cess of  300'  with  artifact  free  data  presenta- 
tion has  been  announced  by  Spacelabs,  Inc., 
Van  Nuys,  California.  The  new  system, 
which  utilizes  many  of  the  advanced  tele- 


metry techniques  developed  by  Spacelabs 
for  monitoring  the  physiological  perform- 
ance of  Apollo  astronauts,  provides  over  sev- 
en days’  (24  hours/day)  continuous  trans- 
mission on  only  one  transistor  type  battery. 

The  receiver  is  packaged  in  a standard 
Spacelabs’  cardiotachometer  which  plugs  in- 
to any  Spacelabs’  scope  or  as  a stand-alone 
unit  with  an  ECG  output.  It  can  be  used 
in  either  the  telemetry  or  hard-wire  mode. 

The  transmitter,  which  is  slightly  larger 
than  a deck  of  cards,  is  placed  in  the  pa- 
tient’s pocket  or  strapped  around  the  waist. 
The  battery  can  be  replaced  in  seconds.  Once 
the  unit  is  turned  on,  there  are  no  further 
adjustments  required.  Transmission  is  on 
a clear  channel  VHF  frequency  band  iso- 
lated from  60  cycle  interference  and  ex- 
traneous electrical  noise.  Successful  trans- 
mission is  possible  even  where  building  struc- 
ture would  ordinarily  prohibit  the  use  of 
telemetry. 


Mucolytic  therapy 

Mead  Johnson  Laboratories  is  introduc- 
ing Mucomyst-10,  10%  acetylcysteine,  in 
order  to  provide  convenient  mucolji;ic  thera- 
py particularly  for  patients  using  nebuliz- 
ing units  in  their  homes. 

The  original  form  of  Mucomyst,  a 20% 
acetylcysteine  solution,  was  introduced  in 
1963  and  has  been  used  primarily  with  hos- 
pitalized patients  to  help  clear  thick  bron- 
chial secretions.  Prescriptions  for  Muco- 
myst should  still  be  filled  with  this  20% 
solution. 


Controlled  Trial  of  Propranolol  in  Thyrotoxi- 
cosis — R.  G.  Shanks  et  al  (Queen’s  Univ 
of  Belfast,  Grosvenor  Rd,  Belfast,  Ireland). 
Lancet  1:993-994  (May  17)  1969. 

The  effect  of  oral  propranolol  (40  mg  four 
times  daily  for  one  week)  was  assessed  in  a 
double-blind  trial  in  16  patients  with  thyro- 
toxicosis. Propranolol  was  significantly  more 
effective  than  a placebo  in  reducing  the 
peripheral  manifestations  of  thyrotoxicosis. 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


OUR  OWN  PSYCHOLOGY  COURSE 

Before  we  studied  psychology,  we  thought 
it  had  to  do  with  what  Dr.  Freud  called  every- 
day life.  Instead,  we  found  ourselves  learn- 
ing all  about  stimuli,  appetites,  nerves,  re- 
sponses, and  reflexes,  and  somehow  it  wasn’t 
the  fun  we  thought  it  was  going  to  be.  In 
an  attempt  to  make  this  difficult  subject  the 
instrument  of  pleasure  it  was  meant  to  be, 
we  offer  here  our  own  condensed  course. 

If  you  ask  anyone  to  name  a color,  the 
answer  will  almost  invariably  be  “red.” 

When  you  say  “I  don’t  feel  well,”  the 
reply  is  always  “I  don’t  either.” 

Whenever  you  ask  any  question  about 
time  that  does  not  have  anything  to  do  with 
what  time  it  is,  people  will  always  look  at 
the  clock.  “How  long  have  you  been  mar- 
ried?” we  ask,  and  she  looked  up  at  the 
clock. 

When  you  ask  a patient  how  much  she 
weighs,  the  answer  will  always  be  preceded 
by  a significant  pause,  and  she  will  then  say 
“They  weighed  me”  or  “On  my  scales”  or 
“Last  Wednesday,”  and  then  comes  “179.” 
Never  just  “179.”  Always  the  pause  and 
always  the  prefatory  remark,  and  then  the 
number. 

Whenever  you  ask  where  someone  is,  you 
will  always  be  told  what  she  is  doing. 
“Where  is  Miss  Smith?”  is  followed  by  “She’s 
getting  gloves.” 

An  even  more  disturbing  answer  to 
“Where  is  Miss  Smith?”  is  “she’s  out  of 
the  room,”  which  of  course  we  knew,  and 
is  exactly  why  we  asked.  We’ll  take  this 
up  in  our  postgraduate  course. 

When  you  take  an  examination  and  change 
an  answer,  you  will  change  it  from  right  to 
wrong. 

Now  that’s  psychology. 

— F.C. 


SEE  ALL  THE  PEOPLE 

The  earth  is  about  three  billion  years  old, 
and  has  some  three  billion  people  in  it.  We 
know  it  means  something,  and  we’re  afraid 
to  try  to  guess.  Maybe  when  the  two  num- 
bers are  exactly  the  same,  we’ll  find  out. 
It’s  something  like  the  pulse  rate  crossing 
the  systolic  pressure;  we  don’t  like  it.  And 
a famous  physicist  said,  when  you  run  across 
a whole  number  in  an  experiment,  you  must 
pay  very  special  attention  to  it. 

Anyway,  more  than  300,000  people 
(babies,  of  course)  are  born  every  day  (in 
the  world),  and  more  than  100,000  die,  so 
we  gain,  if  you  can  call  it  a gain,  nearly 
200,000  every  day.  That’s  about  700  mil- 
lion a year.  And  these  numbers  are  get- 
ting bigger  all  the  time. 

We  were  leafing  through  a twenty  year 
old  encyclopedia  the  other  day,  and  it  men- 
tioned efforts,  in  some  countries,  to  increase 
the  population;  Mussolini,  we  remember, 
gave  prizes.  And  Margaret  Sanger  went  to 
jail,  where  everyone  thought  she  should  be, 
for  recommending  what  was  later  accepted 
and  is  now  urged  and  almost  enforced.  We 
have  been  fruitful  and  we  have  multiplied, 
but  maybe  this  advice  was  for  Adam  and 
Eve.  They  were  dealing  in  powers  of  two, 
and  we  have  to  use  ten.  If  you  don’t  think 
so,  try  working  with  some  of  the  numbers 
we  gave  you. 

We  seem  to  have  gone  from  the  adding 
machine  to  the  slide-rule. 

—F.C. 

WORDS,  WORDS,  WORDS 

Words,  if  we  may  mix  a metaphor,  are 
bread-and-butter  to  us.  We  decry  the  use 
of  the  word  “insufficiency”  in  modern  med- 
ical jargon.  It  means  nothing  except  that 
some  part  of  the  body  is  not  working  well. 
It  is  of  course  elegant,  and  it  may  owe  its 
existence  to  its  elegance.  But  patients  do 
the  same  thing,  we  notice,  only  they  say 
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“condition.”  They  do  not  speak  of  gas- 
tritis or  of  cardiac  disease  or  nephritis ; 
they  say  they  have  a stomach  condition  or 
a heart  condition  or  a kidney  condition.  Let 
us  not  take  refuge  in  a lofty  citadel  where 
none  exists,  “insufficiency”  is  a purely 
meaningless  word. 

Nor  may  we  smile  tolerantly  when  the 
patient  says  he  has  a “condition,”  either. 
He  means  the  same  thing  that  we  do,  but  we 
use  a better  word  and  we  sound  more  im- 
portant. Let  us  illustrate  our  point  with  a 
conversation  that  never  took  place,  but  some- 
how it  does  every  day. 

Patient:  “I  have  a heart  condition;  what 
do  you  think  it  is?” 

Doctor:  “I  have  diagnosed  it  as  cardiac 

insufficiency.” 


— F.C. 


GRAINS  AND  GRAMS 

We  spend  our  lives  counting  and  pre- 
scribing, and  we  need  a system  and  units. 
We  use  the  number  ten  as  the  base,  because 
we  have  ten  fingers.  But  twelve  is  factored 
more  easily  than  ten,  so  we  count  eggs  and 
doughnuts  in  dozens.  The  day  has  24  parts 
and  the  clock  12,  the  hour  and  minute  are 
divided  into  sixtieths  and  the  circle  into  360 
parts.  Besides  equality,  the  French  liked 
the  number  10,  and  adopted  it  as  their  basis. 
But  while  they  use  the  meter  for  length 
and  the  gram  for  weight,  they  cling  to 
twelve  in  reckoning  time  and  in  measuring 
circles;  and  England  is  converting  to  ten. 
We  say  25  after  the  hour,  which  smacks 
of  10,  but  is  really  the  result  of  dividing 
the  hour  into  12  parts. 

Shall  we  prescribe  in  grains  or  grams? 
Grains  may  be  old-fashioned,  but  grams 
require  careful  watch  over  both  the  decimal 
point  and  the  number  of  zeros  it  precedes; 
serious  mistakes  have  followed  carelessness 
here.  Perhaps  one  system  will  not  suffice 
and  we  need  both. 

—F.C. 


The  Large  Infant  — R.  A.  Sack  (Los  Angeles 
County  Medical  Center,  Whittier,  Calif). 
Amer  J Obstet  Gynec  104:195-202  (May 
15)  1969. 

Records  of  a large  county  hospital  were 
reviewed  during  1947  and  1956  and  again  in 
1966  in  order  to  define  problems  resulting 
from  the  birth  of  a large  infant.  In  a series 
of  84,017  deliveries  during  the  first  ten- 
year  period,  766  (0.92%)  infants  weighed 
10  lb  or  more.  The  major  maternal  com- 
plications were  postpartum  hemorrhage 
(10.3%)  and  shoulder  dystocia  (10.0%). 
Clinical  diabetes  was  present  in  2.9%  and 
toxemia  in  14%.  There  was  one  maternal 
death.  There  were  55  perinatal  deaths:  39 
fetal  deaths,  10  antepartum  and  29  intra- 
partum ; 16  infants  died  in  the  nursery. 
Of  infants  surviving  delivery,  114  (16.0%) 
were  severely  depressed  at  birth.  Follow-up 
of  200  survivors  showed  23  had  a neuro- 
logical complication  and  nine  died  before  the 
age  of  7.  Results  for  the  year  1966  are  pre- 
sented for  comparison. 


Bilious  Vomiting  After  Gastric  Surgery: 

Sliding  Esophageal  Hiatus  Hernia  — F. 

P.  Turner  (VA  Center,  T o g u s.  Me). 

Amer  J Dig  Dis  14:297-304  (May)  1969. 

Nine  patients  with  bilious  vomiting  follow- 
ing gastric  surgery  for  peptic  ulcer  had 
sliding  esophageal  hiatus  hernias;  surgical 
repair  of  the  hernia  relieved  symptoms  im- 
mediately. Undiscovered  sliding  esophageal 
hiatus  hernia  is  probably  the  cause  of  bilious 
vomiting  in  some  of  the  patients  thought  to 
have  the  afferent-loop  syndrome.  Injury 
to  the  phrenico-esophageal  ligament  at  the 
time  of  abdominal  vagotomy  may  lessen  the 
competency  of  the  lower  esophageal  sphinc- 
ter and  predispose  to  the  development  of 
an  iatrogenic  hiatus  hernia.  Proper  steps 
should  be  taken  at  the  time  of  vagotomy 
to  repair  any  significant  operative  defects. 
Cinefluorography  is  recommended  for  all 
patients  who  return  for  follow-up  examina- 
tion with  symptoms  characteristic  of  the 
afferent-loop  syndrome. 
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Observations  on  the  Management  of 
The  Large  Benign  Gastric  Ulcer 


This  is  a review  of  our  experi- 
ence in  private  practice  with 
benign  gastric  ulcers  with 
craters  of  from  1.5  cm  to  15  cm  in  diameter. 

A 20  year  review  of  our  patients  with 
peptic  ulcer  indicates  that  we  have  operated 
on  400  patients  with  duodenal  ulcer,  of 
whom  61  were  admitted  with  acute  perfora- 
tions; and  on  90  patients  with  gastric  ulcer. 
Of  the  90  patients  with  benign  gastric  ulcer, 
32  had  ulcer  craters  ranging  from  1.6  cm 
to  15  cm  in  diameter.  These  patients,  in 
none  of  whom  did  the  ulcer  prove  malignant, 
represent  a small  but  challenging  group  from 
the  standpoint  of  diagnosis  and  therapy. 

Review  of  Material 

Age:  The  ages  of  the  32  patients  with 

large  benign  gastric  ulcer  ranged  from  27 
to  80  years.  Eighteen  patients,  or  56  per- 
cent of  the  series,  were  in  the  fifth  and  sixth 
decades,  while  seven  patients,  or  22  percent, 
were  under  fifty  years.  The  remaining  sev- 
en patients,  or  22  percent,  were  in  the  sev- 
enth and  eighth  decades.  Fourteen  patients 
were  women  (44  percent),  and  18  men  (56 
percent). 

Symptoms:  Pain  was  the  commonest 

complaint  noted  by  20  patients,  or  62.5  per- 
cent. Gastrointestinal  bleeding,  manifest  by 
vomiting  or  melena,  brought  12  patients, 
or  37.5  percent  of  the  group,  into  the  hos- 
pital. They  required  blood  replacement  be- 
fore and  during  surgery  from  10  to  40  units 
of  blood.  There  was  a longstanding  history 
of  indigestion  in  seven  of  the  patients  ad- 
mitted with  major  bleeding. 

One  half  of  the  series  had  experienced 
gastric  complaints  for  one  to  five  years, 
while  the  remaining  half  admitted  to  symp- 
toms of  less  than  one  year  (Table  I).  All 
were  operated  on,  but  the  magnitude  of 
bleeding  demanded  emergency  operation  in 
12  patients  before  exhaustive  studies  could 
be  undertaken. 
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Three  of  the  32  patients  had  severe  ar- 
thritis and  had  been  on  cortisone  therapy  for 
varying  periods.  Two'  of  them  were  admit- 
ted with  massive  hemorrhage  from  their 
gastric  ulcers,  and  in  both  instances  there 
was  erosion  completely  through  the  gastric 
wall. 

All  patients  had  x-ray  examination  by 
barium,  except  those  with  signs  of  perfora- 
tion, and  the  ulcer  sites  demonstrated  by 
x-ray  and  at  operation  were  found  to  be  as 
follows : 

Cases 


Lesser  curvature  (middle  third) 19 

Posterior  stomach,  midbody 3 

Prepyloric  area 5 

Cardia  5 


Calculous  gallbladder  disease  was  addi- 
tionally demonstrated  in  four  patients,  a 
large  hiatal  hernia  in  two,  and  an  associated 
duodenal  ulcer  in  four  patients. 

Gastric  acidity  was  available  for  review 
in  13  patients,  providing,  as  anticipated, 
relatively  little  help.  In  six  instances,  the 
free  acid  was  low,  in  three  it  was  reported 
to  be  high,  and  an  achlorhydria  was  present 
in  four  patients: 


Table  1 

DURATION  OF  SYMPTOMS 


Duration  Patients 

1 week  or  less  1 

1 month  or  less 6 

1 month  to  1 year 10 

1 to  3 years  5 

3 years  or  longer  11 
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Association  of  malignancy:  A preopera- 

tive clinical  diagnosis  of  carcinoma  of  the 
stomach  was  made  in  eight  of  the  32  pa- 
tients, or  25  percent  of  this  series  with  be- 
nign ulcer.  Four  of  the  eight  patients  dem- 
onstrated an  achlorhydria.  Two  additional 
patients,  with  large  ulcers,  had  been  exam- 
ined by  x-ray  elsewhere  two  years  before  our 
study,  and  were  considered  at  that  time  to 
have  nonresectable  gastric  carcinoma.  One 
of  these  had  a very  low  free  acid,  while  the 
other,  with  a very  large  lesser  curvature 
ulcer,  was  found  to  have  a high  free  acid. 

Treatment : All  32  patients  were  operated 
on,  although  over  one  half  of  the  group  were 
considered  poor  operative  risks.  Marked 
loss  of  blood  demanded  early  operation  in 
12  patients  after  multiple  transfusions.  Hy- 
pertension and  advanced  myocardial  disease 
were  present  in  varying  degrees,  as  antici- 
pated, in  this  group  of  patients,  of  whom 
over  50  percent  were  over  sixty  years  of  age. 

At  operation,  the  gastric  ulcers  were  found 
to  be  penetrating  in  27  patients,  and  large 
but  with  superficial  ulceration  in  five  pa- 
tients. A sizable  open  vessel  was  demon- 
strated in  four  ulcer  craters. 

The  operations  undertaken  in  these  32  pa- 
tients are  shown  in  Table  II.  The  ulcer 
craters  varied  from  1.5  cm  to  15  cm  in  actual 
measurement,  there  being  two  sizable  gas- 
tric ulcers  in  three  patients.  In  21  patients, 
or  65.6  percent  of  the  group,  the  ulcer 
crater  was  from  1.5  to  2.5  cm  in  diameter. 
In  nine  patients  it  was  2.5  to  4 cm  in  di- 
ameter, and  in  two,  the  craters  ranged  from 
8 to  15  cm  in  size.  In  no  instance  was  malig- 
nant change  demonstrated. 


Table  2 

OPERATIONS  CARRIED  OUT  ON  32  PATIENTS 
WITH  LARGE  BENIGN  GASTRIC  ULCERS 


Operations  Patients 

Polya  resection  removing  ulcer 26 

Total  gastrectomy-splenectomy  1 

Bilroth  type  I resection 1 

Closure  of  free  perforation,  biopsy 

of  gastric  ulcer  1 

Local  excision,  vagotomy,  gastro- 
jejunostomy   2 

Exploration  1 

32 


There  were  five  operative  deaths  in  the 
total  group,  giving  an  overall  mortality  of 
15.6  percent.  Four  deaths  occurred  in  the 
12  patients  submitted  to  emergency  opera- 
tion because  of  massive  bleeding,  while  only 
one  individual  was  lost  in  20  elective  proce- 
dures. The  five  deaths  may  be  briefly  sum- 
marized as  follows : 

1.  Man,  aged  49,  a severe  arthritic,  had 
been  on  large  doses  of  cortisone  for 
six  years.  He  died  24  hours  after  op- 
eration from  massive  hemorrhage,  for 
which  he  received  40  pints  of  blood. 
The  ulcer  was  10  cm  in  diameter,  and 
had  perforated  into  the  jejunum. 

2.  Man,  aged  70,  was  admitted  with  mas- 
sive bleeding,  for  which  he  received 
20  pints  of  blood.  He  died  48  hours 
after  operation,  from  myocardial  fail- 
ure; he  had  advanced  emphysema  and 
bronchitis. 

3.  Man,  aged  58,  died  on  the  seventh  post- 
operative day  from  an  intraperitoneal 
abscess  and  a gangrenous  duodenum 
incident  to  perforation  of  a 3 cm  ulcer 
into  the  pancreas. 

4.  Woman,  aged  75,  died  on  the  12th 
postoperative  day,  from  a stroke  com- 
plicating uremia;  she  had  previously 
been  on  cortisone  therapy.  Two  mas- 
sive ulcers  8 and  15  cm  in  diameter 
were  found,  the  latter  perforating  into 
the  pancreas.  This  patient  required 
10  units  of  blood.  (Fig  1). 

5.  Woman,  aged  69,  died  on  the  40th  day 
after  total  gastric  resection  for  a 4 
cm  gastric  ulcer  high  on  the  lesser 
curvature  contained  within  a hiatal 
hernia.  The  ulcer,  at  operation,  was 
thought  to  be  malignant.  Death  was 
due  to  a jejunal  fistula  with  terminal 
pulmonary  emboli. 

In  the  group  that  recovered,  there  were 
several  major  postoperative  complications 
requiring  re-operation. 

1.  A postoperative  obstruction  of  the  ef- 
ferent loop  after  a Polya  resection 
with  secondary  entero-enterostomy  and 
recovery. 
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2.  Massive  bleeding  six  weeks  after  bi- 
opsy and  closure  of  a free  perforating 
lesser  curvature  gastric  ulcer  with 
secondary  gastric  resection  and  recov- 
ery. 

3.  Local  resection  of  a 3 cm  gastric  ulcer 
adjacent  to  the  esophagus  with  gas- 
trojejunostomy. The  ulcer  recurred 
at  the  same  site  six  weeks  after  the 
initial  operation,  requiring  a secon- 
dary radical  gastric  resection  with  re- 
covery. (Fig.  2). 

Comment 

It  is  becoming  more  generally  accepted 
that  gastric  and  duodenal  ulcers  represent 
two  distinct  entities,  perhaps  have  different 
pathogenesis,  and  should  not  be  listed  under 
the  common  heading  of  peptic  ulceration. 
Johnson^  believes  that  peptic  ulcers  should 
be  classified  on  the  basis  of  hyposecretion 
or  hypersecretion,  not  on  their  anatomical 
location,  and  notes  that  less  than  50  percent 
of  gastric  ulcer  subjects  are  acid  hyper- 
secreters.  He  feels  that  gastric  ulcers  oc- 
curring with  duodenal  ulcer  and  those  near 
the  pylorus  should  be  classified  with  duo- 
denal ulcer  as  a disease  of  acid  hypersecre- 
tion. Ulcers  occurring  in  the  body  of  the 
stomach  in  patients  with  no  duodenal  ulcer 


are  a different  entity,  and  are  usually  charac- 
terized by  acid  hyposecretion. 

Dragstedt  et  aF  agrees  that  in  patients 
with  prior  duodenal  ulcer,  pyloric  stenosis 
may  develop,  with  stasis  of  food  in  the 
stomach  and  the  appearance  of  a secondary 
gastric  ulcer.  This  occurs  through  the  mech- 
anism of  long  continued  stimulation  of  gas- 
tric secretion  by  means  of  gastrin  released 
from  the  antrum. 

All  concede  that  gastric  ulcers  well  above 
the  pylorus  and  unassociated  with  duodenal 
ulcer  usually  have  low  acid  secretion.  Is 
gastric  stasis  also  an  explanation  for  the 
development  of  gastric  ulcers  in  these  in- 
dividuals? Dragsted^  points  out  that  pa- 
tients with  gastric  ulcer  in  the  body  and 
cardia  of  the  stomach,  without  present  or 
prior  duodenal  ulcer,  display  a fasting  noc- 
turnal secretion  of  gastric  juice  which  is 
usually  less  than  normal.  Since  the  fasting 
secretion  is  chiefly  of  nervous  origin,  this 
finding  suggests  that  the  secretory  tonus 
of  the  vagus  is  decreased.  Could  there  be  a 
decreased  vagal  effect,  with  reduction  in 
tonus  and  peristalsis,  in  these  gastric  ulcer 
patients,  which  is  less  than  normal,  produc- 
ing a relative  atony  and  stasis? 

Our  incidence  of  associated  duodenal  ulcer 


Figure  1.  Woman  aged  seventy-five,  a severe  arthritic  on  cortisone  for  several 
years,  admitted  with  massive  GI  bleeding.  A 75  percent  gastric  resection  disclosed 
two  ulcers  8 and  15  cm  in  diameter,  the  larger  penetrating  into  the  pancreas  ; died 
from  a stroke  on  the  12th  day  after  operation. 
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in  this  series  of  patients  with  large  gastric 
ulcer  was  only  12.5  percent.  Landor  et  aP 
reports  that  36  percent  of  their  group  had 
hypersecretion  or  duodenal  ulcer.  Aagard^ 
reports  that  28  percent  of  their  556  patients 
with  gastric  ulcer  demonstrated  an  associat- 
ed duodenal  ulcer,  and  Weisberg  and  Glass® 


found,  in  a collected  series,  that  an  average 
of  23.5  percent  of  the  benign  gastric  ulcers 
were  associated  with  duodenal  ulcer.  Only 
five  of  our  32  patients  with  large  gastric 
ulcers  were  in  the  prepyloric  area,  the  re- 
maining 85  percent  appearing  in  the  mid- 
stomach or  cardia. 


Figure  2-a.  Admitted  with  upper  gastrointestinal  bleeding  six  months  after 
thoracic  repair  of  hiatal  hernia.  X-ray  suggests  high  gastric  ulcer,  confirmed  by 
gastroscopy.  Operation  disclosed  2.5  cm  high  lesser  curvature  ulcer.  Biopsy,  local 
excision,  and  gastrojejunostomy. 


Figure  2-b.  Same  patient,  readmitted  seven  weeks  later  with  intractable  sub- 
sternal  pain.  X-rays  and  gastroscopy  confirmed  presence  of  recurrent  large  gastric 
ulcer  at  same  site.  Secondary  radical  gastric  resection  with  recovery  and  excellent 
result. 
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Much  has  been  written  about  the  hazard 
of  prolonged  medical  management  for  the 
large  gastric  ulcer,  in  that  this  invites  the 
complications  of  hemorrhage,  perforation, 
and  perhaps  malignancy.  In  our  series,  of 
whom  over  one  half  had  symptoms  for  over 
a year  and  had  been  on  varying  medical  pro- 
grams, 12  patients,  or  37.5  percent,  required 
emergency  operation  for  massive  hemor- 
rhage after  initial  blood  replacement.  It 
was  in  this  group  that  we  had  our  highest 
mortality.  Numerous  observers^-  have  in 
recent  reports  stressed  the  high  mortality 
encountered  in  all  series  of  gastric  ulcers 
demanding  emergency  operation  for  compli- 
cations, as  against  a very  respectable  mor- 
tality of  two  to  three  percent  in  elective  pro- 
cedures in  such  patients. 

While  a clinical  diagnosis  of  carcinoma 
was  made  in  eight  of  our  32  patients,  none 
of  the  entire  series  demonstrated  a malig- 
nant lesion.  The  reported  incidence  of  malig- 
nancy in  gastric  ulcer  ranges  between  5 per- 
cent and  20  percent.'^  Larson^  found  that 
12.2  percent  of  a series  of  391  patients  with 
gastric  ulcer  treated  medically  for  periods 
of  10  to  19  years  developed  gastric  cancer. 
Cohn  et  aP  reported  a series  of  48  patients 
from  Charity  Hospital  in  New  Orleans  with 
gastric  ulcer  craters  2.5  cm  or  larger.  In 
this  group,  40  patients  were  proven  to  have 
benign  ulcer,  and  eight  or  16.6  percent,  were 
malignant. 

Flood,^°  in  a recent  discussion  of  this  con- 
troversial problem,  again  suggests  that 
seemingly  benign  gastric  ulcer  that  later 
becomes  malignant,  may  well  have  been  a 
growing  cancer  from  the  beginning. 

Since  we  have  included  only  proved  benign 
gastric  ulcers,  of  which  25  percent  were 
thought  to  be  malignant  before  exploration, 
a review  of  known  patients  with  carcinoma 
of  the  stomach  was  undertaken.  Forty-five 
records  were  reviewed,  of  patients  operated 
upon  for  proven  cancer  of  the  stomach  dur- 
ing the  past  nine  years.  A definite  diag- 
nosis of  cancer  was  made  preoperatively  in 
35  patients,  but  in  10  instances  or  22.2  per- 
cent, the  preoperative  diagnosis  based  on 
history,  examination,  x-ray  findings,  and  the 
laboratory  studies,  suggested  a large  be- 
nign gastric  ulcer. 


Our  diagnostic  error  was,  therefore,  25 
percent  in  the  series  of  proven  large  benign 
ulcer,  and  22.2  percent  in  a small  series  of 
patients  with  proven  cancer  of  the  stomach. 

Twenty-seven  patients,  or  87  percent  of 
this  small  group,  were  treated  by  gastric  re- 
section, all  but  two  being  a Polya  type  opera- 
tion. We  have  over  the  years  favored  this 
procedure  because  it  removes  the  ulcer, 
promptly  controls  the  frequent  complication 
of  severe  bleeding,  and  has,  in  our  hands, 
given  excellent  results.  Vagotomy  has  re- 
cently been  included  when  the  acid  values 
were  elevated  or  an  associated  duodenal 
ulcer  noted. 

We  have  followed  with  interest  the  more 
conservative  surgical  procedures  for  gastric 
ulcer  more  recently  recommended  by  many 
authors.^-  ®’  Our  experience  has  been 

limited  to  two  cases  which  were  treated  by 
the  more  conservative  technique.  In  one  of 
these,  gastrojejunostomy  and  excision  of  a 
very  large  para-esophageal  ulcer,  with  a 3 
cm  crater,  was  followed  by  recurrence  of  the 
ulcer  within  three  months.  A secondary 
75  percent  gastric  resection  was  carried  out, 
giving  an  excellent  long-term  result  to  date. 

Needless  to  say,  there  is  much  to  be  said 
for  the  less  traumatic  procedure  of  vagot- 
omy, biopsy,  suture  of  the  bleeding  vessels, 
if  necessary,  and  pyloroplasty,  in  the  elder- 
ly debilitated  patient  who  is  so  often  the 
surgical  subject  with  this  condition.  It  may 
also  offer  a very  satisfactory  alternative 
procedure  to  total  gastrectomy  for  the  big 
gastric  ulcer  high  on  the  lesser  curvature 
which  represents  a most  difficult  lesion  from 
a technical  standpoint.  The  real  problem 
lies  in  the  surgeon’s  ability  to  obtain  ade- 
quate quadrant  biopsies  of  all  ulcers,  and 
in  being  sure  they  are  benign.  This  is  often 
a most  difficult  problem. 

Summary  and  Conclusions 

1.  A series  of  patients  with  large  gastric 
ulcers  offering  problems  in  their 
management  are  reported. 

2.  While  a short  history  was  occasionally 
noted,  over  half  of  the  group  had  been 
under  medical  management  for  from 
one  to  five  years. 
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3.  Massive  bleeding  was  the  reason  for 
hospital  admission  in  37.5  percent  of 
the  series. 

4.  While  malignancy  was  suspected  in 
eight  of  32  patients,  it  was  confirmed 
in  no  single  instance. 

5.  Gastric  resection  of  the  Polya  type, 
with  excision  of  the  ulcer,  has  given 
excellent  results  in  our  hands. 

6.  The  mortality  was  only  5 percent  in 
the  20  patients  with  elective  surgery, 
rising  to  33  percent  in  the  group  with 
massive  hemorrhage  requiring  emer- 
gency surgery  after  blood  replacement 
of  10  to  40  units. 

7.  Gastric  ulcer  is  a surgical  disease,  and 
these  patients,  when  possible,  should 
be  operated  before  the  onset  of  major 
complications,  after  limited  but  con- 
trolled medical  management. 

8.  There  is  evidence  that  the  more  con- 
servative procedure  of  vagotomy,  bi- 
opsy of  the  ulcer,  and  pyloroplasty, 
may  provide  an  additional  sound  meth- 
od of  treatment  for  some  of  those  pa- 
tients with  very  high  ulcers,  in  which 
malignancy  can  be  excluded  by  biopsy, 
and  bleeding  is  not  a feature. 
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The  Nebraska  Master  Poison  Control 
Center  — A Ten-Year  Review 


Accidental  poisoning  in  chil- 
dren continues  to  be  a problem 
despite  the  multiplicity  of 
poison  control  centers,  educational  programs, 
safety  caps  on  medicine  bottles,  and  protec- 
tive legislation.  It  is  for  this  reason  that 
a review  of  poison  control  activities  in  Ne- 
braska is  indicated. 

Interest  in  a poison  control  center  re- 
ceived impetus  in  the  summer  of  1956,  when 
the  Omaha-Douglas  County  Health  Depart- 
ment conducted  a survey  on  accidental  poi- 
soning in  children  in  cooperation  with  a med- 
ical student  fellow  of  the  National  Founda- 
tion.i  During  that  year,  310  cases  of  ac- 
cidental poisoning  were  treated  in  hospitals 
of  Omaha-Douglas  County;  235  of  these,  or 
75%,  were  seen  at  the  Childrens  Memorial 
Hospital;  292  cases,  or  95.5%,  involved  chil- 
dren. With  this  study  serving  as  a base- 
line, a poison  control  committee  was  formed 
to  further  investigate  the  problem.  The 
committee  consisted  of  representatives  of 
Childrens  Memorial  Hospital  and  the  Omaha- 
Douglas  County  Health  Department,  the 
deans  of  the  two  medical  schools  and  inter- 
ested lay  citizens  to  establish  a Poison  Con- 
trol Center  at  Childrens  Memorial  Hospital. 

The  Poison  Control  Center  at  Childrens 
Memorial  Hospital  was  officially  opened  in 
November  of  1957,  and  shortly  thereafter 
became  the  Master  Control  Center  for  the 
State  of  Nebraska.  The  Poison  Control  Cen- 
ter is  sponsored  by  the  Childrens  Memorial 
Hospital,  which  maintains  the  treatment  and 
information  center,  the  Division  of  Maternal 
and  Child  Health,  Nebraska  State  Depart- 
ment of  Health,  and  the  Omaha-Douglas 
County  Health  Department  which  provides 
the  follow-up  visits  by  the  public  health 
nurses.  The  puipose  of  the  follow-up  visits 
by  the  public  health  nurse  is  to  advise  the 
parents  regarding  safe  living  within  the 
home,  and  to  investigate  the  epidemiology 
of  accidental  poisoning.  Immanuel  Hospital 
in  Omaha  started  a Poison  Treatment  Center 
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in  1960,  and  centers  have  since  been  de- 
veloped at  Ehrling  Berquist  USAF  Hospital, 
Cambridge,  Auburn,  and  Lincoln  General 
Hospital. 

At  the  time  the  initial  home  visits  were 
made  in  1958,  an  alarming  pattern  of  repeti- 
tion of  accidental  poisoning  was  evident.^ 
In  124  (29.3%)  of  the  423  cases,  either  the 
same  child  or  another  member  of  the  fam- 
ily has  been  involved  in  a previous  incident 
of  accidental  poisoning.  A subsequent  tele- 
phone survey  showed  a reduction  in  other 
accidents,  including  poisoning,  to  3.7%  in 
the  11/2  to  21/2  year  period  following  a home 
visit  which  included  a review  of  safety 
practices.  The  reduction  of  repeated  acci- 
dental poisoning  from  124  cases  to  9 cases 
indicated  that  the  program  of  home  visits 
had  motivated  the  families  to  make  a safer 
environment  and  had  significantly  reduced 
repetitive  poisonings. 

As  shown  in  Table  1,  there  has  been  a 
53%  increase  in  the  number  of  accidental 
poisonings  seen  by  the  two  Omaha  hos- 
pitals from  1958  to  1967.  Although  the 
patient  load  has  increased,  the  greatest  use 
of  the  Nebraska  Master  Poison  Control  Cen- 
ter has  been  via  the  telephone.  In  addition 
to  inquiries  from  physicians  and  parents 
concerning  toxic  ingestions,  numerous  calls 
are  received  concerning  a wide  range  of  en- 
vironmental hazards.® 

Table  II  shows  the  types  of  accidental  poi- 
soning from  1958  through  1967.  Aspirin 
continues  to  be  the  main  problem  despite  all 
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the  publicity,  safety  closures  and  labelled 
waiTiings,  “keep  out  of  the  reach  of  chil- 
dren.” Ingestion  of  aspirin  and  related  com- 
pounds have  increased  from  35.7  % of  all 
cases  in  1958  to  49.3%  in  1967.  Pesticides 
show  a slight  decline  from  a high  of  8.2% 
in  1959  to  a low  of  4.4%  in  1964,  with  a sub- 
sequent slight  rise  to  5.1%  in  1967.  This 
decline  may  be  attributed  to  better  labelling 
and  more  appropriate  warning  signs  on 
containers,  resulting  from  the  Hazardous 
Substance  Act.  Petroleum  distillates  have 
shown  no  consistent  pattern,  but  have 
ranged  from  6.2%  to  9.2%.  These  patterns 
experienced  in  the  Nebraska  Poison  Control 
Center  are  similar  to  those  for  the  United 
States  as  reported  by  the  National  Clearing- 
house for  Poison  Control  Centers. 

Table  III  shows  deaths  due  to  accidental 
poisoning  by  residence  in  Omaha-Douglas 
County  for  the  ten-year  period.  Children 
and  youth  account  for  15%  of  the  deaths. 

Quo  vadis  for  poison  control  centers?  The 
local  and  national  experience  suggests  that 
first  priority  must  be  given  to  the  educa- 
tion of  all  health  professions  in  poison  pre- 
vention and  control.  Many  times  students 
will  leave  the  medical  center  with  the  latest 
method  of  “treating  poison  X”  and  yet  have 
no  information  how  to  incorporate  poison 
prevention  education  into  the  total  health 
care  for  children  and  youth.  Postgraduate 
courses  for  practicing  physicians,  patholo- 


gists, toxicologists,  and  public  health  nurses 
are  needed.  During  this  10-year  period,  the 
only  postgraduate  programs  in  toxicology 
have  been  “Rural  Problems  of  Poisoning  and 
Intoxication”  in  1964  and  “The  Practical 
Management  of  Poisoning”  on  March  13-15, 
1969  — both  sponsored  by  the  University  of 
Nebraska  College  of  Medicine. 

A second  priority,  receiving  impetus  from 
the  first,  is  the  development  of  safe  methods 
of  packaging  and  storage.  Some  progress 
has  been  made  in  this  area.  Use  of  a child 
resistant  container  in  270,000  prescriptions 
at  McChord  Air  Force  Base  was  associated 
with  a 90%  decrease  in  poisonings  due  to 
prescription  medicines  and  an  overall  de- 
crease in  childhood  poisonings  of  close  to 
50%.^  One  national  drug  chain  store  is  pack- 
aging all  preparations  in  a container  with  a 
safety  cap  closure.  Strip  packaging  has  also 
been  shown  to  be  efficacious.  Many  home 
medicine  cabinets  have  safety  lock  features. 
In  Omaha,  only  one  such  cabinet  is  available. 
The  Consumer  Protection  Act  of  1962  will, 
it  is  to  be  hoped,  promote  progress  in  this 
area.  But  what  of  storage  areas  for  clean- 
ing, polishing,  and  sanitizing  agents?  Few 
homes  are  built  with  anything  but  the  tradi- 
tional cabinet  under  the  sink  which  remains 
a favorite  place  for  toddlers  and  young  chil- 
dren to  explore  and  discover  new  hazards. 

The  third  priority  of  poison  control  cen- 
ters involves  the  computerization  of  data  re- 


Table  1 

10-YEAR  REPORT  ON  POISON  CONTROL  ACTIVITIES 


REPORTED 

TOTAL  TO  ODCHD 


Center 

Phone 

Center 

Phone 

Follow-Up 

Visits 

Calls 

Visits 

Calls 

by  VNA 

1958 

CMH 

529 

289 

525 

0 

423 

1959 

CMH 

588 

428 

498 

0 

420 

1960 

CMH 

748 

296 

675 

0 

462 

Imm. 

H.  _ . 

62 

0 

62 

0 

38 

1961 

CMH 

674 

425 

674 

0 

448 

Imm. 

H. 

. _ 80 

0 

80 

0 

40 

1962 

CMH 

_ 632 

413 

643 

0 

294 

Imm. 

H. 

103 

0 

103 

0 

62 

1963 

CMH 

725 

341 

747 

299 

398 

Imm. 

H. 

109 

0 

109 

0 

68 

1964 

CMH 

878 

3028 

842 

242 

509 

Imm. 

H. 

133 

0 

133 

1 

79 

1965 

CMH 

805 

3115 

855 

294 

545 

Imm. 

H. 

183 

0 

183 

1 

115 

1966 

CMH 

743 

2331 

748 

1003 

472 

Imm. 

H. 

_ _ 119 

0 

119 

0 

66 

1967 

CMH 

681 

2619 

685 

2611 

432 

Imm. 

H. 

126 

0 

126 

0 

64 
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CASES  OF  ACCIDENTAL  POISONING  AT  CHILDRENS  MEMORIAL  HOSPITAL 
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suiting  from  the  “knowledge  explosion” 
which  has  occurred  during  the  past  decade. 
The  bulky  card  index  is  doomed  as  was  the 
dinosaur,  having  become  too  big  and  un- 
Avieldly.  Physicians  cite  inadequate  infor- 
mation as  the  major  deficiency  of  local  cen- 
ters.® Specifically,  regional  centers  are 
needed  for  this  task  with  communication  tie- 
ups  to  all  satellite  centers.  The  small  center 
cannot  absorb,  even  with  prohibitively  priced 
computers,  the  mass  of  information  on  the 
estimated  250,000  potentially  harmful  prod- 
ucts to  which  we  are  exposed.®’®  Such  re- 
gionalization would  allow  each  center  to 
broaden  its  scope,  eliminate  duplication  and 
more  nearly  match  the  needs  of  the  popula- 
tion it  serves. 

The  scope  of  poison  control  centers  should 
be  broadened  beyond  the  limits  of  “poison.” 
Their  activities  should  include  careful  evalu- 
ation of  adverse  drug  reactions.  Such  evalu- 
ations could  serve  as  a stimulus  to  the  devel- 
opment of  therapeutics  committees  to  evalu- 
ate the  efficacy  and  risk  of  drugs,  function- 
ing in  the  same  fashion  as  a tissue  review 
committee. 

Lastly,  intensive  treatment  centers  should 
be  developed  for  unusual,  serious  or  com- 
plicated cases.  This  is  a logical  extension 
of  specialized,  high  intensity  care  units  and 
is  dependent  on  rapid,  efficient  air-land 
emergency  medical  transportation.  Clinical 
toxicology  has  emerged  as  a medical  special- 
ty to  correlate  biochemistry,  pharmacology, 
and  therapeutics.’^ 

In  the  progressively  polluted  environment 
in  which  we  live,  we  shall  be  forced  to 
coordinate,  collaborate  and  computerize  our 
efforts  to  prevent  and  treat  chemical  haz- 
ards. 
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Death  From  Stage  1: 

Cancer  of  the  Cervix  Uteri 


Introduction 

Failure  to  control  stage  I can- 
cer of  the  cervix  means  death 
of  the  patient.  Such  a catas- 
trophic event  may  result  from  three  causes. 
Two  of  them  are  partially  controllable,  and 
the  third  is  probably  beyond  our  present 
efforts  to  prevent. 

Perhaps  the  worst  cause  is  death  as  a 
result  of  therapy.  Any  treatment  of  can- 
cer is  attended  by  grave  risk,  but  since 
cancer  is  a fatal  disease,  the  risk  is  justi- 
fiable if  it  does  not  approach  the  death  rate 
of  the  disease  too  closely,  or  if  it  is  the  best 
method  available.  If  some  other  equally 
effective  method  yields  a lower  death  rate, 
it  is  the  method  of  choice. 

Another  cause  of  death  is  failure  to  elim- 
inate the  local  disease  so  that  it  continues 
to  grow  and  spread. 

Finally,  death  can  occur  from  distant 
metastases  that  were  not  evident  at  the 
time  of  the  original  examination.  Such 
cases  are  beyond  any  hope  of  cure.  If  no 
evidence  of  local  recurrence  can  be  detected 
it  must  be  presumed  that  the  distant  meta- 
stases have  been  dormant  since  before  the 
treatment  of  the  primary  disease. 

An  analysis  has  been  made  of  the  pa- 
tients who  were  treated  for  stage  I cancer 
of  the  cervix  at  the  Radiology  Department 
of  Nebraska  Methodist  Hospital  since  ade- 
quate records  were  first  made  (in  the  early 
1930s  by  Dr.  Howard  Hunt).  The  answers 
desired  were:  (a)  How  many  of  the  group 
of  patients  treated  for  this  disease  seemed 
to  be  cured?  (b)  How  many  of  them  died 
as  a result  of  the  treatment  ? (c)  How  many 
of  them  had  or  have  serious  or  inconvenient 
complications  of  the  treatment?  (d)  How 
many  of  them  had  persistent  or  recurrent 
local  cancer  that  caused  their  death  after 
adequate  treatment?  (e)  How  many  of 
the  patients  that  died  had  inadequate  treat- 
ment? and  (f)  How  many  of  them  eventual- 
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ly  developed  evidence  of  distant  metastases 
and  when  did  the  metastases  appear  rela- 
tive to  the  original  examination? 

Survey  of  Patients 

A total  of  208  patients  with  stage  I can- 
cer of  the  cervix  have  been  treated  in  this 
department.  Another  group  of  people  have 
been  treated  here  for  recurrence  of  stage 
I cancer  who  received  primary  treatment 
elsewhere.  These  patients  have  been  elim- 
inated from  the  survey.  Our  present  interest 
is  the  group  in  which  we  were  responsible 
for  the  primary  therapy. 

One  hundred  and  forty-five  patients  were 
treated  five  or  more  years  ago.  Of  this 
group,  109  are  still  alive  (75  percent).  Of 
the  group  who  w'ere  treated  five  years  ago 
or  more,  125  lived  five  years  or  more  (86 
percent) . Three  died  of  cancer  of  the  cervix 
or  of  unknown  causes  after  five  years.  Ten 
died  of  other  known  causes  five  or  more 
years  after  their  treatment  for  cancer  of 
the  cervix. 

Table  I 

DEATHS  OF  PATIENTS  CAUSED  BY 
STAGE  I CANCER  OF  THE  CERVIX 

No.  of  patients 
who  died 

Years  after  of  cancer 

Therapy  of  the  cervix 

1  0 

2  6 

3 3 

4 3 

Total  12 

Twenty-three  people  with  stage  I cancer 

of  the  cervix  died  before  five  years  passed. 

Twelve  of  these  died  of  cancer  of  the  cervix, 
and  eleven  of  other  known  causes.  It  is 
important  to  note  that  any  patient  who  dies 
within  five  years  must  be  counted  as  a 

’Radiotherapist,  Nebraska  Methodist  Hosi>ital. 
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therapeutic  failure.  However,  we  thought 
it  would  be  instructive  to  consider  the  actual 
cause  of  death. 

It  is  evident  that  most  of  the  patients 
died  the  second  year  and,  by  the  end  of  the 
second  year,  one  half  of  the  entire  group  to 
die  within  five  years  had  suffered  this  fate. 

Morbidity  and  Mortality 

None  of  the  patients  died  as  a result  of 
the  therapy  itself.  No  patient  has  died  of 
the  anesthesia,  the  application  of  the  ra- 
dium, or  from  complications  of  the  therapy. 

Many  patients  had  transient  morbidity 
as  a direct  result  of  the  treatment.  The 
most  common  sickness  was  bowel  irritation. 
The  radium  therapy  caused  some  rectal  ir- 
ritation, which  resulted  in  diarrhea  and 
sometimes  rectal  pain.  The  external  therapy 
and  sometimes  the  radium  therapy  also 
caused  irritation  of  the  small  bowel  (cramps 
and  loose  stools).  These  symptoms  were 
usually  controlled  by  medications.  The 
symptoms  of  bowel  irritability  were  also  in- 
fluenced by  the  emotional  status  of  the  pa- 
tient. Some  people  developed  gastrointest- 
inal complaints  as  a result  of  anxiety,  and 
so  had  much  more  difficulty  tolerating  the 
irradiation  therapy.  Occasionally,  this  ef- 
fect was  so  severe  that  lesser  doses  of  radi- 
ation were  mandatory.  Some  of  these  pa- 
tients had  symptoms  of  bowel  hyperactiv- 
ity for  long  periods  after  the  therapy.  I 
am  convinced  this  was  often  a neurotic 
symptom  rather  than  a direct  effect  of  the 
irradiation  therapy. 

However,  some  people  did  develop  signifi- 
cant bowel  disease,  either  physiologic  or  ana- 
tomical, as  a direct  result  of  the  irradia- 
tion. The  most  common  precipitating 
cause  was  prior  abdominal  surgery.  Al- 
though this  paper  does  not  include  patients 
treated  with  radiation  after  primary  hyster- 
ectomy, it  should  be  stated  that  such  pa- 
tients had  a significantly  increased  bowel 
sensitivity  to  irradiation.  The  hypersensi- 
tivity was  probably  related  to  adhesions  and 
a modified  blood  supply  to  the  bowel.  To  a 
lesser  extent,  patients  who  have  had  ab- 
dominal surgery  anytime  in  the  past  usual- 
ly show  an  increased  bowel  sensitivity. 
Again  this  effect  was  probably  related  to 


adhesions  which  tend  to  fix  the  bowel  so 
that  peripheral  loops  received  high  doses  of 
radiation,  perhaps  more  than  the  tumor 
itself.  Severe  damage  may  result  which 
may  necessitate  segmental  resection. 

Three  patients  have  had  major  complica- 
tions of  the  therapy  and  all  of  them  required 
surgical  therapy.  One  is  alive  but  continues 
to  have  episodes  of  diarrhea;  she  is  appar- 
ently free  of  cancer.  Another  has  been  in 
the  hospital  several  times  with  obstruction 
and  finally  had  a segmental  resection  of  a 
damaged  small  bowel.  Another  had  a colos- 
tomy because  of  rectal  stenosis  thought  to 
be  caused  by  irradiation,  but  which  prob- 
ably represented  recurrent  tumor.  She  did 
not  tolerate  the  colostomy,  and  the  bowel 
was  re-attached. 

Another  complication  of  irradiation  that 
can  become  significant  is  a scarring  and 
formation  of  plaque-like  areas  in  the  fat  of 
the  body  wall  and  fibrosis  of  the  soft  tissues 
over  the  sacrum.  These  changes  are  caused 
by  external  beam  cobalt  therapy.  The 
plaques  may  be  uncomfortable,  but  do  not 
particularly  harm  the  patient  unless  an  at- 
tempt is  made  to  remove  them  surgically. 
The  plaques  apparently  represent  areas  with 
a diminished  blood  supply,  and  attempted 
removal  is  likely  to  leave  a defect  that  will 
not  readily  heal.  We  accept  these  changes 
as  a necessary  evil  in  control  of  the  disease, 
but  are  constantly  trying  to  find  ways  to 
minimize  them.  Whenever  the  radiation 
beam  goes  through  a scar  on  the  abdominal 
wall,  especially  a fresh  scar,  plaque  forma- 
tion is  almost  certain. 

Deaths  From  Cancer 

The  only  way  to  know  the  results  of  ther- 
apy and  the  only  way  to  improve  therapy  is 
by  complete  followup.  Failures  of  therapy 
can  then  be  analyzed  and,  as  years  pass,  mod- 
ifications can  be  made  which  may  correct 
previous  weaknesses.  Frequent  analyses 
have  been  made  of  the  patients  who  have 
been  treated  for  cancer  in  this  department 
and  our  program  of  therapy  has  been  modi- 
fied many  times. 

Another  complete  review  of  all  patients 
who  died  of  stage  I cancer  of  the  cervix  has 
been  made. 
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Eight  of  the  patients  died  of  distant  meta- 
stases  with  no  evidence  of  local  recurrence. 
It  seems  logical  to  assume  that  these  pa- 
tients had  distant  metastases  before  treat- 
ment. Only  two  patients  died  because  of 
local  recurrence  of  the  cancer.  Both  pa- 
tients had  “adequate”  radiation  therapy. 
One  of  them  had  a persistent  infection  of 
the  uterus  throughout  the  therapy  and 
after  the  therapy  was  complete.  The  other 
had  large  fibroid  tumors  of  the  uterus.  Re- 
view of  the  x-ray  films  taken  of  the  radium 
implants  of  the  patient  with  fibroid  tumors 
show  marked  distortion  of  the  intrauterine 
tandem.  It  is  likely  that  the  distortion  re- 
sulted in  an  inadequate  radium  dose  to  the 
uterus  and  so  cancer  persisted  after  the 
therapy.  One  patient  had  both  local  recur- 
rence and  distant  metastases.  She  was  treat- 
ed about  15  years  ago  with  what  would  now 
be  considered  inadequate  doses  of  external 
x-ray,  as  well  as  a very  modest  dose  of 
radium.  The  reason  for  this  conservative 
treatment  is  not  clear  from  the  chart,  but 
the  failure  is  probably  technical. 

One  patient  had  mycosis  fungoides  as  well 
as  cancer  of  the  cervix.  She  died  the  sec- 
ond year  after  therapy.  We  have  informa- 
tion that  several  months  before  her  death 
she  had  a hysterectomy,  but  no  residual 
cancer  was  found.  The  exact  cause  of  her 
death  is  not  known. 

Another  patient  died  in  the  third  year 
after  therapy.  She  had  an  extremely  nar- 
row vaginal  vault  and  had  only  a cervical 
stump  present  so  that  radium  therapy  by 
necessity  was  very  inadequate.  Although 
the  cause  of  death  is  not  known,  it  is  as- 
sumed to  be  from  the  cancer  of  the  cervix. 

Another  patient  died  of  upper  abdominal 
metastases  in  the  fourth  year.  She  was 
treated  28  years  ago  with  a low  dose  of  x-ray 
and  radium.  Even  with  the  low  dose  used, 
she  had  severe  symptoms  of  bladder  and  rec- 
tal distress.  An  operation  was  performed 
shortly  before  her  death,  and  revealed  ex- 
tensive upper  abdominal  cancer,  but  no 
mention  is  made  of  the  status  of  her  pelvis. 

Another  group  of  five  patients  who  died 
of  distant  metastases  had  external  irradia- 
tion which  ranged  from  very  conservative 


to  average,  and  all  had  conservative  radium 
therapy.  Two  of  these  patients  had  severe 
bowel  reactions  to  the  treatment,  which  ob- 
viously limited  the  dose.  Another  had  a 
narrow  vagina,  so  that  adequate  radium 
therapy  could  not  be  accomplished. 

One  patient  who  died  of  distant  meta- 
stases had  what  would  now  be  considered 
adequate  doses,  but  the  radium  was  poorly 
placed.  The  reason  for  this  is  not  clear 
from  the  chart,  but  it  is  probably  secondary 
to  anatomic  peculiarities. 

For  a number  of  years  now,  the  radium 
doses  have  been  higher  than  were  used  in 
a number  of  the  patients  who  died  of  per- 
sistent or  recurrent  cancer  of  the  cervix. 
We  hope  that  the  higher  doses  will  produce 
a greater  number  of  cures.  The  radium 
therapy  is  the  most  important  mode  of  the 
radiation  therapy.  High  doses  can  be  ad- 
ministered to  the  primary  cervical  cancer 
(doses  in  excess  of  10,000  rads)  and  the 
immediate  area.  Since  brachytherapy  re- 
sults in  a rapid  falloff  of  dose  with  distance, 
the  rectum  and  bladder  usually  receive  sig- 
nificantly lower  doses  than  the  cancer.  On 
the  other  hand,  the  external  therapy  is  non- 
selective,  giving  roughly  the  same  dose  to 
all  structures  in  the  same  plane  and  is  of 
necessity  significantly  less  in  total  quantity. 
The  function  of  the  external  therapy  is  to 
supplement  the  radium  doses  to  the  lateral 
portion  of  the  pelvis.  External  therapy  is 
not  a substitute  for  radium  therapy. 

Summary 

1.  Patients  with  Stage  I cancer  of  the 
cervix  may  die  from  one  of  four  causes : 

(a)  The  treatment 

(b)  Persistence  of  local  disease 

(c)  Distant  metastases 

(d)  Other  causes 

2.  No  patient  treated  by  radiation  for 
Stage  I cancer  of  the  cervix  in  this 
analysis  of  208  patients  died  as  a re- 
sult of  the  therapy. 

3.  Of  145  patients  who  have  been  treated 
five  or  more  years  ago,  12  died  within 
five  years  of  the  time  of  treatment  of 
cancer  of  the  cervix,  and  three  died  of 
cancer  of  the  cervix  after  five  years. 
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4.  Three  patients  had  major  complications 
of  therapy. 

5.  Most  treatment  failures  were  prob- 
ably because  of  inadequate  radiation 
dose. 


6.  Inadequate  radiation  dose  may  result 
from  anatomic  variations  of  the  genital 
tract  (small  vagina,  fibroid  tumor, 
prior  operations),  from  pelvic  infection, 
or  from  unusual  sensitivity  of  the  bowel 
to  irradiation. 
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Intestinal  Helminthic  Parasites  of  Primary 
School  Children  of  the  New  Territories 
And  Kowloon  District  of  Hong  Kong* 


Hong  KONG,  located  in  South- 
east Asia,  is  called  the  Pearl  of 
the  Orient.  All  of  East  Asia 
surrounding  this  island  is  considered  her 
oyster.  Hong  Kong  was  ceded  to  England 
as  a British  colony  in  1839.  Later  the 
colony  extended  to  Kowloon  and  New  Ter- 
ritories, a peninsula  of  mainland  China,  and 
more  than  230  small  islands  adjoining 
Kwangtung  Province.  At  present,  the 
British  colony  of  Hong  Kong  consists  of 
3 areas,  namely  Hong  Kong  Island  proper, 
together  with  a number  of  small  adjoining 
islands,  Kowloon  District,  and  New  Terri- 
tories. The  total  area  of  this  colony  is  396 
square  miles,  and  the  population  at  the  end 
of  1965  was  3,823,000,  of  whom  98%  are 
Chinese.  Half  of  the  urban  poulation  is  of 
Hong  Kong  birth,  but  most  of  the  Chinese 
families  originally  came  from  Kwangtung 
and  Fukien  provinces.  During  the  last  two 
decades,  the  influx  of  people  from  main- 
land China  has  been  great,  accounting  for 
a rapid  increase  of  population. 

During  the  past  years,  only  sporadic  sur- 
veys for  infections  by  intestinal  parasites 
have  been  conducted  in  Hong  Kong.  Most 
recently,  Hou  and  Pang^  (1964)  studied 
Clonorchis  sinensis  infection  in  man  in  Hong 
Kong,  and  made  some  investigation  on  the 
incidence  of  intestinal  parasitic  infections  by 
stool  examination  of  725  subjects  during  a 
three-year  period. 

The  present  study  was  conducted  from 
March  to  November,  1965,  in  six  elementary 
schools  including  Kindergartens  and  Pri- 
mary Schools  in  three  districts:  namely, 
Tai  Po,  Shatin,  and  Kowloon.  There  are 
three  schools  at  Tai  Po  District  of  the  New 
Territories  (two  at  Tai  Po  Market  and  one 
at  Tai  Hung  Village  about  two  miles  from 
Tai  Po  Market) ; two  (Lutheran  and  Cath- 
olic Primary  Schools)  in  Shatin  District; 
and  one  (Lutheran  Primary  School)  in  Kow- 
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loon  District,  an  industrial  area  as  distinct 
from  the  rural  areas  represented  by  Tai  Po 
and  Shatin  Districts. 

A total  of  1896  children,  ranging  in  ages 
from  4 to  16,  were  examined.  The  greatest 
difficulty  during  investigation  was  to  obtain 
cooperation  from  the  teachers  as  well  as 
from  the  children  and  the  parents  of  young 
children.  One  had  to  spend  a great  deal 
of  time  in  negotiations  and  in  convincing 
school  teachers  and  students  of  the  im- 
portance and  purpose  of  this  survey  study. 

Material  and  Methods 

One  fecal  specimen  was  obtained  from 
each  child,  and  fresh  stool  examination  was 
done  by  direct  smear  in  normal  saline  on  one 
or  two  slides  and  studied  under  the  micro- 
scope in  search  for  eggs  and  larvae.  Perti- 
nent data  such  as  name,  age,  sex,  address, 
names  and  profession  of  the  parents  were 
recorded  on  the  printed  infonnation  blanks 
which  were  distributed  with  the  specimen 
containers  and  returned  with  them.  After 
examination  of  the  fresh  fecal  specimens,  re- 
sults were  recorded  on  the  information 
sheets.  Infected  children  were  later  asked 
to  come  for  blood  smears,  to  determine  the 
percentage  of  eosinophilia. 

Results  (Table  1) 

Tai  Po  District:  A total  of  719  stools 

were  examined,  and  428  (59.52%)  were 
found  to  have  helminthic  infections  Ascaris 
lumbricoides  shows  the  highest  prevalence; 
the  next  highest  is  Trichuris  trichiura;  and 

•Present  study  was  conducted  on  Chung  Chi  College  campus 
of  the  Chinese  University  of  Hong  Kong.  The  author,  a 
visiting  professor  of  biology  at  the  college.  1964-1966.  wishes 
to  thank  her  colleagues  and  students  who  aided  in  the  study. 
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the  third  highest  is  the  combined  infection 
of  ascariasis  and  trichuriasis.  The  incidence 
of  pinworm  (Enterobitis  vermicularis)  does 
not  represent  the  entire  picture  of  this  par- 
ticular infection,  since  the  special  technique 
for  detecting  pinworm  infection  was  not 
used. 

In  Tai  Hung  Primary  School  and  Tai  Po 
Memorial  Elementary  School,  the  infection 
rate  for  helminthic  infections  is  about  63%, 
and  in  both  schools  ascariasis  is  most  com- 
mon followed  by  trichuriasis  and  combina- 
tion of  ascariasis  and  trichuriasis.  In  Tai 
Po  Kindergarten  46.6%  of  the  children  were 
infected,  ascariasis  and  trichuriasis  (not  the 
combination)  being  the  two  most  common 
infections. 

Shatin  District:  The  incidence  of  the 

intestinal  helminth  parasites  is  about  44%, 
the  infection  of  ascariasis  is  again  the  high- 
est, followed  by  trichuriasis  and  the  com- 
bined infection  of  ascariasis  and  trichuri- 
asis. 

Kowloon  District,  Hung  Horn  area:  324 

children  of  the  Lutheran  Primary  School 
were  examined.  Only  80  (24.69%)  of  them 
had  helminth  infection.  The  incidence  of 
infection  in  the  Kowloon  District,  which  rep- 


resents an  industrial  area,  is  much  lower  1 
than  the  incidence  in  the  Tai  Po  and  Shatin  j 
Districts,  the  rural  area. 

No  significant  correlation  of  infection 
with  sex  was  noted,  which  agrees  with  the 
findings  of  Most  et  aP  (1963),  and  Bergnert 
(1964).  However,  the  data  indicates  some 
correlation  with  age,  especially  in  the  inci- 
dence of  ascariasis,  as  shown  in  Figures  1-4. 
Ascariasis  is  highest  in  the  age  groups  9-13, 
with  peak  age  of  infection  being  9-10  for 
the  female,  and  13-14  for  the  male  (Figures 
1-4).  The  data  indicate  no  correlation  be- 
tween trichuriasis  with  either  age  or  sex. 

Both  ascariasis  and  trichuriasis  are  gener- 
ally common  infections  among  children, 
though  they  also  occur  in  older  people,  even 
up  to  75  years  of  age  as  shown  by  findings 
of  Canepa’s  (1965)  study^  in  an  old  people’s 
home. 

The  incidence  of  other  helminthic  para- 
sites is  much  less.  Only  13  cases  of  hook- 
worm infection  were  found  in  the  present 
study,  12  in  Hung  Horn  area  of  Kowloon 
District,  and  one  in  Tai  Po  District.  There 
were  six  cases  of  infection  of  Fasciolopsis 
buski,  five  in  Shatin  District,  and  one  in 
Kowloon  District.  Infections  with  Clonor- 
chis  sinensis  were  very  few;  only  two  cases 


Figure  1.  Rate  of  Ascariasis  with  regard  to  age  and 
sex  in  Taipo,  Shatin  and  Kowloon  Districts 
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in  Tai  Po,  one  in  Shatin,  and  two  in  Kow- 
loon. The  infection  of  other  species  such 
as  Taenia,  Schistosoma  japonicum,  Hymeno- 
lepsis  nana,  Diphyllohothnum  latum,  and 
Paragonimus  tvestermanni  were  even  fewer ; 
only  one  case  of  each  was  found,  and  all  were 
confined  to  the  Kowloon  District. 

The  data  have  shown  some  correlation 
with  the  profession  of  the  parents  (Table 
II).  The  incidence  of  infections  is  much 
higher  in  children  from  the  groups  of  farm- 
ers, industrial  workers,  and  technicians. 
Helminthic  parasites  were  found  in  99  of 
136  farmers’  children  examined;  384  of  780 
children  of  industrial  workers  or  laborers 
examined;  172  of  401  children  of  mer- 
chants examined;  and  51  of  113  children  of 
technicians  examined.  There  were  so  few 
children  of  the  professional  classes  examined 
that  the  percentage  of  positive  cases  did  not 
give  a true  picture  of  the  incidences. 

There  were  257  cases  of  eosinophilia 
among  580  positive  helminthic  cases  ex- 
amined, indicating  that  more  than  half  of 
the  positive  cases  had  normal  eosinophil 
count.  The  degree  of  eosinophilia  varied 


from  4%  to  13.5%  in  those  having  ascari- 
asis  regardless  of  the  degree  of  infection. 
There  are  no  distinct  differences  in  eosino- 
philia with  regard  to  age  or  sex. 

Discussion 

From  this  study,  it  is  evident  that  a 
higher  rate  of  infection  occurs  in  rural 
areas  (New  Territories,  51.14%;  Kowloon, 
24.69%).  Factors  contributing  to  this  dif- 
ference are  economic,  environmental,  and 
sociological.  The  economic  level  in  the  rural 
area  is  generally  low  and  living  facilities 
are  crude.  In  those  rural  areas  where  hu- 
man night  soil  is  still  used  for  gardening 
and  cultivation  of  crops,  children  are  more 
exposed  to  infection,  since  many  of  the  in- 
testinal helminthic  infections  are  transmit- 
ted by  eggs  ingested  with  contaminated  food 
and  water.  Furthermore,  in  the  rural  areas 
irrigation-water  supply  and  soil  composition, 
together  with  the  seasonal  temperature  in 
Hong  Kong,  provide  a favorable  environ- 
mental condition  for  transmission  of  infec- 
tion. Bergner  (1964)  in  his  study  in  an 
aborigine  village  in  Southeast  Taiwan ; 
Huang,  Chiu,  and  Kao®  (1957)  in  their 


Figure  2.  Rate  of  Ascariasis  with  regard  to 
age  and  sex  in  Tai  Po  District. 
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study  of  intestinal  parasites  among  elemen- 
tary school  children,  and  Kuntz®  et  al  (1961) 
in  their  study  of  people  of  Taiwan  also 
showed  that  environmental  factors  play  an 
important  role  in  transmission  of  hook- 
worm and  associated  helminthic  infection. 

Lupascu'^  and  others  (1961  in  their  study 
concerning  the  spread  of  helminthiasis  in 
irrigated  plantations,  showed  that  the  water 
in  the  irrigation  ditches  contained  30  to  80 
helminthic  eggs  per  liter;  garden  soil  was 
polluted  in  a range  from  20  to  70  helminthic 
eggs  per  kilogram ; and  the  vegetables  in  the 
area  studied  were  contaminated  by  helmin- 
thic eggs  of  5 to  15  eggs  per  kilogram  veget- 
ables. Many  of  these  eggs  were  in  the  in- 
fective stages,  and  Ascaris  and  Taenia  eggs 
were  among  the  more  prevalent  species. 
Faust  and  co-workers®  (1965),  making 
observations  on  human  helminthiasis  ac- 
quired from  soil  in  Colombia,  concluded : 
“There  are  relatively  few  helminth  species 
present  which  are  contracted  from  contact 
with  the  soil,  viz.  Ascaris  lumbricoides,  Tri- 
churis  tidchiura,  hookivorm  (probably  most- 
ly Necator  americanus),  Strongyloides  ster- 
coralis,  and  Hymenolepis  nana  ” Generally 
these  helminthic  eggs  are  very  resistant  to 
temperature,  chemicals,  and  desiccation,  thus 
their  high  degree  of  infectivity.  Antonova® 
(1959),  in  his  study  of  the  survival  of  as- 
carid  eggs,  found  the  survival  periods  of 


ascarid  eggs  in  the  pits  of  stored  vegetables 
during  the  fall-winter  seasons  to  be  as  fol- 
lows; after  24  days  in  the  pits,  80%  of  the 
larvae  hatched;  and  after  80  days,  58% 
emerged  from  eggs  spontaneously. 

Another  factor  contributing  to  the  sever- 
ity of  infection  is  the  nutrition  or  diet  of  the 
host.  Noble  and  Noble^®  (1964)  state:  “In 
the  numerous  studies  that  have  been  made 
on  the  effect  of  the  host’s  diet  on  the  well- 
being of  the  parasites  there  exist  many  dif- 
ferent opinions,  but  one  might  conclude 
that  a deficiency  in  the  host  diet  has  the 
effect  of  rendering  the  host  more  vulner- 
able to  parasitic  infection.”  Most  of  those 
children  in  the  New  Territories,  especially 
in  Tai  Po  District,  certainly  have  deficiency 
in  nutrition.  Furthermore,  the  type  of  diet 
has  an  effect  on  the  parasites.  Noble  and 
Noble  (1964)  noted  that  “diet  consisting 
largely  of  milk  or  milk  sugar  has  an  ad- 
verse effect  on  intestinal  helminths  and 
protozoan  fauna.”  Similar  findings  were 
reported  by  Dewitt  and  Weinstein”  (1964) 
who  found  that  mice  feeding  on  a complete 
purified  low-residue  diet  of  powdered  skim 
milk  resulted  in  loss  of  helminth  infection. 
They  also  found  that  the  size  of  worms  and 
the  rate  of  egg-deposition  by  the  female 
worms  were  considerably  reduced.  The 
diet  for  the  general  population  in  the  New 
Territories  is  far  from  being  purified;  it 


Figure  3.  Rate  of  Ascariasis  with  regard  to  age  and 
sex  in  Shatin  District. 
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is  mostly  a high-residue  diet,  consisting  of 
rice,  vegetables,  and  some  meat.  Thus  their 
diet  alone  does  not  help  them  eliminate  their 
helminth  infection. 

The  population  in  Hung  Horn  area  of 
Kowloon  District  consists  of  different  socio- 
logical classes  of  people.  First,  there  were 
no  farmers’  children  represented  in  the 
Lutheran  Primary  School  where  a part  of 
the  present  study  was  made.  Secondly,  the 
industrial  workers  represented  are  mostly 
factory  workers  instead  of  construction 
workers  as  in  the  New  Territories.  Conse- 
quently, environmental  conditions  and  liv- 
ing quarters  are  much  better,  and  children 
are  less  exposed  to  helminthic  infection. 
Though  the  infections  among  these  children 
are  fewer,  more  species  of  helminthic  para- 
sites are  represented  (Table  I).  This  is 
probably  due  to  the  fact  that  some  of  the 
population  in  this  area  were  refugees  from 
mainland  China  where  environmental  con- 
ditions were  different. 

Hou  and  Pang^  (1964)  found  that  Clonor- 
chis  sinensis  is  one  of  the  most  prevalent 
parasitic  infections  among  the  adults  in 
Hong  Kong.  Furthermore,  the  reason  for 
such  high  incidence  of  clonorchiasis  is  due 


to  the  fact  that  most  of  the  adults  enjoy 
eating  fish  barely  cooked  or  practically  raw. 
Numerous  species  of  fresh- water  fish,  most- 
ly of  the  Carp  Family  (Cyprinidae),  serve 
as  the  second  intermediate  host  for  Clonor- 
chis  sinensis.  It  is  probable  that  many 
people  harbor  these  parasites  with  subclin- 
ical  infection  as  indicated  by  Wray^^  (1965). 
In  spite  of  this  high  rate  of  incidence  of 
clonorchiasis  in  Hong  Kong,  only  five  cases 
have  been  found  in  the  present  study.  How- 
ever, most  children  simply  do  not  like  raw 
fish,  and  therefore,  are  less  exposed  to  the 
infection. 

In  the  present  study  the  incidence  of  as- 
cariasis  shows  correlation  with  age,  having 
the  peak  within  the  age  group  of  9 to  13  (9 
for  females,  13  for  males.  Figures  1-4). 
Most  and  co-workers  (1963)  in  their  study 
of  pinworm  infection  of  915  Puerto  Rican 
and  315  non-Puerto  Rican  children  in  New 
York  City  also  showed  ascariasis  with  the 
peak  infection  in  the  9-year  old  group.  This 
may  suggest  that  since  children  are  more 
active  in  this  age  group,  they  may  be  more 
exposed  to  various  infections. 

Intestinal  parasites  generally  do  not  in- 
duce demonstrable  antibody  formation ; how- 


Figure  4.  Rate  of  Ascariasis  with  regard  to 
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ever,  there  is  reaction  by  the  host,  namely 
eosinophilia.  In  the  present  study,  257  of 
580  cases  (44.3%)  showed  eosinophilia, 
while  the  remainder  had  normal  blood  count. 
Several  factors  should  be  considered,  includ- 
ing duration  of  infection,  recurrence  of  in- 
fection, and  the  physiological  condition  of 
the  host.  Since  intestinal  parasites  are 
prevalent  in  the  districts  studied,  infec- 
tions encountered  in  most  children  are  not 
the  first  occurrence.  Eosinophilia  gener- 
ally occurs  as  a reaction  to  the  infection  by 
the  host  during  the  early  stage  of  infection. 

Woodruff  (1965)  wrote  a very  useful 
review  article  dealing  with  the  pathogenicity 
of  intestinal  helminthic  infections.  Among 
the  aspects  he  considered  are : effects  of 
larval  migration,  both  normal  and  abnormal 
anemia,  intestinal  malfunction,  allergenic 
and  other  effects  in  the  host.  Helminthic 
infections  often  give  rise  to  complications 
which  become  serious  and  may  endanger  the 
life  of  the  host.  Tesh^^  (1963)  reported  that 
in  24  of  42  cases  of  gall  stones,  the  stones 
were  of  parasitic  origin.  Evidence  of  As- 
caris  lumbricoides  was  present  in  17  cases 
and  evidence  of  Clonorchis  sinensis  was  pres- 
ent in  8 cases.  Houi^  (1965)  reported: 
“The  characteristic  pathological  changes  in 
Clonorchis  sinensis  infection  in  the  cat 
(Felis  catus)  is  the  diffuse  adenomatous 
tissue  formation  of  the  second  order  bile 
ducts  which  is,  in  every  way,  identical  with 
the  pathology  of  human  clonorchiasis.”  In 
his  study  three  cases  of  carcinoma  had  arisen 
from  adenomatous  tissue. 

Ascariasis  is  by  no  means  less  serious  in 
its  pathological  complications.  Khaleque 
and  Alam^®  (1963)  reported  hepatic  granu- 
loma caused  by  ascarid  eggs.  Often  hel- 
minth eggs  get  trapped  in  an  unusual  site 
and  may  cause  some  serious  complications. 
Crane,  Young,  and  Hyun^'^  (1965)  report- 
ed several  cases  of  surgical  complications 
due  to  massive  infection  with  Aseans  lum- 
bricoides. One  of  them  was  a fatal  case  of  a 
9-year  old  Korean  girl  who  had  gangrene 
of  the  small  intestine  due  to  the  packing 
of  the  intestinal  tract  with  1063  ascarid 
worms.  Another  case  was  a pregnant 
woman  who  had  30  ascarid  worms  removed 
from  her  hepatic  duct.  Chang  and  Han^® 


(1965)  reported  of  788  cases  of  biliary  as- 
cariasis which  they  studied  in  Peking  Chil- 
dren’s Hospital  from  1959  to  1964.  Of  those 
serious  pathological  cases,  2.3%  needed  sur- 
gery, and  the  total  mortality  rate  was  0.25%. 

The  author  of  the  present  study,  during 
her  former  teaching  career  in  China,  en- 
countered several  cases  of  similar  surgical 
complications  caused  by  the  massive  infec- 
tion of  ascarid  worms  packing  in  the  small 
intestine.  One  of  them  was  an  almost  fatal 
case,  requiring  removal  of  part  of  the  in- 
testine. Tai  and  Chu^®  (1963)  and  Heredia- 
Duart^o  and  co-workers  (1964)  reported 
cases  of  intestinal  perforation  caused  by 
ascariasis. 

In  the  current  study,  single-stool  examin- 
ations revealed  such  a high  rate  of  incidence 
of  helminthic  infection,  especially  in  the 
New  Territories  District,  that  it  is  certain 
that  if  other  techniques  such  as  egg  concen- 
tration had  been  used,  the  rates  of  incidence 
would  have  been  much  higher.  Helminthi- 
asis in  Hong  Kong  is  an  important  problem 
of  public  health  as  well  as  a social  problem 
which  seriously  demands  our  attention. 
Efforts  need  to  be  made  to  control  and  to 
reduce  these  helminthic  infections. 

Summary 

1.  A study  of  1896  elementary  school  chil- 
dren in  3 districts  of  Hong  Kong  (Tai 
Po,  Shatin,  and  Kowloon)  was  conduct- 
ed during  1965  with  a single  direct  stool 
examination  for  each  child. 

2.  The  results  of  this  study  are  as  follows: 

a.  The  rates  of  the  intestinal  helmin- 
thic infection  are:  Tai  Po  59-f-%  ; 
Shatin  44-f  %,  and  Kowloon  24-f-%. 

b.  Among  the  various  infections,  as- 
cariasis was  the  most  prevalent, 
next  was  trichuriasis. 

c.  Ascariasis  shows  a correlation  with 
age,  having  peaks  of  infection  at  9 
for  females,  and  13  for  males. 

d.  Trichuriasis  shows  no  correlation 
with  age  or  sex. 

e.  The  incidence  in  Kowloon  District 
showed  more  variety  of  helminth 
species  than  that  in  New  Territories. 
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f.  The  data  also  showed  some  correla- 
tion with  the  professions  of  the  par- 
ents, with  the  highest  incidence 
among  farmers’  children,  next 
among  the  children  of  the  industrial 
workers  or  laborers  and  then  the 
technicians’  children. 

g.  Eosinophilia  occurred  in  less  than 
half  (44.3%)  of  the  positive  cases, 
and  there  appeared  to  be  no  differ- 
ence with  regard  to  age  or  sex. 
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Shortage  of  Physicians 


PRESIDENT’S  PAGE 

There  have  been  many  questions  asked 
about  the  shortage  of  physicians  in  Ne- 
braska. In  the  rural  areas,  this  has  become 
critical.  It  may  come  as  a surprise,  how- 
ever, that  this  shortage  is  just  as  acute 
in  the  cities.  Why? 

There  is  no  simple  answer  to  this.  Ne- 
braska with  its  two  Class  A medical  schools, 
Creighton  and  the  University  of  Nebraska, 
graduates  more  physicians  in  proportion  to 
the  state  than  any  other  state  in  the  Union. 
Why  then  do  we  find  ourselves  well  below 
the  national  level  in  physician  population? 

There  are  1,670  medical  doctors  in  Ne- 
braska. Of  these,  1,254  are  in  direct  pa- 
tient care;  225  are  interns,  residents  and 
full  time  hospital  staff;  117  are  on  medical 
school  faculties  or  in  administration  or  re- 
search; 74  are  inactive. 

Of  these  physicians,  589  are  in  general 
practice  — almost  40  percent  of  those  in 
training  or  giving  patient  care  as  opposed 
to  the  national  average  of  26  percent.*  This 
looks  good,  but  unfortunately,  the  total  pool 
of  physicians  in  Nebraska  is  far  below 
the  national  average.  This  more  than  off- 
sets the  high  percentage  of  family  physicians 
found  here. 

The  question  then  is  not,  why  are  the 
medical  schools  not  graduating  family  doc- 
tors, but  why  are  our  graduating  physicians 
in  all  categories  not  staying  in  Nebraska? 

While  Nebraska  graduates  more  physi- 
cians, there  are  far  too  few  internships  and 
residencies  in  the  state.  It  has  been  re- 
searched that  in  every  state  in  which  this  is 
true,  there  is  a proportional  drop  in  the 
number  of  graduates  who  return  to  the  state 
where  they  received  their  education. 

The  two  medical  schools  have  already  re- 
sponded to  this  by  increasing  their  student 
bodies  by  about  20  percent.  In  addition,  they 
are  developing  a marked  increase  in  the  num- 
ber of  internships  and  residencies  in  Ne- 
braska. 

♦Health  Man  Power  in  Nebraska  — University  of  Nebraska 
Medical  Center. 


Many  of  the  young  physicians  who,  on 
graduation  from  Creighton  and  Nebraska, 
intend  to  return  to  this  state,  have  their 
minds  changed  by  their  opportunities  to 
establish  a practice  near  the  site  of  their 
postgraduate  training.  Many  others  maiTy 
while  taking  their  postgraduate  training, 
and  their  wives  rebel  against  moving  to  a 
rural  state. 

The  medical  schools  have  been  criticized 
because  their  full  time  faculty  is  said  to 
dissuade  students  from  becoming  family 
physicians.  I have  been  on  the  faculty  of 
Creighton  University  since  1934,  and  I have 
yet  to  hear  this  deliberately  done. 

It  is  a fact,  however,  that  the  dynamic 
leadership  of  some  of  the  full-time  faculty 
does  inspire  some  of  the  medical  students 
to  follow  in  their  footsteps.  This,  I believe, 
is  not  overt  on  the  part  of  the  educators,  but 
it  does  serve  to  cause  an  increasing  percent- 
age of  students  to  think  in  terms  of  special- 
ties, research,  and  full  time  teaching. 

To  counter  act  this,  the  University  of  Ne- 
braska has  established  a Division  of  Family 
Practice  and  a preceptorship  program,  in 
which  the  medical  student  can  be  exposed  to 
equally  dynamic,  family  practice  oriented 
physicians.  Creighton  has  started  a similar 
program.  The  fact  that  many  Creighton 
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students  come  from  other  states  does  make 
the  problem  more  difficult,  but  these  diffi- 
culties are  being  overcome. 

The  surging  population  and  the  sudden 
30  percent  expansion  of  the  patient  load  by 
the  introduction  of  Medicare  and  Medicaid 
have  further  diluted  the  doctor-patient  ratio. 
Increasing  medical  knowledge  makes  it 
necessary  for  a growing  percentage  of 
physicians  to  go  in  specialized  training. 

This  same  aggrandizement  of  knowledge 
causes  the  student’s  time  to  be  reduced  in 
all  of  the  traditional  subjects.  If  he  is  to 
cover  the  new  material  and  not  lengthen  the 


number  of  years  in  medical  schools,  time 
must  be  taken  from  older  programs. 

The  medical  schools  must  have  more  and 
more  full-time  teachers.  The  new  highly 
technical  skills  require  full-time  teachers. 
The  need  for  medical  research  calls  for  more. 

The  change  of  the  complexion  of  medical 
faculty  has  produced  situations  which  are 
not  perfect.  The  schools  are  aware  of  this, 
and  dialogue  is  underway  to  develop  the  best 
ways  possible  to  produce  doctors  to  take  care 
of  people.  Have  patience,  they  are  trying 
and  so  are  we. 

— J.  Whitney  Kelley,  M.D. 


580 


Nebraska  S.  M.  J. 


Prevention  of  Diabetic  Retinopathy 


Diabetic  retinopathy  was  first 
described  in  1856  by  Yaeger 
and,  in  1890,  Kirschberg  gave 
a systematic  description  of  the  retinal 
changes  in  diabetes.  However,  it  was  not 
until  almost  20  years  later  that  controversy 
died  down  and  the  characteristic  changes  of 
diabetic  retinopathy  as  distinguished  from 
those  of  arteriosclerosis,  hypertension  and 
renal  disease  were  universally  accepted. 

Tw'o  other  monumental  events  occurred 
which  in  effect  have  intensified  the  fre- 
quency of  blindness  from  diabetes.  The 
first  was  the  discovery  of  insulin  in  1922 
which  allowed  the  previously  doomed  child 
or  young  adult  with  ketogenic  diabetes  to 
survive  several  decades  beyond  the  four  or 
five  years  of  life  expectancy  which  had 
been  his  previous  fate.  The  second  was  the 
ability  to  control  infection  with  effective 
antibiotics  which  has  allowed  survival  from 
gangrene  and  other  severe  infectious  prob- 
lems which  had  previously  been  fatal  to  both 
youthful  and  mature  diabetics.  Thus,  from 
the  1940's  onward,  increasing  numbers  of 
diabetics  have  survived  with  15  or  more 
years  of  their  disease  and  have  reached  a 
duration  where  retinopathy  becomes  an  ever- 
increasing  hazard  to  sight.  At  the  present 
time,  although  accurate  data  are  difficult 
to  find,  diabetic  retinopathy  is  probably  the 
second  most  frequent  cause  of  newly  ac- 
quired blindness  in  the  United  States.  One 
may  safely  predict  that  the  incidence  of  new 
blindness  from  glaucoma,  the  present  leader 
in  blinding  disease,  will  decrease  with  the 
influence  of  earlier  detection  and  even  more 
effective  therapies.  With  increasing  num- 
bers of  diabetics  reaching  the  critical  15 
years  of  duration  of  disease,  the  incidence 
of  blindness  from  diabetes  will  undoubtedly 
increase.  I have  little  hesitation  in  stating 
that  diabetic  retinopathy  will  be  the  single 
most  sight-destroying  disease  in  the  coming 
decade. 

Unfortunately,  I cannot  substantiate  the 
title  assigned  for  this  presentation.  At  the 
present  time,  diabetic  retinopathy  cannot  be 
prevented.  All  agree  that  its  frequency  is 
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duration  related  so  that  by  20  years  of 
diabetes  at  least  50%  of  the  population  at 
risk  are  objectively  affected;  by  30  years 
of  diabetes  better  than  95%  of  the  patients 
show  easily  detectable  lesions  in  the  fundi. 
Nevertheless,  over  the  last  10  years,  there 
has  been  a striking  acceleration  of  interest 
in  the  subject  and  I shall  be  able  to  report 
that  these  efforts  have  resulted  in  the  de- 
velopment of  treatments  which,  although 
presently  empiric,  appear  to  provide  definite 
advantage  as  to  prognosis  for  retention  of 
useful  vision  in  a portion  of  the  diabetics 
with  existing  retinopathy.  Another  dividend 
of  these  activities  has  been  the  uncovering 
of  clues  as  to  the  pathogenesis  of  the  retino- 
pathic  process  and  the  augmentation  of  a 
sound  basis  for  the  hope  that  in  the  not  too 
distant  future,  truly  preventive  measures 
will  be  discovered  from  the  research  which 
has  been  stimulated  and  initiated. 

There  was  great  enthusiasm  in  the  past 
for  rigidity  of  regulation  of  the  distorted 
carbohydrate  metabolism  as  a measure  to 
retard  or  prevent  retinopathy  and  the  matter 
has  been  in  great  dispute  in  regard  to  effec- 
tiveness. A recent  retrospective  study  of 
Caird  analyzing  the  relationship  of  the  con- 
trol of  diabetes  and  retinopathy  indicates 
that  a beneficial  influence  can  be  detected 
only  when  the  better  regulation  has  been 
imposed  during  the  first  few  years  of  dia- 
betes; thereaftei,  and  certainly  after  frank 
retinopathy  is  present,  control  had  no  bene- 
ficial effect  at  all. 

In  October  of  this  year,  a symposium  on 
the  treatment  of  diabetic  retinopathy  was 
sponsored  by  the  National  Center  for  Chronic 
Disease  Control  and  an  exposition  of  the  ex- 
periences of  many  centers  with  hypophy- 
sectomy  and  photocoagulation  was  carried 
out.  Moreover,  a monumental  step  toward 
progress  in  studying  this  disorder  was  taken. 

*Professor  of  Medicine ; Director,  Division  of  Endocrinolo^’ 
and  Metabolic  Diseases,  Jeffei*son  Medical  College  of  Phila- 
delphia. 
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In  order  to  standardize  definitions  of  the 
manifestations  of  a highly  variable  process 
where  prognosis  is  also  highly  variable,  de- 
pending on  the  type  of  lesions  present,  a 
panel  of  distinguished  ophthalmologists,  all 
intensely  involved  and  active  in  the  field  of 
clinical  retinopathy,  agreed  upon  a simple 
yet  comprehensive  set  of  classifications  of 
the  elements  of  diabetic  retinopathy  based  on 
fundus  photography.  A set  of  reference 
photographs  demonstrating  each  of  the  types 
of  lesions  and  its  gradations  will  be  circu- 
lated and  available  throughout  the  United 
States  and  the  world.  Hereafter,  the  present 
problems  of  comparison  of  results  of  treat- 
ments and  description  will  be  minimized  and 
a uniform  grading  system  will  be  available 
to  all  working  in  the  field. 

Another  advance  in  the  study  of  retino- 
pathy which  has  been  brought  to  a high 
state  of  development  as  evidenced  by  the 
presentations  at  the  symposium  is  the  pro- 
cess of  fluorescein  retinography.  Not  only 
does  this  elegant  technique  allow  differen- 
tiation and  recognition  of  the  lesions  as  it 
illuminates  the  retinal  circulation,  but  it 
also  gives  both  qualitative  and  quantitative 
information  concerning  retinal  hemodynam- 
ics and  vascular  permeability.  It  is  clear 
that  not  only  has  a valuable  new  tool  for 
the  study  of  the  fundamental  processes  of 
retinopathy  been  added  to  our  armamentari- 
um, but  also  that  any  comprehensive  exam- 
ination of  a diabetic  fundus  must  be  carried 
out  by  this  methodology  in  considering  the 
type  of  treatment  to  be  employed  and  to  ob- 
jectivate  its  effectiveness. 

The  role  of  medications  in  the  treatment 
of  retinopathy  has  yet  to  be  substantiated 
by  objective  studies.  However,  there  is  no 
doubt  that  very  low  fat  diets  as  described 
by  Van  Eck  are  influential  in  speeding  the 
resolution  of  hard  exudates.  Unfortunately, 
no  definite  influence  on  the  sight-destroying 
hemorrhagic  component  of  the  process  has 
been  demonstrated.  Trials  are  underway 
with  chlorphenoxyisobutyrate,  a newly  de- 
veloped, very  promising  anticholesterol 
compound,  but  as  yet  no  definitive  reports 
have  appeared.  One  might  hazard  a pre- 
diction that,  if  effective,  this  agent  will 
exert  its  primary  influence  on  hard  exudates. 
Some  observers  are  strong  advocates  of  ana- 


bolic steroids  but,  so  far,  their  claims  have 
not  been  widely  accepted.  Objective  studies 
have  refuted  claims  of  benefit  from  vitamins 
and  Bi2  in  particular.  The  advocates  of  thy- 
roxine, estrogens,  nicotinic  acid,  salicylates, 
citrus-bioflavinoids,  vasodilators  and  other 
hormones  and  drugs  have  not  as  yet  present- 
ed sufficient  studies  of  an  objective  nature 
to  allow  critical  evaluation  of  their  claims. 
Those  patients  with  significant  hypertension 
on  the  basis  of  their  diabetic  nephropathy, 
and  in  whom  an  element  of  hypertensive 
retinopathy  can  be  recognized,  appear  to 
benefit  with  the  administration  of  an  effec- 
tive anti-hypertensive  drug  program.  Be- 
cause of  the  observation  that  the  coincidence 
of  glaucoma  in  an  eye  with  retinopathy  ap- 
pears to  retard  or  attenuate  the  progression 
of  the  proliferative  and  hemorrhagic  pro- 
cesses, some  are  attempting  through  the  lo- 
cal instillation  of  steroids  to  induce  increases 
of  intraocular  pressure  in  normotensive  or 
hypotensive  eyes.  The  efficacy  of  this 
maneuver  remains  to  be  proved. 

Another  area  of  advance  has  been  in  the 
application  of  photocoagulation.  Powerful, 
highly  collimated  and  focused  beams  of 
mixed  wave  length  light  generated  from  a 
xenon  source  and  more  recently  monochro- 
matic beams  from  lasers  of  various  wave 
lengths  have  been  employed  to  obliterate 
neovascular  fonnations  and  tufts  of  vascu- 
larized proliferative  tissue.  Since  a scotoma 
is  produced  due  to  the  local  destruction  of 
the  underlying  retina,  the  method  has  cer- 
tain inherent  limitations.  Obviously,  le- 
sions at  the  macula  or  close  to  the  disc  can- 
not be  attacked,  nor  is  it  safe  to  pass  the 
beam  through  a vitreous  body  turbid  with 
diffused  blood  since  sufficient  energy  ab- 
sorption and  resultant  vitreous  cavitation  is 
likely  to  occur.  These  considerations  make 
the  optimal  utilization  of  this  treatment  in 
relatively  early  cases  or  in  those  where  a 
specific  lesion  at  the  periphery  can  be  iden- 
tified as  the  probable  source  of  recurrent  vi- 
treous hemorrhages. 

Meyer  - Schwickerath,  Wetzig,  Okun  and 
McMeel  have  been  leaders  in  development  of 
this  modality  of  treatment.  As  a represent- 
ative experience,  the  report  of  Okun  and 
Johnson  can  be  cited.  They  treated  one  eye 
with  repeated  applications  of  photocoagula- 
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tion  and  left  its  fellow  eye  untreated  as  a 
control.  In  all,  359  eyes  were  treated  in 
283  patients  and  the  results  were  observed 
over  a period  of  up  to  29  months.  Of  the 
untreated  eyes,  only  20%  had  vision  equiva- 
lent to  or  better  than  it  had  been  at  the  time 
the  other  eye  was  photocoagulated.  The 
treated  eyes  retained  vision  as  good  as  or 
better  than  it  had  been  in  40%  of  the  cases. 
That  is,  the  prognosis  for  retention  of  use- 
ful vision  appeared  to  have  been  doubled  in 
the  treated  eyes. 

It  had  been  noted  by  fundoscopic  observa- 
tion and  fluorescein  studies  of  retinal  dy- 
namics that  achievement  of  arrest  of  progres- 
sive hemorrhagic  activity  following  exten- 
sive photocoagulation  was  associated  with 
evidence  of  decreased  but  more  efficient 
vascularity  and  circulation  in  the  retina.  A 
similar  alteration  has  been  documented  fol- 
lowing successful  arrests  of  retinopathy  by 
means  of  induced  hypopituitarism.  These 
considerations  have  led  to  trials  of  system- 
atic circumferential  photocoagulation  of  the 
periphery  of  the  posterior  pole  in  cases 
where  the  retinopathy  was  still  in  the  intra- 
retinal  phase.  The  rationale  has  been  that 
by  decreasing  vascularity  through  partial 
obliteration  of  supply  of  the  macular  region, 
retardation  of  advance  of  the  retinopathy 
to  a sight-threatening  stage  or  a regression 
to  an  inactive  stage  might  be  achieved.  It 
must  be  admitted  that  placement  of  such 
circumferential  bands  of  coagulative  lesions 
sacrifices  a corresponding  band  of  circum- 
ferential visual  field. 

Employing  a pulsed  beam  of  controlled  en- 
ergy from  a ruby  laser,  Aiello,  Beatham, 
Bradley  and  colleagues  initiated  a pilot  study 
and  have  placed  200-300  peripheral  lesions 
in  one  eye  of  214  patients  during  the  last 
year  and  one-half.  Their  findings  in  91 
patients  who  have  been  under  observation 
more  than  8 months  indicated  that,  of  the 
treated  eyes,  80%  were  stable  or  improved 
while  only  40%  of  the  untreated  fellow  eyes 
remained  either  nonprogressive  or  improved. 
It  was  their  impression  that  results  were 
best  in  those  cases  in  which  the  retinopathy 
was  least  advanced. 

Perhaps  the  greatest  impetus  for  more 
aggressive  therapeutic  and  investigative  ef- 


forts in  diabetic  retinopathy  have  come 
from  the  stimulus  of  experience  with  pitui- 
tary ablation  which  have  accumulated  since 
the  first  report  of  Luft  and  Olinecrona  and 
the  serendipitous  observation  of  Poulsen  in 
1952  of  unexpected  total  arrest  of  advanced 
proliferative  retinopathy  in  a woman  fol- 
lowing a spontaneous  post-partum  pituitary 
infarction. 

Initially,  the  surgical  approach  of  extir- 
pative removal  of  the  gland  was  employed 
and  involved  considerable  mortality  and 
morbidity ; however,  there  has  been  rapid  im- 
provement in  technique  so  that,  at  present, 
the  stereotatic  trans-sphenoidal  cryosurgical 
or  radiofrequency  coagulation  procedures  ac- 
complish immediate,  lasting  and  substantial 
endocrine  ablation  with  almost  no  mortality 
and  inconsequential  morbidity.  Heavy  par- 
ticle radiation  has  been  used  in  surgically 
unfit  patients  and  for  the  production  of  sub- 
total suppression.  Although  the  ease  and 
safety  of  delivery  of  radiation  are  desir- 
able, its  unpredictable  latent  period  of  tissue 
effect  and  its  obligate  radiation  of  extra- 
pituitary  nervous  system  structures  must  be 
considered  disadvantages. 

There  has  been  an  evolution  of  criteria 
of  selection  of  suitable  patients  for  this  ap- 
proach and  general  agreement  has  been 
reached  by  most  groups  active  in  the  field. 
By  and  large,  the  patients  selected  are  in 
an  advanced  stage  of  active,  proliferative 
hemorrhagic  retinopathy  with  one  eye  blind 
or  nearly  so  and  the  other  still  possessed  of 
macular  vision.  Their  renal,  cardiovascular, 
psychological  and  neurological  status  must 
be  adequate  to  allow  a functional  existence 
if  the  procedure  should  achieve  an  arrest 
of  progression.  The  representative  patient 
can  be  described  as  a 35-year-old  male  who 
has  had  diabetes  20  years  and  recognized 
retinopathy  for  two  years  and  is  already  vir- 
tually blind  in  one  eye. 

A series  of  well  documented  objective 
changes  occur  in  a high  proportion  of  cases 
following  pituitary  ablation  achieved  by  any 
one  of  the  several  methods.  Within  48  hours 
a clearing  of  turbid  vitreous  can  be  detect- 
ed and,  within  days  to  a few  weeks,  de- 
creased venous  dilatation  and  resorption  of 
retinal  and  macular  edema  can  be  noted.  By 
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three  months,  a decided  decrease  of  both 
vitreous  and  intra-retinal  hemorrhages  oc- 
cur and  there  is  fading  and  involution  of  neo- 
vascular  formations.  The  full  beneficial  ef- 
fect requires  approximately  one  year  to  oc- 
cur at  which  time  an  “involutional  phase”  is 
reached.  At  this  stage,  ingrowth  of  fibrous 
tissue  has  ceased  and  avascular,  shrunken 
abnormal  vessel  strands  are  all  that  remain 
of  the  previously  active  process. 

Unfortunately,  there  is  a definite  regres- 
sion rate  and,  for  reasons  not  understood,  a 
small  proportion  of  cases  begin  to  show  hem- 
orrhagic activity  again  within  6 months 
while  a very  few  will  have  a delayed  recur- 
rence as  long  as  3 years  after  hypophysec- 
tomy. 

There  appears  to  be  a general  relationship 
between  the  degree  of  endocrine  ablation 
achieved  and  the  production  of  the  eye 
changes  noted  above  in  that  a substantial 
reduction  in  pituitary  function  appears  to 
be  necessary  in  order  to  achieve  the  desired 
effects.  However,  there  are  notable  excep- 
tions to  this  proposition  and  a few  patients 
have  had  dramatic  eye  results  with  little 
detectable  endocrine  function  removal  and, 
conversely,  a few  patients  have  had  dismal 
eye  results  with  total  removal  of  all  detect- 
able pituitary  function. 

As  representative  of  long  - term  results 
with  this  approach  to  retinopathy,  the  2-  to 
9-year  follow-up  of  120  cases  of  hypophyseal 
stalk  section  reported  by  Field,  McMeel, 
Sweet  and  Schepens  can  be  cited.  Of  the 
120  patients,  70%  had  retained  useful  vi- 
sion, 18%  had  had  regressions  and  12% 
were  failures.  Twenty-eight  per  cent  were 
dead  and,  of  the  group  7 to  9 years  post- 
operative (16  patients),  62%  were  dead. 
Fully  85%  of  the  deaths  were  caused  by  the 
inherent  diabetic  vascular  disease,  usually 
myocardial  infarction.  This  poor  survival 
performance  appears  to  be  characteristic  of 
the  patients  who  demonstrate  neovascular 
hemorrhagic  retinopathy,  the  occurrence  of 
which  may  be  taken  as  a bad  prognostic 
sign  for  life. 

A smaller  but  rigidly  controlled  study  was 
reported  by  Lundbaek  and  associates  from 
Aarhus,  Denmark.  Two  well  matched  groups 
of  patients,  15  totally  hypophysectomized 


and  15  controls,  were  followed  for  a period 
of  1 to  5 years.  Of  the  control  group,  29% 
had  vision  as  good  as  at  the  time  of  opera- 
tion, while  in  the  hypophysectomized  group, 
55%  had  either  stabilized  or  improved.  In 
other  words,  prognosis  for  retention  of  use- 
ful vision  appears  to  have  been  improved 
two-fold  by  hypophysectomy. 

Hypophysectomy  and  photocoagulation  are 
not  mutually  independent  modalities  of  ther- 
apy and  many  cases  which  have  reached  the 
limit  of  acceptable  scotoma  production  from 
photocoagulation  have  subsequent  good  re- 
sponses to  pituitary  ablation.  Likewise,  pho- 
tocoagulation has  been  used  profitably  fol- 
lowing hypophysectomy  where  the  source 
of  a recurrent  hemorrhage  can  be  identified 
and  the  formation  is  safely  accessible  to  the 
coagulator  beam. 

Why  and  how  hypophysectomy  favorably 
influences  diabetic  retinopathy  remains  un- 
known and  mysterious.  Circumstantial  and 
direct  evidence  suggest  that  it  is  not  the 
removal  of  human  growth  hormone  which 
brings  about  the  effect.  Some  authorities 
have  suggested  that  the  removal  of  the 
trophic  anterior  pituitary  hormones  or  even 
an  increase  of  output  of  hypothalamic  re- 
leasing factors  may  be  the  mechanism  of  the 
response.  It  is  also  possible  that  interrup- 
tion of  a centrifugal  bundle  of  hypothalamo- 
retinal  fibers  as  described  by  Wolter  and 
Knoblach  which  come  down  the  hypophyseal 
stalk  is  the  important  factor. 

In  any  event,  post-operative  fluoroscein 
studies  show  that  after  successful  hypo- 
physectomy there  is  an  improvement  in  the 
very  disorganized  and  sluggish  retinal  hemo- 
dynamics and  a marked  amelioration  of  the 
abnormal  leakage  from  neovessels.  Thus, 
functionally,  the  common  denominator  of 
effect  of  pituitary  ablation  appears  to  be  an 
improvement  in  blood  flow  through  the 
retinal  vasculature  and  a decrease  in  the 
abnormal  permeability  of  fine  vessels. 

From  this  brief  review  of  the  recent 
progress  in  the  treatment  of  diabetic  retino- 
pathy, it  is  clear  that  physicians  and  oph- 
thalmologists are  warranted  in  taking  a 
more  optimistic  and  aggressive  course  of 
action  in  managing  their  diabetic  patients 
than  they  have  in  the  past.  Indeed,  it  ap- 
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pears  that  it  is  now  their  responsibility  to 
remain  alert  to  early  changes  in  the  fundi 
and  to  take  action  promptly  as  developments 
occur. 

Clearly,  every  diabetic  should  have  a year- 
ly, careful  funduscopic  examination  through 
fully  dilated  pupils.  At  the  first  sign  of 
definite  retinopathy,  fundus  photographs 
and  a fluoroscein  study  should  be  performed 
and  repeated  on  a regular  basis.  It  will  not 
be  long  before  every  major  ophthalmologic 
center  will  have  such  technical  capabilities 
available.  Close  collaboration  between  in- 
ternists and  ophthalmologists  will  be  essen- 
tial. 

At  the  present  juncture,  a logical  sequence 
of  therapeutic  steps  can  be  outlined  for  the 
management  of  the  diabetes’  eye  problem : 

In  the  pre-retinopathy  phase,  especially  in 
the  first  years  after  recognition  of  the  pres- 
ence of  diabetes,  reasonable  attention  to  the 
regulation  of  hyperglycemia  should  be  ef- 
fected. Perhaps  it  would  be  wise  to  obtain  a 
yearly  fluoroscein  study  after  the  tenth  year 
of  disease  since  it  has  been  shown  that  this 
technique  will  reveal  pathology  and  the  exist- 
ence of  retinopathy  long  before  it  is  or  can 
be  recognized  with  an  ophthalmoscope.  Ef- 
fective dietary  and  drug  control  of  hyper- 
tension, if  present,  in  this  or  any  other 
phase  of  the  patient’s  progress  can  not  help 
but  improve  his  ocular  prognosis. 

After  the  first  definite  sign  of  retino- 
pathy is  detected,  the  institution  of  one  of 
the  more  promising  forms  of  speculative 
drug  therapy  would  seem  advisable.  In  the 


strictly  exudative  variety  of  manifestation, 
low  fat  diets  and  anti-cholesterol  agents 
might  well  be  employed. 

As  soon  as  angiopathic  activity  is  noted, 
photocoagulation  should  be  considered.  Cer- 
tainly it  deserves  strong  consideration  when 
neo-vascularization  has  made  its  appearance. 
Again,  fluoroscein  studies  are  imperative  in 
order  to  make  this  discovery  as  early  and  as 
accurately  as  possible. 

Either  after  photocoagulation  has  been 
fully  exploited  or  in  the  event  that  progres- 
sion has  been  very  rapid  and  the  prolifera- 
tive or  vitreal  phase  has  been  reached,  pitu- 
itary ablation  should  be  considered  as  a 
maneuver  of  desperation.  Following  pitui- 
tary ablation,  comprehensive  ocular  examin- 
ations should  be  carried  out  with  the  pur- 
pose of  defining  residual  vascular  structures 
which  pose  the  threat  of  future  hemorrhages. 
Whenever  possible  they  should  be  obliterated 
with  photocoagulation. 

To  many  it  appears  that  we  may  be  ap- 
proaching a breakthrough  point  in  diabetic 
retinopathy  and  that  with  careful  study  of 
our  cases  and  by  expanding  fundamental  re- 
search of  the  problem,  an  understanding  of 
the  basic  pathogenesis  of  diabetic  retino- 
pathy will  not  be  too  long  in  coming.  When 
such  information  is  available,  I have  no 
doubt  that  a truly  preventive,  effective  ther- 
apy will  be  forthcoming.  At  the  risk  of  be- 
ing guilty  of  unwarranted  overoptimism,  I 
shall  predict  that  this  happy  event  will  oc- 
cur before  the  coming  score  of  years  has 
passed. 
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Role  of  the  Intra-Atrial  Electrogram  in  the 
Clinical  Interpretation  of  Arrhythmias 


IRREGULARITIES  of  the  car- 
diac rhythm  are  a common 
phenomenon  in  patients  with 
heart  disease.  The  prompt  treatment  of 
an  arrhythmia  is  facilitated  by  the  exact 
diagnosis  of  the  abnormal  rhythm.  The 
key  to  arrhythmia  diagnosis  is  the  deter- 
mination of  the  temporal  relationship  be- 
tween atrial  and  ventricular  activation. 

During  many  tachycardias  atrial  activity 
(P  waves)  frequently  can  not  be  seen  on 
the  standard  lead  surface  electrocardiogram ; 
consequently,  it  may  be  difficult  or  impos- 
sible to  detemiine  the  origin  of  a tachy- 
cardia, i.e.  sinus,  atrial,  A-V  nodal  or  ven- 
tricular. Recording  of  the  right  intra-atrial 
electrogram,  clearly  defines  the  atrial 
rhythm,  and  the  temporal  relationship  of 
atrial  to  ventricular  activation. 

An  electrode  wire  or  a standard  bipolar 
electrode  catheter,  with  electrodes  1 cm 
apart,  can  readily  be  passed  into  the  right 
atrium  via  a needle  puncture  of  the  femoral 
vein  or  surgically  exposed  anticubital  vein. 
From  an  electrode  wire  a unipolar  intra- 
atrial  electrogram  can  be  obtained,  and 
from  a bipolar  catheter  a unipolar  and  bi- 
polar intra-atrial  electrogram  can  be  re- 
corded. 

The  unipolar  intra-atrial  electrogram  is 
recorded  by  connecting  an  intra-atrial  elec- 
trode to  the  V lead  of  the  electrocardiograph 
machine.  The  unipolar  electrogram  records 
the  entire  electrical  sequence  of  P wave  and 
QRS  complex,  and  magnifies  the  size  of  the 
P wave.  The  bipolar  intra-atrial  electro- 
gram is  obtained  by  connecting  one  intra- 
atrial  electrode  to  the  right  arm  lead  and 
the  other  intra-atrial  electrode  to  the  left 
arm  lead  of  the  electrocardiograph  machine, 
and  recording  on  Lead  1.  The  bipolar  elec- 
trogram primarily  records  the  time  of  ar- 
rival of  the  atrial  impulse  in  the  area  of 
the  electrodes,  and  accurately  delineates  the 
timing  of  the  P wave  in  the  cardiac  cycle. 
In  the  bipolar  electrogram,  the  ventricular 
component  (QRS  complex)  is  usually  a 
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minor  component  or  not  present  on  the  trac- 
ing. When  the  QRS  complex  and  P wave 
are  simultaneous,  the  time  of  atrial  activa- 
tion is  clearly  depicted  by  the  bipolar  intra- 
atrial  electrogram.  In  most  instances,  atrial 
activity  can  be  clearly  delineated  by  the 
unipolar  electrogram.  However,  not  infre- 
quently, the  P waves  are  buried  in  the  QRS 
complex  or  T waves,  and  the  unipolar  intra- 
atrial  electrogram  does  not  perniit  a clear 
definition  of  the  rhythm.  In  these  cases, 
recording  of  the  atrial  rhythm  by  the  use 
of  the  bipolar  electrogram  clarifies  the 
rhythm. 

In  our  experience,  the  recording  of  uni- 
polar and  bipolar  intra-atrial  electrograms 
has  been  an  important  aid  in  the  diagnosis 
of  arrhythmias.  In  cases  of  atrial  flutter 
and  tachycardia  the  ventricular  rate  is  easily 
determined  from  the  standard  electrocardio- 
gram, but  frequently  the  atrial  rate  can- 
not be  ascertained.  The  intra-atrial  elec- 
trograms clearly  show  the  atrial  rate.  Thus, 
the  degree  of  block  at  the  atrioventricular 
node  can  be  determined.  Knowledge  of  the 
degree  of  A-V  junctional  block  is  often  help- 
ful in  deciding  upon  the  mode  of  treatment 
of  an  arrhythmia. 

We  have  had  a number  of  cases  in  which 
repeated  electrocardiograms  have  been  inter- 
preted as  sinus  tachycardia  with  first  degree 
atrioventricular  block.  However,  upon  the 
recording  of  intra-atrial  electrograms  these 
rhythms  were  shown  to  be  atrial  tachy- 
cardia with  2:1  A-V  block.  In  one  of  these 
cases,  the  electi  ocardiogram  was  interpreted 
as  sinus  tachycardia  with  first  degree  heart 
block  and  incomplete  right  bundle  branch 
block.  There  was  an  R'  in  the  QRS  com- 
plex in  leads  VI  and  V2.  The  unipolar  elec- 
trogram did  not  clarify  the  rhythm,  but  the 
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bipolar  electrogram  clearly  showed  atrial 
tachycardia  with  2:1  A-V  block  and  the  R' 
in  leads  VI  and  V2  was  not  due  to  an 
intra-ventricular  conduction  defect  but  a P 
wave  superimposed  on  the  end  of  the  QRS 
complex. 

The  recordings  of  intra-atrial  electro- 
grams have  clarified  the  rhythm  in  five 
cases  of  tachycardias  with  irregularly  ir- 
regular ventricular  rates,  which  did  not 
slow  after  the  administration  of  relatively 
large  doses  of  digitalis.  Three  of  the  above 
five  arrhythmias  had  been  interpreted  as 
atrial  fibrillation  with  a rapid  ventricular 
response  from  standard  lead  electrocardio- 
grams. In  one  case,  atrial  fibrillation  with 
a rapid  ventricular  response  was  present; 
in  two  cases,  atrial  tachycardia  with  vari- 
able A-V  block  was  present;  and  in  two 
cases,  a wandering  atrial  pacemaker  with  an 
irregular  atrial  rate  and  varying  A-V  con- 
duction was  present.  The  clarification  of 
these  arrhythmias  facilitated  their  treat- 
ment. 

In  two  cases  of  tachycardia,  the  ECG 
showed  a regular  rate  and  aberrant  ventricu- 
lar activation.  On  auscultation  the  first 
heart  sound  was  of  constant  intensity.  From 
these  findings  it  could  not  be  clearly  estab- 
lished whether  these  were  supraventricular 
or  ventricular  tachycardias.  The  intra- 
atrial  electrogi'ams  revealed  that  one  case 
was  a ventricular  tachycardia  with  atrial  fi- 
brillation and  the  other  case  was  ventricu- 
lar tachycardia  with  atrial  standstill.  The 
diagnosis  of  the  arrhythmias  facilitated 
their  prompt  treatment.  These  cases  also 
demonstrated  that  the  constant  intensity  of 
the  first  heart  sound  does  not  rule  out  ven- 
tricular tachycardia. 


In  A-V  nodal  rhythms  and  in  certain  in- 
stances of  A-V  dissociation,  atrial  activity 
may  be  obscured  by  the  QRS  complex.  The 
recording  of  intra-atrial  electrograms  will 
clarify  these  rhythms.  In  A-V  junctional 
rhythms  there  may  be  A-V  dissociation, 
retrograde  activation  of  the  atria,  or  retro- 
grade A-V  block.  In  A-V  dissociation  there 
is  a beat-to-beat  change  in  the  temporal 
relationship  between  atrial  and  ventricular 
activation,  because  the  atria  and  ventricles 
are  beating  independently  of  each  other. 
When  retrograde  atrial  activation  is  present 
there  is  usually  a fixed  temporal  relationship 
between  ventricular  and  atrial  depolarization. 
In  cases  of  A-V  junctional  rhythms  with 
retrograde  A-V  block  the  atria  are  either 
beating  slower  than  the  ventricles  or  atrial 
standstill  may  be  present.  The  specialized 
conduction  system  of  the  heart  is  a two-way 
conducting  system.  Therefore,  in  the  pres- 
ence of  A-V  dissociation,  when  the  atria 
are  beating  at  a significantly  greater  rate 
than  the  ventricles,  antegrade  A-V  block  is 
present.  When  the  atria  and  ventricles  are 
beating  independently  of  each  other  at  about 
the  same  rates  (isorhythmic  A-V  dissocia- 
tion), a functional  rather  than  a pathologic 
block  is  usually  present  at  the  A-V  node. 
When  the  ventricles  are  beating  at  a faster 
rate  than  the  atria  retrograde  A-V  block  is 
present. 

In  complex  arrhythmias,  the  recording  of 
unipolar  and  bipolar  intra-atrial  electro- 
grams always  depicts  the  temporal  relation- 
ship between  atrial  and  ventricular  activa- 
tion. The  delineation  of  the  time  relation- 
ship of  atrial  to  ventricular  depolarization  is 
an  important  aid  in  arrhythmia  diagnosis 
and  treatment. 
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Hamartoma:  Case  Report 


IT  is  felt  worthwhile  to  report 
this  case  because  a similar 
situation  probably  has  arisen 
in  the  experience  of  most  surgeons.  This 
patient  is  a 37  year  old  white  married  fe- 
male who  presented  to  this  hospital  on  Au- 
gust 30,  1968  with  the  following  history: 

There  was  a sudden  onset  of  acute,  severe 
abdominal  pain,  primarily  in  the  upper  ab- 
domen, and  more  specifically  in  the  epigas- 
trium and  right  upper  quadrant,  with  a 
great  deal  of  nausea  and  vomiting.  This 
had  its  onset  approximately  two  hours  be- 
fore admission,  developed  rapidly,  and  be- 
came worse  during  this  period  of  time,  with 
no  remission  in  symptomatology  other  than 
the  waxing  and  waning  of  the  pain,  described 
as  colicky.  Her  husband  thought  that  she 
might  be  slightly  yellow.  The  patient  denied 
diarrhea,  constipation,  hematemesis,  melena, 
blood  in  her  stools,  and  other  symptoms. 

Review  of  Systems 

HEENT.  No  headache,  diplopia,  vertigo, 
tinnitus,  recent  sore  throat  or  upper  res- 
piratory infection,  and  sinusitis  or  rhinitis, 
earache  or  ear  discharge. 

Cardiorespiratory.  No  shortness  of  breath, 
chest  pain,  cough,  hemoptysis,  or  edema. 

Gastrointestinal.  See  the  present  illness. 

Genito-urinary.  No  dysuria  or  hematuria. 
Patient  is  a gravida  5,  para  5-0-5.  Last 
menstrual  period  was  8-5-68  and  was  nor- 
mal. Previous  mienstrual  period  was  7-7-68 
and  also  was  normal.  Patient  is  not  taking 
birth  control  pills.  She  practices  no  type  of 
contraception  since  she  delivered  a normal 
male  infant,  her  fifth  child. 

Skeletoneuromuscular.  No  fainting.  She 
has  been  quite  weak  because  of  the  vomit- 
ing and  severe  character  of  the  pain.  No 
paresthesias,  no  paralyses. 

History.  Patient  had  a bilateral  tubal  li- 
gation five  years  ago  with  an  incidental  ap- 
pendectomy. No  other  surgery  other  than 
excision  of  a plantar’s  wart,  in  August, 
1966.  There  have  been  no  hospital  confine- 
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ments  other  than  these  except  for  preg- 
nancies. She  was,  however,  treated  for  a 
duodenal  peptic  ulcer  from  March  through 
July,  1966.  She  was  treated  with  Combid 
spansules,  Maalox,  and  progressive  Sippy 
diet.  She  responded  well  to  that  conserva- 
tive treatment. 

Family  History.  No  family  history  of 
diabetes,  tuberculosis,  or  other  familial  dis- 
orders. 

Physical  Examination 

Geney'al  Appearance.  Well  developed,  well 
nourished  white  female  is  admitted  with 
markedly  painful  facies.  She  also  appears 
jaundiced  and  somewhat  pale.  Afebrile. 
Temperature  98.4. 

HEENT.  Pupils  are  round,  regular,  and 
equal,  and  react  to  light  and  accommodation. 
Sclerae  and  conjunctivae  are  normal.  Fundi- 
scopic  examination  is  normal.  Hearing  is 
normal.  Tympanic  membranes  are  normal. 
External  auditory  canals  are  normal.  Nose 
is  normal  and  there  is  no  obstruction  and  no 
discharge. 

Throat:  There  is  no  injection.  Nor- 
mal appearing  pharynx. 

Neck:  Trachea  is  in  the  midline. 

Neck  is  supple.  Thyroid  is  not  palpable. 

There  is  no  significant  adenopathy. 

Chest  and  Breasts.  There  is  bilateral 
and  equal  expansion  of  the  chest.  Palpation 
of  the  breasts  is  normal.  Appearance  is  nor- 
mal. There  are  no  rales  or  rhonchi  in  the 
chest.  The  lungs  are  clear  to  percussion 
and  auscultation. 

Cardiovascular . There  is  a normal  sinus 
rhythm.  No  murmurs.  No  clinical  enlarge- 
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ment.  No  friction  r u b s,  no  adventitial 
sounds.  Peripheral  pulses  are  all  palpable 
and  equal  bilaterally.  They  are  full  and 
strong,  but  rapid  with  a sinus  tachycardia 
of  104  to  118.  There  is  no  dependent  edema. 
No  cyanosis.  Blood  pressure  is  104/78. 

Abdomen.  There  is  marked  guarding  of 
the  whole  abdomen,  marked  tenderness  in 
the  epigastrium  and  periumbilical  area  and 
in  the  right  upper  quadrant,  especially  with 
deep  inspiration.  There  is  moderate  rigid- 
ity. There  is  some  rebound  tenderness  in 
the  right  upper  quadrant  area.  There  are  no 
masses.  There  is  no  hernia.  No  CVA  ten- 
derness of  significance. 

Pelvic.  The  cervix  is  clean.  B.S.V.  are 
normal.  Uterus  is  normal  size  and  shape 
and  position.  There  are  no  adnexal  masses. 
There  is  no  appreciable  adnexal  tenderness 
either  directly  or  with  cervical  manipula- 
tion. 

Rectal.  No  masses  are  felt  in  the  rectum. 
There  is  good  perineal  support.  There  is 
no  significant  hemorrhoidal  enlargement. 
There  is  normal  brown  stool  on  the  exam- 
ining finger. 

Skeletoneuromnscular.  Deep  tendon  re- 
flexes are  bilaterally  equal  and  symetrical. 
There  are  no  pathological  reflexes.  There 
are  no  cerebellar  signs.  There  is  no  Rom- 
bergism.  Propriocpetion  is  intact.  There  is 
no  muscle  hypertrophy,  nor  muscle  atrophy. 
There  are  no  other  skeletoneuromnscular  ab- 
normalities. 

After  the  above  history  and  physical  were 
obtained,  the  patient  was  given  75  mg  of 
Demerol  and  50  mg  of  Vistaril  for  the  pain, 
with  some  degree  of  subsidance  of  the  pain. 

The  following  laboratory  work  was  or- 
dered and  results  obtained: 

CBC  — Hemoglobin  15  grams,  he- 
matocrit 42%. 

WBC  — 10,600  with  80%  poly,  18% 
lymphs,  2 eosinophils. 

UA  — Specific  Gravity  1.020,  PH  5, 
amber,  clear,  a few  calcium  oxilate 
and  triple  phosphate  crystals.  Other 
than  that,  the  microscopic  was  normal. 


A cephalin  flocculation  was  2+,  alkaline 
phosphatase  was  195  International  Units, 
total  bilirubin  was  5.6  mg  % with  the  great- 
er portion  in  the  direct  fraction.  The  SGP-T 
was  320  units  (our  normal  9 to  35  units), 
cholesterol  196,  thymol  turbidity  1.6  (our 
normal  is  0-4).  Total  protein  was  7.4  ml  %, 
4.8  ml  % being  globulin. 

EGG  was  normal. 

X-ray  data : EPA  of  chest  was  normal. 
Intravenous  cholecystogram  revealed  no  con- 
trast. A few  of  the  biliary  channels  might 
questionably  have  been  identified,  but  not 
enough  concentration  to  be  of  any  diagnostic 
value. 

This  then  represented  an  acute  surgical 
abdomen  with  jaundice.  It  was  felt  that 
she  probably  had  a common  duct  stone,  and 
an  exploratory  laparotomy  was  then  done. 
Once  the  abdomen  was  opened,  the  follow- 
ing findings  were  noted: 

The  diaphragm*  was  felt  to  be  normal. 
There  was  no  hiatal  hernia.  Stomach,  duo- 
denum, small  bowel,  large  bowel,  pancreas, 
spleen,  kidneys,  uterus,  ovaries,  adrenals 
were  all  palpated  and  felt  to  be  normal.  At- 
tention was  then  directed  to  the  right  upper 
quadrant.  The  gallbladder  was  almost  com- 
pletely collapsed.  There  were  no  calculi  iden- 
tified within  the  gallbladder  by  palpation. 
The  cystic  duct  was  kinked  in  one  spot 
rather  severely  and  had  a slight  adhesion 
around  it  and  the  common  bile  duct  was 
slightly  enlarged,  and  very  slightly  inflamed. 
Periductal  tissues  were  somewhat  thickened, 
and  there  was  a periductal  lymph  node  ap- 
proximately 2/3  by  one  cm,  about  one  cm 
below  the  junction  of  the  cystic  and  com- 
mon ducts.  There  was  also  noted  on  the 
right  lobe  of  the  liver,  in  approximately 
the  midline  of  the  right  lobe  of  the  liver 
and  about  5 cm  from  the  edge  of  the  liver, 
a rounded  irregular  mass  in  the  liver,  pro- 
truding approximately  IV2  cm  above  the 
surface  of  the  liver  capsule,  enclosed  by  the 
capsule,  and  nodular  on  its  surface.  No 
stones  were  palpated  in  either  the  cystic  or 
the  common  duct.  The  common  bile  duct 
was  then  opened.  It  was  irrigated  very 
thoroughly  both,  proximally  and  distally. 
First  a 2 mm,  then  a 3 mm,  then  a 4 mm 
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dilator  was  passed  through  the  sphincter 
of  Oddi.  A catheter  was  then  placed  in  the 
common  bile  duct,  and  the  duct  thoroughly 
irrigated.  No  calculi  were  recovered  at  any 
time  during  the  common  duct  exploration. 
A T-tube  was  then  placed  into  the  common 
duct.  The  duct  was  sutured  partially  over 
the  T-tube,  a Penrose  drain  was  placed  in 
Morrison’s  pouch,  and  both  were  brought 
out  through  a stab  wound  in  the  side. 
There  were  no  other  positive  findings.  The 
mass  noted  in  the  liver  was  then  excised,  and 
a large  wedge  of  the  right  lobe  of  the  liver 
was  removed  to  give  at  least  one  full  inch 
around  the  mass.  It  was  felt  at  the  time  of 
the  operation  that  this  mass  had  the  ap- 
pearance of  a hepatoma  grossly,  but  there 
were  no  other  nodules  in  the  liver  that 
could  be  felt  on  any  of  the  lobes  which  were 
all  thoroughly  palpated.  The  wound  in  the 
liver  was  then  closed  with  No.  1 chromic 
catgut  interrupted  mattress  sutures;  the 
wound  was  closed  in  layers.  The  patient 
tolerated  the  procedure  well  and  returned 
to  her  room  in  good  condition.  The  jaundice 
cleared  rapidly  in  the  immediate  postopera- 
tive period.  The  patient  was  relatively 
asymptomatic  in  the  immediate  postopera- 
tive period  other  than  what  pain  was  to  be 
expected  from  the  procedure*.  The  gall- 
bladder, having  been  found  to  be  what  we 
thought  was  normal,  was,  of  course,  left  in 
place.  Two  sepaiate  T-tube  cholangiograms 
done  48  hours  after  surgery  and  another 
done  five  days  after  surgery  revealed  normal 
T-tube  cholangiograms. 

The  tissue  removed  from  the  liver  incor- 
porating the  nodule  mentioned  above  was 
reported  as  follows : 

“Sections  reveal  hepatic  tissue  having  a 
globular  pattern  produced  by  bands  of  fi- 
brous tissue  connecting  triads.  The  triads 
have  dilated  ducts  and  contain  lymphocytes. 
The  portal  and  central  veins  appear  dilated 
and  in  some  areas  there  is  central  necrosis. 
In  some  of  the  areas  of  necrosis  there  are 
neutrophiles  and  histocytes.  In  some  areas 
the  hepatic  cells  show  a cloudy  swelling. 
Scattered  bile  canaliculi  contain  bile  throm- 
bi. The  lymph  node  showed  diffuse  hyper- 
plasia and  the  sinusoids  contain  abundant 
neutrophiles  and  histocytes. 


Comment 

“This  well-demarcated  mass  of  liver  tissue, 
which  includes  both  the  ductal  and  hepatic 
component,  is  consistent  with  a mixed 
adenoma  or  ham.artoma  of  the  liver.” 

This  then  left  the  writer  with  the  fol- 
lowing impression : 

A patient  presenting  with  an  acute  sur- 
gical abdomen,  jaundiced,  colicky  type  of 
acute  surgical  abdomen,  no  uptake  of  dye 
on  an  intravenous  cholecystogram  and  at 
surgery  no  stones  found,  no  tumor  in  the 
pancreas  or  elsewhere,  no  other  source  of 
extrahepatic  jaundice  other  than  this  hamar- 
toma. This  writer  has  never  before  noted  a 
hamartoma  in  any  location  that  produced 
symptoms.  There  have  been  in  the  litera- 
ture a few  cases  of  nodular  hyperplasia  or 
hamartoma  which  have  caused  some  symp- 
toms but  have  been  in  almost  all  reports 
less  than  10%  of  the  cases.  Most  of  them 
were  presenting  with  symptoms  of  pressure 
on  adjacent  viscera.  In  90  cases  reviewed 
at  the  Armed  Forces  Institute  of  Pathology, 
none  of  the  patients  presented  with  an  acute 
abdominal  crises. 

The  tissue  was  sent  to  the  Armed  Forces 
Institute  of  Pathology. 

Follow-up  liver  function  studies  repeated 
as  stated  above  on  this  patient  were  as  fol- 
lows : 

On  9-10-68  Alkaline  phosphatase  was  1.8, 
cholesterol  176  mg%,  thymol  turbidity  1, 
total  protein  8 grams  %,  albumin  4.7,  globu- 
lin 3.3,  SGP-T  22  units,  LDH  311  units. 

The  following  then  is  a report  from  the 
Armed  Forces  Institute  of  Pathology,  on  the 
tumor  removed: 

“The  sections  from  the  resected  portions 
of  the  liver  show: 

(a)  Varying  sized  parts  of  an  hepatic 
pseudoneoplasm  which  is  partially  encap- 
sulated. This  is  divided  into  irregular 
lobules  by  fibrous  septa  carrying  numerous 
bile  ductules  and  vessels.  Some  of  the  ves- 
sels show  concentric  or  eccentric  subintimal 
fibrosis.  A moderate  number  of  polymor- 
phonuclear leukocytes  are  noted  around  the 
proliferating  bile  ductules.  Elsewhere,  the 
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fibrous  septa  contain  focal  aggregates  of 
lymphocytes  and  a smaller  number  of  plasma 
cells  and  eosinophils.  The  hepatic  paren- 
chyma between  the  fibrous  septa  shows  no 
organization  into  lobules,  but  the  individual 
cells  resemble  normal  hepatocytes.  There 
is  moderately  severe  cholestasis  throughout 
the  pseudoneoplasm,  both  in  canaliculi  and 
some  of  the  ductules. 

(b)  The  hepatic  parenchyma  outside  the 
pseudoneoplasm  shows  centrilobular  choles- 
tasis (canalicular  and  intracellular) , bile 
plugs  in  interlobular  ducts,  a minimal  acute 
cholangiolitis  and  cholangitis.  The  portal 
area  connective  tissue  is  predominantly  infil- 
trated with  lymphocytes  with  a lesser  num- 
ber of  polymorphs,  eosinophils  and  plasma 
cells.  The  focal  aggregates  of  polymorphs 
in  the  parenchyma  and  beneath  Glisson’s 
capsule  are  iatrongenic  artefacts  secondary 
to  surgical  manipulation. 

(c)  The  pseudoneoplasm  in  the  liver  is 
rather  typical  of  focal  nodular  hyijerplasia 
(focal  cirrhosis,  benign  cholangiohepatoma, 
hepatic  pseudoneoplasm,  hamartoma  of  liver, 
etc.).  The  adjacent  parenchyma  shows  mor- 
phologic features  which  are  considered  path- 
ognomonic of  extrahepatic  biliary  obstruc- 
tion. The  obstruction  also  adequately  ex- 
plains the  diffuse  moderately  severe  chole- 
stasis seen  in  the  focal  nodular  hyperplasia, 
a feature  which  is  most  unusual  for  uncom- 
plicated cases. 

(d)  The  sudden  onset  of  acute  abdominal 
pain,  nausea  and  vomiting,  as  well  as  the 
elevation  of  the  bilirubin  to  5.6  mg  percent 
(mostly  direct  reacting)  and  the  elevation 
of  the  alkaline  phosphatase  also  support 
sudden  biliary  tract  obstruction.  The  eleva- 
tion of  the  SGP-T  to  320  units  can  be  ex- 


plained on  the  basis  of  acute  cholangiolitis 
which  usually  results  in  acute  peripheral 
piecemeal  necrosis.  Since  surgical  explora- 
tion showed  no  obstruction  of  the  extra- 
hepatic  biliary  tract  which  was  further  sup- 
ported by  the  normal  postoperative  T-tube 
cholangiogram,  it  is  probable  that  the  pa- 
tient spontaneously  passed  a gallbladder  cal- 
culus through  the  common  bile  duct  into  the 
bowel.” 

The  follow-up  on  this  patient  has  been  in- 
teresting. She  was  discharged  from  the 
hospital  on  September  12,  1968  and  has  been 
followed  as  an  outpatient.  She  has  been 
asymptomatic.  Serial  liver  brackets  and  the 
same  studies  as  shown  above  revealed  nor- 
mal findings  on  September  24,  1968,  on 
October  4,  1968,  and  again  on  January  2, 
1969.  She  had  one  episode  where  her  hus- 
band states  that  she  fainted  on  December 
30,  1968  while  at  home  and  when  he  states 
she  was  extremely  jaundiced.  However,  she 
regained  consciousness  and  had  no  particu- 
lar pain  that  she  remembered.  Her  husband 
states  that  she  was  jaundiced  for  a while, 
but  by  morning  she  was  no  longer  jaundiced. 

Summary  and  Conclusions 

A case  report  of  an  acute  surgical  abdo- 
men with  extrahepatic  biliary  obstruction 
of  unproved  etiology  is  presented.  Follow- 
up is  also  presented.  In  summary,  it  is  felt 
that  this  patient  has  on  at  least  two  occa- 
sions, the  first  resulting  in  the  surgical  pro- 
cedure described,  the  second  occuring  ap- 
proximately 3Vi  months  after  that,  spon- 
taneously passed  a gallbladder  calculus.  An 
oral  cholecystogram  done  on  1-21-69  reveals 
very  faint  visualization.  However,  there  was 
excellent  contraction  on  both  the  15  and  60 
minute  films.  No  calculi  could  be  identified. 
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Routine  Throat  Culture  for  Beta  Hemolytic 
Streptococcus  as  a Diagnostic  Aid 
In  Rural  Family  Practice 


Introduction 

After  finding  two  cases  of 
acute  rheumatic  fever  within 
six  weeks  during  1967,  the 
Auburn  Clinic  initiated  a study  of  the  inci- 
dence of  beta  hemolytic  streptococcus  in 
the  community.  As  a part  of  the  study,  we 
attempted  to  determine  if  there  were  any 
clinical  findings  which  would  be  of  use  in 
screening  those  patients  who  should  be  cul- 
tured, or  if  culturing  all  sore  throats  was 
of  diagnostic  value  and  economically  prac- 
tical in  our  community. 

A ten  day  course  of  antibiotic  therapy 
is  now  considered  necessary  to  eradicate 
type  A beta  hemolytic  streptococci  and  to 
prevent  rheumatic  fever  as  a sequela  in  3 
percent  of  these  patients. ^ Because  of  this 
therapeutic  requirement,  the  diagnosis  of 
beta  strep  must  be  confirmed  or  all  pharyn- 
gitis treated  for  ten  days.  The  10  day 
treatment  of  all  pharyngitis,  especially  in 
larger  families,  is  not  economically  prac- 
tical, and  in  non-strep  pharjmgitis  would 
expose  the  patient  to  the  dangers  of  need- 
less antibiotic  therapy. 

A method  which  is  claimed  to  yield  posi- 
tive cultures  for  beta  hemolytic  strep  in 
over  95  percent  of  the  patients  with  acute 
infection  with  beta  hemolytic  strep  was  em- 
ployed.^ Separate  studies  were  carried  out 
during  summer-fall  months  (6-20-67  to 
9-18-67),  and  during  winter-spring  months 
(1-22-68  to  4-5-68)  to  check  seasonal  vari- 
ance of  the  disease.  All  patients  who  came 
to  the  Auburn  Clinic  with  the  initial  com- 
plaint of  a sore  throat  or  who,  in  the  course 
of  history  and  physical  examination,  were 
felt  to  have  a pharyngitis,  were  admitted  to 
this  study.  Other  forms  of  upper  respira- 
tory disease  were  not  included.  Patients 
who  were  already  taking  any  antimicrobial 
medications  were  excluded.  No  charge  was 
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made  to  the  patient.  Approximately  100 
patients  were  cultured  in  each  phase  of  the 
study,  and  those  included  in  this  study  re- 
flect an  adequate  and  random  selection  of  our 
general  practice.  In  all  cases,  clinical  data 
regarding  age,  sex,  presence  or  absence  of 
fever,  lymphadenopathy,  exudate,  redness, 
or  normal  appearance  of  the  throat  was  re- 
corded at  the  time  the  culture  was  obtained. 

Sterile  cotton  swabs  were  used  to  obtain 
material  from  the  pharynx  for  culture.  With 
tongue  depressed  and  the  throat  adequately 
illuminated,  the  swab  was  rubbed  over  both 
tonsillar  areas  and  posterior  pharynx  and 
on  any  areas  with  exudate.  Care  was  taken 
not  to  touch  the  tongue  or  lips.  The  throat 
cultures  were  obtained  by  a physician  or  by 
a trained  office  aid. 

The  commercial  sheep  blood  agar  plates 
were  immediately  inoculated  by  rolling  the 
cotton  swabs  over  approximately  1/6  of  the 
plate.  With  a sterile  inoculating  loop,  the 
material  was  streaked  without  re-entering 
the  inoculum  or  resterilization  of  the  loop 
at  any  time.  The  loop  was  then  stabbed 
into  the  blood  agar.  The  covers  were  placed 
on  the  plates,  which  were  placed  in  an  incu- 
bator at  37°  C overnight. 

The  plates  were  read  the  day  following 
inoculation,  the  colony  characteristics  re- 
corded, and  each  type  of  colony  represented 
was  subcultured.  Gram  stains  were  made 
from  the  subcultures,  and  the  morphology 
described  by  a physician. 
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As  part  of  the  colony  characteristics  the 
presence  or  absence  of  beta  and  alpha 
hemolysis  was  noted.  In  the  winter  study, 
in  order  to  determine  whether  any  beta 
hemolytic  strep  was  group  A,  an  ataxo-A 
disc  (bacitracin)  was  placed  on  a blood  agar 
plate  which  was  streaked  heavily  with  ma- 
terial from  strep  colonies  exhibiting  beta 
hemolysis,  whether  they  were  found  on  the 
surface  of  the  plate  or  in  the  stabbed  areas. 
This  was  done  randomly  on  only  13  of  the 
20  cases  of  beta  hemolytic  strep  found  dur- 
ing the  winter  study.  Alpha  hemolytic  gram 
positive  cocci  wei’e  grown  against  an  optican 
disc  on  blood  agar  plates  to  distinguish  alpha 
strep  from  pneumococci. 

Cases 

This  study  involves  211  patients,  which, 
while  representative  of  our  rural  general 
practice  population,  is  small  for  detailed 
statistical  analysis.  All  statistical  work  was 
done  with  the  use  of  the  digital  computer 
at  the  University  of  Nebraska  College  of 
Medicine,  Omaha,  Nebraska. 

Table  1 presents  the  incidence  of  bac- 
teria cultured  fro  m symptomatic  pharyn- 
gitis in  both  phases  of  the  study.  Beta 
hemolytic  strep  was  cultured  2V-2  times  as 
often  during  the  fall-winter  phase  as  in  the 
spring-summer  phase.  Thirteen  cases  of 
beta  strep  in  the  winter  study  were  chosen 
at  random  for  second  subculture  with  an 
ataxo-A  disc  to  determine  the  incidence  of 
type  A beta  hemolytic  strep.  Five,  or  38.4 
percent  were  of  type  A.  The  incidence  of 
diphthroids  was  the  same  in  both  study 
phases,  with  hemophyllus  being  more  prom- 
inent in  the  winter.  Staphylococcus  was 


Table  1 

BACTERIA  CULTURED  FROM  THROATS  IN 
SUMMER  AND  WINTER  STUDIES 


SUMMER 

STUDY 

WINTER 

STUDY 

No.  of 

No.  of 

Per- 

Type 

Cases 

Percent 

Cases 

cent 

Beta  Hemolytic 

Strep 

8 

7.0 

20 

18.0 

Fusiform 

..  11 

10.0 

1 

0.9 

Neisserria  .... 

26 

25.0 

20 

18.0 

Diphtheroid  _ _ 

5 

4.0 

4 

3.0 

Pneumococci 

8 

7.0 

1 

0.9 

Hemophylus 

2 

1.0 

3 

2.0 

Staphylococcus 

60 

57.7 

74 

69.9 

Total  Number 

of  Patients 

104 

107 

cultured  from  more  than  half  of  the  throats, 
and  may  have  been  a pathogen  in  some. 
Since  the  purpose  of  this  study  concerned 
streptococci,  no  coagulase  studies  were  done. 
Alpha  hemolytic  strep  was  cultured  from  all 
throats,  and  the  bacillus  species  is  not  listed 
since  it  is  always  normal  flora. 

We  attempted  to  correlate  clinical  findings 
with  the  incidence  of  beta  hemolytic  strep  in 
an  attempt  to  find  criteria  of  sufficient 
significance  to  be  used  in  screening  patients 
with  pharyngitis  for  throat  culture.  The 
criteria  used  were  (1)  age  group  of  the  pa- 
tient, (2)  presence  of  elevated  temperature, 
(3)  presence  of  cervical  lymphadenopathy, 
and  (4)  appearance  of  throat. 

The  age  groups  defined  were  group  1 
(under  two  years),  group  2 (two  to  nine 
years),  group  3 (10  to  30  years),  and  group 
4 (over  30  years),  and  are  listed  on  Table 
2.  No  patients  under  two  years  had  beta 
strep.  Beta  strep  was  cultured  most  often 
in  group  3.  In  summary,  strep  was  cultured 
most  commonly  in  adolescents  and  young 
adults,  least  often  in  infants,  and  occasion- 
ally in  middle  and  old  age.  No  statistical 
significance  was  found  according  to  age 
group. 

Elevated  temperature  defined  as  any  tem- 
perature above  98.6°  C was  not  associated 
with  increased  culturing  of  beta  strep  in 
our  patient  as  shown  in  Table  3.  The  pre- 
senting temperature  may  have  been  altered 
by  antipyretics  taken  by  the  patient  before 
being  examined. 


Table  2 

INCIDENCE  OF  STREP  ACCORDING 
TO  AGE  GROUP 


No.  of 

No.  of 

%of 

Age 

Patients 

Patients  in 

Strep  in 

Gioup* 

with  Strep 

Age  Group 

Age  Group 

Summer  1 

0 

5 

0.00 

2 

2 

26 

7.69 

3 

5 

47 

10.63 

4 

1 

26 

3.84 

Winter  1 

0 

3 

0.00 

2 

5 

30 

16.66 

3 

11 

53 

20.75 

4 

•Age  Group — 

1 : 0 to  2 years 

2 : 2 to  9 years 

3 : 10  to  30  years 

4 : Over  30  years 

4 

21 

19.04 
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Cervical  lymphadenopathy  (Table  4) 
showed  no  correlation  with  beta  strep  phar- 
yngitis in  the  winter  phase.  Little  signifi- 
cance was  present  in  the  summer  phase. 

The  winter  phase  of  the  study  demon- 
strated only  25  percent  of  exudative  ton- 
sillitis-pharyngitis to  be  associated  with 
beta  strep,  with  only  5 percent  in  the  sum- 
mer phase.  Much  of  the  exudative  pharyn- 
gitis appeared  to  be  of  viral  etiology  since 
no  bacterial  pathogens  were  obtained  by 
culture  in  most  of  these  cases.  No  signifi- 
cant coiTelation  was  demonstrated  of  phar- 
yngeal appearance  to  the  presence  of  beta 
hemolytic  streptococcus. 

Table  3 

INCIDENCE  OF  B STREP  RELATED 
TO  TEMPERATURE 


Summer 

No  of  No.  of 

Patients  Patients  with 

Temperature  with  Strep  Symptoms  Percentage 

Normal 5 59  8.47 

Over  98.6°  C 3 45  6.66 

Winter 

Normal 14  57  24.56 

Over  98.6°  C 6 ' 50  12.00 


Table  4 

INCIDENCE  OF  STREP  ACCORDING  TO 
PRESENCE  OF  CERVICAL 
LYMPHADENOPATHY 

Summer 

No.  of  No.  of 

Patients  Patients  with 
with  Strep  Symptoms  Percentage 


Absent  3 53  5.66 

Present 5 51  9.80 

Winter 

Absent  10  52  19.23 

Present 10  55  18.18 


Table  5 

APPEARANCE  OF  THROAT  RELATED  TO 


THE  INCIDENCE  OF  B 

HEMOLYTIC 

STREP 

No.  of  No.  of 

Patients  Patients  with 
Group*  with  Strep  Symptoms 

Percentage 

Summer 

1 3 

41 

7.31 

2 3 

27 

11.11 

3 2 

36 

5.55 

Winter 

1 5 

29 

17.24 

2 9 

54 

16.66 

3 6 

24 

25.00 

‘Group  1 
2 
3 

Normal  appearance 
Erythematous 

Erythematous  with  exudate 

Discussion 

The  present  study  was  undertaken  to  de- 
termine the  usefulness  in  our  practice  of 
culturing  sore  throats  for  beta  hemolytic 
streptococcus.  Our  incidence  was  7 percent 
during  summer  months  and  18  percent  in 
winter  months  including  all  age  groups. 
This  agrees  favorably  with  11.5  percent  of 
Allen’s  study  of  the  Kansas  cases^  and  11.0 
percent  in  Holzel’s  British  study, ^ but  is 
much  less  than  the  27  percent  reported  by 
Cornfeld®  in  his  study  of  all  symptomatic 
upper  respiratory  infection.  Siegel,  in  a 
series  of  patients  from  3 to  16  year  age 
group  with  nasopharyngitis,  noted  47.7  per- 
cent cultured  beta  strep,  86  percent  of  which 
were  type  A.®  Our  patients  cultured  out 
only  38  percent  type  A.  The  patients  in 
our  series  demonstrated  no  statistically  sig- 
nificant correlation  between  culturing  of 
beta  strep  to  age,  fever,  appearance  of 
throat,  or  cervical  lymphadenopathy.  Breese 
noted  highest  incidence  in  the  5 to  10  year 
age  group,  while  ours  was  highest  in  the  10 
to  30  year  age  group. Most  of  our  beta 
strep  were  cultured  during  the  winter  phase 
as  were  those  of  the  Breese  group  from 
January  to  June.  All  studies  reviewed  con- 
clude clinical  examination  to  be  inadequate 
in  determining  with  sufficient  accuracy  the 
presence  of  beta  streptococcus  in  upper  res- 
piratory infection. 

Some  authors  have  questioned  the  benefit 
of  throat  culturing  since  some  studies  show 
rather  high  asymptomatic  carrier  rates. 
Breese,  in  his  10  year  study  in  private  pedi- 
atric practice,  found  an  extremely  low  car- 
rier rate  of  less  than  4 percent  and  thereby 
made  his  26.9  percent  positive  cultures  on 
ill  children  highly  significant  and  culturing 
worthwhile. 

Because  culturing  on  blood  agar  is  95  per- 
cent accurate  in  the  diagnosis,  throat  cul- 
ture becomes  a cheap  and  accurate  clinical 
aid.  The  price  of  a full  10  day  course  of 
penicillin  saved  in  nonstreptococcal  cases  is 
more  than  the  cost  of  the  culture  done  in 
the  clinic  or  office  and  is  a monetary  saving 
to  the  patients,  and  the  evils  of  unneces- 
sary antibiotic  therapy  are  averted.  Sheep 
blood  agar  plates  ai'e  available  at  a cost  of 
$0.50  each.  A very  adequate  incubator  can 
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be  purchased  for  under  $100.00.  Proper 
streaking  of  the  plates  can  easily  be  taught 
to  anyone.  Interpretation  of  the  results  is 
simple  and  can  be  recognized  by  any  office 
aid  after  a single  comparison  of  a plate  con- 
taining both  alpha  and  beta  hemolysis.  Our 
charge  to  the  patient  has  been  $2.00  per 
culture,  which  we  have  felt  to  be  practical 
for  the  patient  and  physician. 

Some  state  laboratories  provide  a strep 
culturing  service  to  physicians  at  no  cost 
other  than  postage.  Sterile  dacron  swabs 
are  used  because  of  the  supposed  anti- 
streptococcal  properties  of  cotton.  The 
swabs,  after  culturing,  may  be  mailed  dry 
or  in  broth  media,  with  good  survival  of  the 
organism  up  to  the  time  it  reaches  the  lab- 
oratory. Breese  found  beta  hemolytic  strep- 
tococci to  be  viable  in  nearly  100  percent 
on  dry  cotton  swabs  for  one  week,  and  be- 
lieves broth  media  and  dacron  swabs  to  be 
unnecessary.®  This  method  has  the  disad- 
vantage of  more  lag  time  between  culture 
and  return  of  the  report,  but  has  been  ef- 
fective in  many  areas. 

Most  authors  agree  that  a 48  hour  period 
between  culture  and  initiating  adequate 
treatment  does  not  increase  the  incidence  of 
nonsuppurative  complications  of  strep  in- 
fection. The  treatment,  therefore,  may  be 
delayed  pending  the  culture  report,  but  has 
the  drawback  of  increasing  the  already  bur- 
densome number  of  telephone  calls.  Another 
method  would  be  to  treat  all  pharyngitis  as 
if  it  were  beta  strep  for  several  days,  and 
inform  the  patients  of  culture  results  and 
any  continued  therapy  when  they  return  for 
followup  in  three  to  five  days. 

Conclusions 

After  reviewing  the  literature  and  com- 
pleting a 2-phase  study  on  the  incidence  of 
beta  hemolytic  streptococcus  in  our  com- 
munity, we  concluded  the  incidence  of  the 
disease  was  great  enough  to  culture  pharyn- 
gitis patients.  We,  as  others,  found  no  clin- 
ical guidelines  as  to  whom  to  culture,  and 


so  have  cultured  all  patients  complaining  of 
“sore  throat.”  Any  beta  hemolytic,  smooth, 
white,  gray,  or  transparent  colony,  is  sub- 
cultured on  a sheep  blood  agar  plate,  and  a 
bacitracin  disc  placed,  to  rule  out  non-type 
A beta  strep.  Any  patient  with  bacteria 
inhibited  by  the  bacitracin  disc  is  treated 
for  10  days.  Breese  believes  that  for  most 
clinical  purposes  the  colony  characteristics 
and  beta  hemolysis  are  enough  basis  for 
treatment  without  subculturing  for  typing.'^ 
No  Gram  stains  are  done  because  of  the  in- 
creased cost  to  the  patient  and  the  extra 
time  required  by  the  physician.  We  feel 
by  this  method  we  will  not  miss  type  A beta 
strep,  can  perform  cultures  on  all  patients, 
and  be  economically  practical,  although  we 
may  be  treating  an  occasional  hemolytic 
staph  albus. 
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Cancer  of  the  Breast: 

Thirty-Five  Years  Experience* 


WE  accept  radical  mastectomy  as 
the  primary  treatment  of  can- 
cer of  the  breast.  In  recent 
years  we  have  employed  x-ray  therapy 
and  chemotherapy  in  addition  to  radical 
mastectomy.  We  wondered  whether  crude 
figures  would  show  any  difference  in  the 
survival  of  patients  treated  with  these  added 
forms  of  therapy. 

Materials  and  Methods 

We  reviewed  697  cases  of  cancer  of  the 
breast  treated  at  the  University  of  Nebraska 
Hospitals  in  the  period  from  1926  through 
1962  as  recorded  in  our  tumor  registry. 

We  compared  the  survival,  in  years,  of 
patients  receiving  radical  mastectomy,  radi- 
cal mastectomy  plus  x-ray  therapy,  radical 
mastectomy  plus  chemotherapy,  and  radical 
mastectomy  plus  x-ray  therapy  and  chemo- 
therapy. We  also  compared  the  survival  of 
patients  in  Clinical  Stage  II  and  Stage  III 
at  the  time  of  treatment  and  plotted  the  sur- 
vival in  terms  of  5,  1<),  and  15  years  for 
these  patients. 

In  our  tumor  registry,  the  staging  of  tu- 
mors is  similar  to  the  Columbia  Classifica- 
tion. In  Stage  I,  the  lesion  was  localized 
and  less  than  2 cm  in  size.  In  Stage  II, 
the  lesion  has  invaded  surrounding  tissues. 
In  Stage  III,  the  lesion  has  metastasized  to 
regional  nodes.  In  Stage  IV,  the  lesion  has 
metastasized  to  distant  sites. 

In  this  study,  we  included  all  patients  re- 
ceiving x-ray  therapy  before  operation,  im- 
mediately after  operation,  or  for  tumor  re- 
current after  operation.  We  also  included 
all  x-ray  therapy  from  the  dosage  of  2,000 
roentgens  in  the  early  years  of  the  study  to 
present  dosages  of  from  4,000  to  6,000  R. 

We  included  all  patients  receiving  any 
type  of  chemotherapy,  whether  it  was  given 
at  operation,  after  operation,  or  for  recur- 
rent tumor. 

In  an  attempt  to  be  objective  we  counted 
all  deaths  as  deaths  from  cancer  of  the 
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breast,  even  though  death  may  have  been 
reported  from  other  disease. 

Results 

We  found  that  330  patients  out  of  the  697 
reviewed  received  a radical  mastectomy. 
The  others  had  some  contraindication  for 
radical  mastectomy. 

The  mean  age  of  the  697  patients  was  60.1 
years.  The  range  was  20  to  86  years,  with 
a median  of  61  years  and  a mode  of  72  years 
of  age. 

Tables  I through  IV  show  further  re- 
sults of  our  study. 

Table  I 

CANCER  OF  THE  BREAST 
OVERALL  AVERAGE  SURVIVAL 


Treatment  No.  Years 

Operation 151  7.3 

Operation  -i-  X-ray  Therapy 148  6.1 

Operation  -f  Chemotherapy 15  5.2 

Operation  + X-ray  -h  Chemotherapy.  16  5.4 


Table  II 

CANCER  OF  THE  BREAST 


5-YEAR,  10-YEAR 

AND 

15- YEAR 

SURVIVALS 

Treatment 

No. 

5 Year 

10  Year 

15  Year 

Operation 

151 

54% 

26% 

20% 

Operation  + X-ray 
Therapy 

148 

39% 

26% 

17% 

Operation  + Chemo- 
therapy 

16 

62  %* 

0% 

0% 

Operation  + X-ray 
-h  Chemotherapy 

__  15 

73  %* 

19% 

6% 

* — We  question  the  validity  of  these  survivals  because  of 
the  small  numbers  of  patients. 


*Presented  to  Southwestern  Surgical  Congress,  Denver,  Colo- 
rado, April  22,  1968. 

tResident  in  Surgery,  University  of  Nebraska  College  of 
Medicine,  Omaha,  Nebraska. 

^Instructor  of  Surgery,  University  of  Nebraska  College  of 
Medicine.  Omaha.  Nebraska. 
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Discussion 

Each  year  in  the  United  States,  60,000 
women  are  diagnosed  as  having  cancer  of 
the  breast,  and  20,000  die  of  this  diseased 

The  five-year  survivals  after  treatment 
with  radical  mastectomy  varied  from  37% 
to  68. 5%. 2-12  The  five-year  survivals  in 
Class  A (Columbia)  cancer  of  the  breast 
varied  from  70-92%  n- in  Class  B, 
48  - 60%  d- 6. 11.13,15  in  Class  C,  14- 
60%  d- 11' 15  and  in  Class  D,  0-16%.i' n- 1® 

During  the  years  of  the  study,  the  Uni- 
versity Hospital  received  medically  indigent 
patients  throughout  the  State  of  Nebraska. 
Our  patients  were  primarily  from  a low  in- 
come, rural  group  with  a predominance  of 
late  disease  (Class  II  and  Class  III). 

The  life  expectancy  of  a 60-year-old  fe- 
male in  the  United  States  in  1929  was  16.05 
years,  and  in  1964  was  19.0  years. i® 

We  believe  that  the  10-year,  15-year,  and 
20-year  survival  figures  are  more  valuable 
in  studies  of  treatment  of  cancer  of  the 
breast  because  of  the  nature  of  the  disease 
and  the  late  manifestation  of  recurrences 
and  metastases. 

As  shown  in  Table  I,  our  patients  with 
cancer  of  the  breast  treated  with  radical 
mastectomy  alone  had  the  best  survival 
rate. 

Again,  as  shown  in  Table  II,  the  patients 
treated  with  radical  mastectomy  alone  had 


Table  III 

CANCER  OF  THE  BREAST 
STAGE  II  — SURVIVAL 


Treatment 

5 Year 

10  Year 

15  Year 

Operation 

-75% 

44% 

23% 

Operation  -f-  X-ray  Therapy_ 

_56% 

40% 

27% 

Operation  -|-  Chemotherapy  _ 

-71% 

0% 

0% 

Operation  -|-  X-ray 

-|-  Chemotherapy 

80% 

40% 

20% 

Table  IV 

CANCER  OF  THE  BREAST 


STAGE  III  — SURVIVAL 

Treatment  5 Year  10  Year 

Operation  36%  15% 

Operation  + X-ray  Therapy 35%  23% 

Operation  + Chemotherapy 66%  0% 

Operation  -|-  X-ray 

+ Chemotherapy 50%  10% 


15  Year 

3% 

14% 

0% 

0% 


the  best  survival  rates  with  two  exceptions. 
The  ten-year  survival  of  patients  treated 
with  radical  mastectomy  plus  x-ray  therapy 
was  the  same  as  the  ten-year  survival  of  pa- 
tients treated  with  radical  mastectomy 
alone.  The  five-year  survival  of  patients 
treated  with  radical  mastectomy  plus  chemo- 
therapy and  radical  mastectomy  plus  x-ray 
therapy  and  chemotherapy  exceeded  the 
five-year  survival  rates  of  patients  treated 
with  radical  mastectomy  alone,  however,  the 
numbers  of  patients  receiving  these  added 
forms  of  therapy  were  small. 

Considering  only  patients  with  Stage  II 
cancer  of  the  breast,  as  shown  in  Table  III, 
patients  treated  with  radical  m.astectomy 
alone  had  a better  five-year  and  ten-year 
survival  than  those  treated  with  radical  mas- 
tectomy plus  x-ray  therapy.  However  the 
15-year  survival  of  patients  treated  with 
radical  mastectomy  plus  x-ray  therapy  was 
better  than  those  treated  with  radical  mas- 
tectomy alone. 

Considering  only  patients  with  Stage  HI 
cancer  of  the  breast,  as  shown  in  Table  IV, 
patients  receiving  radical  mastectomy  plus 
x-ray  therapy  had  better  survival  rates  at 
10  and  15  years  than  those  treated  with 
radical  mastectomy  alone. 

The  patients  with  Stage  I lesions  who  had 
a radical  mastectomy  were  too  small  in  num- 
ber for  discussion  and  we  believe  that  radical 
mastectomy  is  not  indicated  in  Stage  IV 
lesions. 

Some  have  used  x-ray  therapy  after  oper- 
ation routinely.  Others  limited  x-ray  ther- 
apy after  operation  to  patients  with  medial 
quadrant  lesions.  Others  used  x-ray  ther- 
apy after  operation  only  for  recurrent  tumor 
in  skin,  lymph  nodes,  mediastinum,  or  bone. 
The  staff  of  this  hospital  has  no  routine, 
and  our  series  included  all  of  the  above  in- 
cluding those  who  had  no  x-ray  therapy. 

We  have  not  used  adjuvant  chemotherapy 
at  the  time  of  operation  routinely. 

We  have  not  used  chemotherapy  long 
enough  to  have  an  adequate  number  of  pa- 
tients nor  an  adequate  five-year  and  ten- 
year  follow-up.  Thus  it  would  be  impos- 
sible to  make  valid  comments  on  the  results 
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in  our  patients  receiving  chemotherapy.  We 
are  continuing  to  use  chemotherapy  for  re- 
current cancer.  We  have  seen  objective  and 
subjective  responses,  and  plan  to  reevaluate 
our  experience  after  several  years. 

Summary 

We  reviewed  697  cases  of  cancer  of  the 
breast  treated  at  the  University  of  Nebraska 
Hospitals  from  1926  through  1962.  Of  these 
patients,  330  had  a radical  mastectomy. 

X-ray  therapy  and  chemotherapy  were 
used  in  addition  to  radical  mastectomy  in 
179  of  these  patients. 

Overall  we  found  the  best  survival  in  pa- 
tients receiving  radical  mastectomy  alone. 
However,  patients  with  Stage  II  cancer  of 
the  breast  who  received  radical  mastectomy 
plus  x-ray  therapy  had  a better  15-year  sur- 
vival. Patients  with  Stage  HI  cancer  of  the 
breast  who  received  radical  mastectomy  plus 
x-ray  therapy  an  improved  10-year  and  15- 
year  survival. 
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1.  Medicaid  fees 

The  American  Medical  Association  ques- 
tioned whether  the  Department  of  Health, 
Education  and  Welfare  has  the  authority  to 
issue  its  recent  regulation  limiting  physi- 
cians’ fees  under  medicaid. 

“We  question  whether  the  authority  grant- 
ed by  the  Congress  embraces  the  promulga- 
tion of  this  regulation,”  Dr.  Ernest  B.  How- 
ard, executive  vice  president  of  the  AMA, 
said  in  a letter  to  HEW. 

“This  regulation  appears  to  reverse  the 
roles  of  state  and  federal  government  estab- 
lished in  the  law  itself.” 

The  regulation  limits  most  physicians’ 
fees  to  the  75th  percentile  of  the  customary 
charge  — the  maximum  customary  fee  of 
75  per  cent  of  the  physicians  in  the  area. 

After  offering  HEW  the  cooperation  of 
the  AMA  in  its  efforts  to  contain  rising 
medicaid  costs.  Dr.  Howard  pointed  out  that 
the  “comprehensive”  care  goal  of  the  pro- 
gram could  not  be  achieved  “without  sub- 
stantial funding,  both  state  and  federal.” 

“Moreover,  it  has  always  been  recognized 
that  the  intent  of  Title  XIX  (medicaid), 
when  adopted,  was  to  dissolve  any  barriers 
which  existed  between  medical  care  avail- 
able to  the  medically  indigent  and  other  citi- 
zens,” the  AMA  statement  said. 

“It  also  recognized  that  payment  to  physi- 
cians participating  in  the  government  pro- 
gram should  be  on  the  basis  of  reasonable 
charges,  i.e.,  usual  charges  of  the  physician 
within  the  customary  range  of  charges  for 
similar  services  in  the  community,  so  as  to 
assure  a broad  range  of  participation  by 
physicians  in  the  program  and  eliminate  one 
of  the  obstacles  to  the  care  of  patients 
on  the  same  level  as  that  provided  other  per- 
sons in  the  community.  This  was  essen- 
tially the  approach  taken  in  the  January  25, 
1969,  regulations  concerning  “Reasonable 
Charges,”  in  which  “Customary  charges 
which  are  reasonable”  was  established  as 
the  upper  limit  for  payment  for  non-institu- 


tional  services.  We  believe  that  the  January 
25th  pronouncement  more  accurately  com- 
ports with  the  Congressional  intent  ex- 
pressed in  Section  1903(a)  (30)  of  the  Medi- 
caid law,  than  does  the  new  regulation  . . . 

“In  departing  from  this  earlier  standard, 
by  establishing  arbitrary  limits  on  payments 
to  individual  practitioners,  it  should  be  rec- 
ognized that  the  July  1 regulations  may 
again  raise  a barrier  to  providing  private 
care  to  the  medically  indigent. 

“There  can  be  no  question  that  any  fee 
abuses  in  the  program,  whether  by  indi- 
vidual practitioners  or  other  providers,  must 
be  ferreted  out  and  eliminated.  On  the  other 
hand,  the  true  effect  of  the  proposed  regula- 
tions must  be  kept  in  proper  perspective, 
since  physicians’  fees  represent  only  approxi- 
mately 11%  of  the  costs  of  the  Medicaid 
program.  Consequently,  if  the  basic  con- 
cern is  with  the  total  costs  of  the  program, 
the  remedy  in  our  opinion,  is  not  through 
regulations  which  restrict  physicians’ 
charges.” 

On  the  Congressional  front,  the  medicaid 
law  was  amended  to  give  the  states  some 
relief  in  fiscal  difficulties  arising  from  the 
program. 

States  now  have  until  July  1,  1977,  to  sub- 
mit comprehensive  plans  of  medical  care 
for  all  needy  persons  under  medicaid.  Under 
the  original  medicaid  law,  participating 
states  had  to  come  up  with  such  a plan  by 
July  1,  1975.  But  rising  health  care  costs 
resulted  in  medicaid  fiscal  difficulties  for 
so  many  states  that  Congress  delayed  the 
deadline  for  two  years  and  relaxed  other 
requirements  to  ease  the  financial  bind. 

One  of  the  new  amendments  permits  states 
to  reduce  their  services  under  medicaid.  In 
the  past,  they  couldn’t.  But  a state  still  can- 
not reduce  overall  medicaid  spending. 

Rep.  Wilbur  D.  Mills  (D.,  Ark.),  chair- 
man of  the  House  Ways  and  Means  Com- 
mittee, said  the  changes  in  the  law  should 
give  states  some  financial  relief  and  also  give 
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Congress  time  to  consider  what  long-range 
revisions  are  desirable  in  medicaid. 


2.  President  Nixon 

President  Nixon  said  the  nation  will  be 
confronted  with  a “massive”  crisis  in  health 
care  unless  government  and  the  private  sec- 
tor cooperates  to  hold  down  costs  and  to  im- 
prove the  system  of  delivery  of  medical 
services. 

He  made  the  statement  in  commenting  on 
Health,  Education  and  Welfare  Department’s 
“Report  on  the  Health  of  the  Nation’s  Health 
Care  System.”  It  carried  the  names  of  both 
HEW  Secretary  Robert  H.  Finch  and  HEW 
Assistant  Secretary  of  Health  and  Scientific 
Affairs  Roger  0.  Egeberg,  M.D. 

“This  nation  is  faced  with  a breakdown  in 
the  delivery  of  health  care  unless  immedi- 
ate concerted  action  is  taken  by  government 
and  the  private  sector,”  the  report  said.  “Ex- 
pansion of  private  and  public  financing  for 
health  services  has  created  a demand  for 
services  far  in  excess  of  the  capacity  of  our 
health  system  to  respond.  The  result  is  a 
crippling  inflation  in  medical  costs  causing 
vast  increases  in  government  health  expendi- 
tures for  little  return,  raising  private  health 
insurance  premiums  and  reducing  the  pur- 
chasing power  of  the  health  dollar  of  our 
citizens.” 

The  report  said  the  medicaid  program  — 
“badly  conceived  and  badly  organized”  — 
was  a major  factor  in  rapidly  rising  health 
care  costs  by  attempting  “to  provide  medi- 
cal services  for  the  poor  by  pushing  them 
into  the  nation’s  already  overburdened  health 
care  system  without  developing  the  capacity 
in  the  system  to  serve  them  and  without 
building  the  capability  in  the  states  to  man- 
age the  program.” 

The  report  also  said  overtaxed  health 
resources  are  being  used  wastefully  and  not 
being  expanded  rapidly  enough.  And  not 
enough  attention  is  being  given  to  preven- 
tive health  care,  the  report  said. 

Two  advisory  groups  were  set  up : a HEW 
Secretary’s  Task  Force  on  Medicaid  and 
Related  Programs  under  co-chairman  HEW 
Undersecretary  John  G.  Veneman  and  Walter 


J.  McNerney,  president  of  Blue  Cross,  and  a 
special  industry  group  with  David  J.  Ma- 
honey, president  of  Norton  Simon,  Inc.,  as 
chairman. 

Dwight  L.  Wilbur,  M.D.,  then  president 
of  the  American  Medical  Association,  con- 
gratulated the  Nixon  Administration  for  tak- 
ing “such  a thoughtful  look  at  the  accumu- 
lated problem  that  has  been  built  up  in  the 
past  as  a result  of  hurriedly  enacted  pro- 
grams, the  buildup  of  unattainable  expecta- 
tions and  creation  of  unsound  administrative 
operations.” 

“Correcting  the  consequences  of  massive 
disruptions  and  past  political  errors  will  call 
for  the  cooperation  and  dedication  in  the 
government  and  private  sectors,”  Dr.  Wilbur 
said.  “This  includes  physicians,  other  pro- 
fessionals, many  in  related  fields,  hospitals, 
government,  insurance  payors  and  many 
others.” 

Dr.  Wilbur  also  welcomed  a call  by  Finch 
and  Dr.  Egeberg  for  discipline  through  the 
profession  itself  of  “the  very  few  members 
of  the  medical  profession  who  have  report- 
edly abused  the  (medicare  and  medicaid) 
programs.” 


3.  AMA  testimony 

Recent  testimony  by  AMA  witnesses  be- 
fore Congressional  committees  included: 

— Dr.  0.  L.  Simenstad,  member  of  the 
AMA  Board  of  Trustees,  before  the  Senate 
Monopoly  (Nelson)  Subcommittee: 

“The  advertising  policies  of  the  AMA 
have  recognized  consistently  the  uniqueness 
of  drug  advertising  in  that  it  should  not  be 
directed  to  the  public,  but  to  physicians, 
and  because  of  the  public  interests  involved, 
it  should  be  responsibly  presented.  As  the 
drug  products  in  this  country  have  become 
more  sophisticated,  the  Association’s  adver- 
tising policies  have  undergone  evolution. 
Initially,  an  ‘ethical’  manufacturer  was  re- 
quired to  disclose  the  formula  of  his  ad- 
vertised products.  ‘Secret  nostrums’  could 
not  be  advertised  in  responsible  medical  jour- 
nals such  as  JAMA.  Today,  honest  presen- 
tation of  claims  is  the  primary  criterion  . . . 
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“The  policy  of  the  AMA  has  been  to  up- 
date the  advertising  standards  as  the  drug 
field  changes.  Two  of  the  basic  tenets  have 
remained  unchanged,  however.  One  is  that 
‘the  appearance  of  advertising  in  AMA  pub- 
lications is  not  an  AMA  guarantee  or  en- 
dorsement of  the  product  or  the  claims  made 
for  the  product  by  the  manufacturer’  and 
the  other  is  that  advertising  space  will  not 
be  sold  unless  ‘the  inclusion  of  advertis- 
ing material  does  not  interfere  with  the  pur- 
pose of  the  publication’.’’ 

— Dr.  Pierre  Salmon,  member  of  the  AMA 
Committee  on  Aging,  before  the  Senate 
Long-Term  Care  Subcommittee: 

“We  believe  that  the  medical  profession 
should  take  the  lead  in  organizing  ‘commun- 
ity coordinating  committees’  to  assume  over- 
all responsibility  in  coordinating  available 
health  facility  services  in  the  community. 
We  have  suggested  that  local  medical  so- 
cieties invite  representatives  of  the  other 
health  agencies  and  professions  in  the  area 
to  discuss  and  consider  jointly  the  commun- 
ity’s particular  problems  with  regard  to  long- 
term care  — both  convalescent  and  custodial 
care.  Some  local  medical  societies  have 
taken  this  initiative.” 

— Dr.  Frederick  S.  Swartz,  chairman  of  the 
AMA  Committee  on  Aging,  before  the  Senate 
Subcommittee  on  Health  of  the  Elderly: 

“Age  is  no  bar  to  good  medical  or  surgical 
treatment  including  open  heart  surgery,  so 
long  as  the  patient  presents  himself  as  a 
reasonably  physiologically  functioning  unit 
to  the  physician. 

“The  medical  and  paramedical  services  — 
the  physician  and  the  para-physician  per- 
sonnel — must  begin  to  realize  that  some- 
thing can  be  done  for  diseases  found  among 
the  oldsters.  The  days  of  condescension 
medicine  to  ‘grandpap’  and  ‘grandma’  is  at 
an  end.” 

— Philip  L.  White,  secretary  of  the  AMA 
Council  on  Foods  and  Nutrition,  before  the 
Senate  Committee  on  Nutrition  and  Human 
Needs: 

“.  . . the  United  States  needs  to  develop  a 
national  nutrition  policy  . . . The  develop- 
ment of  goals  in  food  production  and  distri- 


bution, the  establishment  of  adequate  levels 
of  nutrient  intake  for  individuals  and  groups 
of  people,  plans  for  the  nourishment  of  our 
future  expanded  populations  are  but  a few 
of  the  issues  which  require  national  atten- 
tion.” 

— Dr.  Henry  Brill,  chairman  of  the  AMA 
Committee  on  Alcoholism  and  Drug  Depend- 
ence, before  the  House  Education  Subcom- 
mittee : 

“In  the  course  of  the  AMA’s  work  in  this 
field,  we  have  been  profoundly  impressed  by 
the  fundamental  importance  of  public  educa- 
tion about  narcotic,  depressant  and  stimu- 
lant drugs.  In  the  first  instance,  of  course, 
public  information  has  a decisive  impact 
on  public  attitudes  and  opinions,  and  in  the 
long  run  this  determines  public  policy.  If 
drug  taking  for  pleasure  should  ever  be- 
come socially  acceptable  in  this  country  and 
accepted  as  a harmless  pastime,  one  could 
confidently  predict  that  control  of  drug  de- 
pendence would  become  impossible.” 

— Dr.  Marvin  A.  Block,  a member  of  the 
AMA  Committee  on  Alcohol  and  Drug  De- 
pendence, before  the  Senate  Subcommittee 
on  Alcoholism  and  Narcotics : 

“.  . . the  crying  need,  aside  from  that  of 
research  and  education,  is  for  community 
facilities  to  treat  and  care  for  the  alcoholic 
patient,  who  is  entitled  to  the  same  rights 
and  opportunities  for  treatment  accorded 
other  sick  people.” 


Procedure  for  Management  of  the  Severe 
Dumping  Syndrome  — R.  M.  Letts  and 
D.  A.  Maciver  (National  Defense  Medical 
Center,  Ottawa).  Canad  Med  Assoc  J 
100:1001-1004  (June  7)  1969. 

An  eight-year  review  of  70  partial  gastrec- 
tomies revealed  a 29%  incidence  of  the  dump- 
ing syndrome.  Three  patients  were  severe- 
ly incapacitated.  The  paper  describes  the 
preoperative  findings  in  these  three  patients, 
their  treatment  by  construction  of  a Poth 
pouch  (a  pouch  of  jejunum  with  an  anti- 
peristaltic  outlet)  and  their  subsequent  post- 
operative course  and  satisfactory  follow-up 
over  a minimum  period  of  eight  months. 
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Respiratory  Diseases 


HOME  CARE  OF  CHRONIC  RESPIRATORY 
DISEASE 

In  an  effort  to  reduce  the  number  of  hos- 
pital readmissions  or  prevent  permanent 
hospitalization  of  patients  with  chronic 
respiratoi*y  insufficiency,  a Home  Care 
Program  was  established  10  years  ago  by 
the  Winnipeg  General  Hospital.  Para- 
medical personnel  play  an  important  role  in 
the  successful  operation  of  the  program  at 
low  cost. 

In  1958  the  Winnipeg  General  Hospital  (Mani- 
toba, Canada)  established  a “Home  Care  Pro- 
gram” for  patients  with  chronic  respiratory  in- 
sufficiency. It  was  hoped  that  repeated  hospital 
admissions  or  permanent  hospitalization  for  such 
patients  would  prove  unnecessary.  This  report 
is  concerned  with  the  experience  during  the  first 
10  years. 

Patients  with  repeated  hospital  admissions  over 
a period  of  years  or  with  persistent  hypoxia  and 
hypercapnia,  despite  intensive  therapy,  were  given 
high  priority  for  admission  to  the  program.  The 
suitability  of  the  patient  w'as  judged  by  his  medical 
history  and  physical  status,  respiratory  function, 
home  and  family  situation,  and  medical  and  para- 
medical requirements. 

During  the  10-year  period  the  148  admissions 
spent  a total  of  71,247  days  on  the  program.  The 
average  was  482  days.  There  were  70  deaths  (47 
per  cent)..  The  average  length  of  time  on  the  pro- 
gram of  those  who  died  was  361  days. 

Of  14  patients  admitted  to  the  program  between 
1958  and  1962,  only  one  is  alive  at  the  time  of  this 
report.  Of  39  admitted  between  1963  and  1965, 
15  (48  per  cent)  are  still  alive. 

Rehospitalization  was  required  for  82  patients, 
or  55  per  cent.  However,  the  total  hospitaliza- 
tion of  these  patients  was  4,078  days,  and  they 
were  on  the  Home  Care  Program  only  5.7  per  cent 
of  this  time. 

COST  OF  PROGRAM 

The  cost  of  the  program  for  one  year  (1967) 
was  $15,262.69.  The  cost  per  patient  per  year 
was  $193.20,  or  53  cents  a day.  The  costs  include 
maintenance  of  equipment  and  administration  as 
well  as  physician  and  nurses  fees,  homemaking 
service,  transport,  meal  delivery,  and  oxygen.  In 
Winnipeg  this  annual  cost  would  cover  only  four 
or  five  days  in  an  acute-care  hospital  bed;  seven  to 
eight  days  in  a chronic-care  hospital,  and  10  to 
12  days  in  a nursing  home. 

Financing  of  the  program  is  from  funds  of  the 
Manitoba  Hospital  Commission  and  from  a provin- 
cial government  rehabilitation  health  grant.  A few 
patients  may  be  asked  to  contribute  to  the  cost 
on  the  basis  of  their  reported  taxable  income,  but 
this  is  rare.  Intermittent  Positive  Pressure  Breath- 
ing (IPPB)  equipment  is  loaned  to  the  individual 
patient  from  a central  pool  operated  by  the  pro- 
vincial government. 


Patients  thus  far  admitted  to  the  study  were 
all  suffering  from  a chronic  illness,  principally  res- 
piratory, cardiac,  neurological,  or  malignant  dis- 
ease. 

The  program  is  administered  by  a medical  direc- 
tor, or  secretary,  and  a nursing  coordinator  who 
seiwe  as  a “health  team”  in  providing  the  medical 
and  paramedical  seiwices  required  by  the  patient. 
The  team  has  responsibility  also  for  the  dissemina- 
tion of  reports  to  and  from  other  agencies  active  in 
the  program. 

In  1967  nurses  of  the  Victorian  Order  of  Nurses 
made  1,560  visits  to  the  patients  at  home.  Re- 
assessment of  the  patient’s  condition  was  made  at 
intervals  of  from  two  to  six  months  in  the  out- 
patient clinic  of  the  hospital.  When  necessary, 
the  resident  physician  assigned  to  respiratory  dis- 
eases visited  the  patient  at  home. 

OTHER  SERVICES 

Provision  is  also  made  for  the  services  of  such 
other  paramedical  personnel  as  inhalation  therapists 
and  physiotherapists  and,  where  called  for,  a home- 
maker to  assist  the  family.  Although  the  ma- 
jority of  patients  go  to  the  hospital  for  physio- 
therapy, a physiotherapist  on  occasion  may  visit 
the  home.  Regular  communication  is  maintained 
with  patients  who  live  in  the  country  some  distance 
from  the  hospital. 

In  the  care  of  chronic  respiratory  disease  pa- 
tients, the  measures  used  have  been  designed  pri- 
marily to  mitigate  functional  disturbances  and  to 
prevent  exacerbations  of  acute  respiratory  insuffi- 
ciency. The  majority  of  these  patients  had  chronic 
obstructive  pulmonary  disease.  Among  them  re- 
sistance to  airflow  was  a major  problem,  probably 
due  to  secretions,  loss  of  elasticity,  and/or  broncho- 
spasm.  Care  of  these  patients  has  been  directed 
at  reducing  the  work  of  breathing,  increasing  alve- 
olar ventilation,  and  improving  exercise  tolerance. 

Reduction  in  secretions  was  accomplished  by  re- 
moval of  irritants,  particularly  cessation  of  smok- 
ing; by  saline  douches  of  the  nasal  passages  in 
patients  with  postnasal  discharge;  and  by  prompt 
and  vigorous  treatment  of  infection. 

By  adequate  hydration  and  postural  drainage, 
elimination  of  secretions  was  improved.  Broncho- 
spasm  was  relieved  by  effective  oral  and  aerosol 
administration  of  bronchodilators.  For  many  pa- 
tients with  chronic  obstructive  lung  disease  who 
were  unable  to  take  a deep  breath  and  had  inade- 
quate alveolar  ventilation  persistently,  IPPB  was 
provided  at  home. 

INCREASED  MOBILITY 

Diaphragmatic  breathing  training  was  a part  of 
the  program  as  was  gradual  increase  in  physical 
activity.  Although  excessive  physical  activity  was 
avoided  during  an  acute  illness,  invalidism  was  dis- 
couraged. General  physical  fitness  improved  with 
reasonable  physical  activity  through  gradually  in- 
creased exercise.  This  ability  to  increase  mobility 
and  exercise  tolerance  improved  mental  outlook. 
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Although  it  is  disappointing  that  the  life  span 
of  the  patients  on  the  program  was  not  longer,  it 
must  be  emphasized  that  the  prerequisites  for  ad- 
mission were  stringent.  The  real  benefits  cannot 
be  deduced  from  the  number  of  hospital  readmis- 
sions and  the  mortality  statistics.  Several  patients 
with  severe  insufficiency  were  sent  home  even 
thought  it  was  realized  they  might  have  to  be  re- 
admitted to  the  hospital.  In  several  instances, 
patients  were  discharged  from  the  hospital  to  spend 
their  last  few  days  at  home. 

Care  of  the  patients  was  primarily  centered  around 
paramedical  services  rather  than  medical.  The  cost 
of  home  visits  by  residents  was  only  a small  part 


of  the  total  cost  of  the  program.  Paramedical  per- 
sonnel should  certainly  be  considered  an  integral 
and  essential  component  of  the  management  of  pa- 
tients with  chronic  respiratory  insufficiency. 

The  program  made  prolonged  stays  in  the  hos- 
pital unnecessary,  and  likewise  long  confinement 
in  nursing  homes  or  extended  care  institutions. 
The  patient  and  his  family  responded  to  the  op- 
portunity for  him  to  remain  in  comfortable  and 
familiar  surroundings  during  the  late  phases  of  his 
illness. 

— Reuben  M.  Cherniack,  M.D.  ; Robert  G.  Handford,  M.D., 
and  Edith  Svanhill.  The  Journal  of  the  American  Medical 
Association.  May  5,  1969. 


AMA  Council  on  Foods  and  Nutrition 


If  physicians  are  finding  their  patients 
better  nourished  and  more  robust,  their  im- 
proved dietary  habits  may  well  stem  from 
the  many  educational  programs  of  the  AMA 
Council  on  Foods  and  Nutrition. 

Dating  back  to  1930  when  the  AMA 
Board  of  Trustees  established  a Committee 
on  Foods,  which  evolved  into  the  Council  on 
Foods  and  Nutrition  in  1937,  the  members 
have  spearheaded  numerous  programs  and 
have  developed  a solid  liaison  with  the  food 
industry  to  promote  good  nutrition  and  to 
alert  the  public  against  the  folly  of  food 
faddism.  Its  activities  are  implemented  by 
the  13  staff  members  of  the  AMA  Depart- 
ment of  Foods  and  Nutrition. 

The  Council  also  encourages  research. 
Each  year,  in  behalf  of  the  Nutrition  Foun- 
dation, Inc.,  the  AMA  with  the  Council  pre- 
sents a citation  and  $1,000  at  the  AMA  An- 
nual Convention  to  a physician  “for  out- 
standing achievement  in  the  field  of  clinical 
nutrition.”  This  past  July  at  the  118th  Con- 
vention in  New  York  City,  the  recipient  was 
Nevin  S.  Scrimshaw,  M.D.,  Ph.D.,  named  for 
his  pioneering  research  on  nutrient  needs 
and  their  interaction  in  health  and  disease. 
He  is  professor  and  head  of  the  department 
of  nutrition  and  food  science  at  the  Massa- 
chusetts Institute  of  Technology. 

As  winner  of  this  1969  Joseph  Goldberger 
Award  in  Clinical  Nutrition,  Doctor  Scrim- 
shaw will  be  further  honored  through  the 
presentation  of  Goldberger  fellowships  to 
medical  students  who  are  researching  clinical 
nutrition  during  the  nonacademic  portion  of 


their  school  year.  Fourteen  fellowships  have 
been  awarded  this  year,  selected  from  the  25 
students  who  have  applied  for  these  grants. 

The  AMA  Council  on  Foods  and  Nutrition 
also  exercises  its  leadership  by  arranging 
for  physicians  who  are  experts  in  nutrition 
to  lecture  at  colleges  and  universities.  Each 
lecturer  spends  an  entire  day  leading  sem- 
inars on  the  campus  and  meeting  informally 
with  the  faculty  and  students.  Since  this 
program  was  instituted  five  years  ago,  some 
200  colleges  and  universities  have  hosted 
these  seminars,  and  58  are  scheduled  for  the 
academic  term  of  the  1969-70  year  in  the 
mid-Atlantic  and  southern  sections  of  the 
U.S. 

Cooperation  with  the  food  industry  is  also 
one  of  the  prime  objectives  of  the  Council 
members  and  staff.  Working  with  an  AMA- 
Food  Industry  Liaison  Committee,  they  pro- 
vide their  experts  to  further  a high  nutri- 
tional level  throughout  the  country.  For 
example,  the  Council  and  Liaison  Committee 
recently  conducted  a symposium  on  food 
standards  in  order  to  expedite  the  advances 
in  food  and  nutrition  and  bring  the  bene- 
fits more  quickly  to  the  consumer. 

The  AMA  Council  and  Department  fur- 
ther establish  their  leadership  by  encourag- 
ing recognized  leaders  in  the  field  of  nutri- 
tion to  prepare  articles  on  their  research 
and  review  the  interpretations  of  nutrition 
“break-throughs.”  Four  of  these  recently 
published  articles  which  are  available  upon 
request  from  the  AMA  are  “Improvement 
of  Nutritive  Quality  of  Foods,”  “Intestinal 
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Response  to  the  Body’s  Requirements  for 
Iron:  Control  of  Iron  AbsoiqDtion,”  “Iron 
Deficiency  in  the  United  States,’’  and  “Sub- 
stitutes for  Whole  Milk.” 

With  the  currently  well-publicized  problem 
of  hunger  among  low  income  families,  the 
Council  quickly  reacts  to  and  anticipates  the 
topicality  of  these  reports  in  the  national 
media.  At  present,  it  is  programming  a 
meeting  of  experts  to  discuss  “The  Role  of 
Malnutrition  in  the  Pathogenesis  of  a Slum.” 


Its  interests  and  services  extend  beyond  the 
United  States,  however;  it  staged  the  first 
Western  Hemipshere  Nutrition  Congress  in 
Chicago  in  1965,  long  before  “world  hunger” 
became  a “popular”  and  “political”  issue,  and 
the  second  Congress  was  held  last  year  in 
San  Juan,  Puerto  Rico.  The  third  Congress 
is  planned  for  1971  and  among  the  partici- 
pants will  be  representatives  from  agricul- 
ture, government,  the  medical  profession, 
and  social  agencies. 


While  Making  Rounds 


The  Doctor’s  Dictionary. 

a.  lx 

b.  FYI 

c.  CIS 

d.  NA 

e.  BF 

(Answers  on  page  607). 

Quote  Unquote. 

No  man  is  a good  doctor  who  has  never 
been  sick  himself. 

— Confucius 

The  physician  philosopher  is  equal  to  the 
gods. 

— Hippocrates 

A sick  mind  cannot  endure  harshness. 

— Ovid 

Dyspepsia  is  the  remorse  of  a guilty 
stomach. 

— Kerr 

A little  with  quiet  is  the  only  diet. 

— Herbert 

Words  We  Can  Do  Without. 

Overview 

Cogitation 

To  my  knowledge 

Eburnated 

Various  and  sundry 

Our  Own  Monthly  Statistical  Report. 

U.  S.  medical  school  graduates: 

I960  — 7,087 

1967  — 7,749 

1968  — 7,966 


Anniversary  Time. 

September  14,  1963: 

Fischer  quintuplets  born. 

Strange  Disease  Of  The  Month. 

Ca  disease.  It’s  chronic  alcoholism : 

CaHgOH. 

How  Interesting. 

Most  alliterative  title  we  ever  saw: 
“Cholera  Carriers  in  Calcutta.” 

Who? 

Who  said  schizophrenia? 

Bleuler. 

Why  Do  We? 

Why  do  we  say  one  plus  or  two  plus  for 
laboratory  tests? 

There’s  no  minus. 

— (P.M.) 

Lines  To  Practice  By. 

“Don’t  touch  the  patient  — state  first 
what  you  see.” 

— Osier 

New  Specialty: 

Environmentologist. 

Q & A. 

Q:  Is  the  table  high  enough? 

A:  Yes,  if  it  won’t  go  any  higher. 

— F.C. 
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Medicinews 


Scientific  symposium 

A scientific  symposium  on  the  biological 
effects  and  health  implications  of  microwave 
radiation  will  be  held  September  17  to  19, 
1969  in  the  John  Marshall  Hotel  in  Richmond, 
Virginia,  Environmental  Control  Adminis- 
tration Commissioner  Chris  A.  Hansen  an- 
nounced. 


Conference  on  stroke 

A Conference  on  Stroke,  September  19- 
20,  1969,  Pick-Nicolett  Hotel,  Minneapolis, 
Minnesota.  Conference — sponsored  by  The 
American  Rehabilitation  Foundation,  under 
a grant  from  Social  and  Rehabilitation  Serv- 
ices, U.S.  Department  of  Health,  Education, 
and  Welfare  — reports  the  results  of  a four- 
year  research  project  conducted  at  the  Kenny 
Rehabilitation  Institute  entitled  “Rehabilita- 
tive Predictors  in  Completed  Stroke.”  Twen- 
ty-five national  leaders  in  fields  of  rehabili- 
tation medicine,  neurology,  speech,  and  relat- 
ed specialties  will  serve  as  panelists  and 
speakers,  reflecting  the  multidisciplinary  na- 
ture of  the  research  project.  Sessions  in- 
clude measurements  of  improvement  in  com- 
pleted stroke,  rehabilitative  predictors  in 
completed  stroke,  environmental  correlates 
of  differential  outcomes,  and  implications  for 
future  research.  Fee:  $20;  registration  open 
to  all  disciplines. 

Contact : Dr.  Thomas  P.  Anderson,  Ameri- 
can Rehabilitation  Foundation,  1800  Chicago 
Avenue,  Minneapolis,  Minnesota  55404. 


Medicaid  fees 

Secretary  of  Health,  Education,  and  Wel- 
fare Robert  H.  Finch  announced  he  is  issu- 
ing a new  regulation  limiting  fees  paid  to 
physicians,  dentists,  and  other  individual 
providers  of  medical  services  under  Medicaid. 

The  HEW  regulation  will  limit  payments 
to  providers  participating  in  State  Medicaid 
programs  to  those  received  in  January,  1969, 


unless  payments  are  below  the  75th  per- 
centile of  customary  charges. 

The  Department’s  action  on  fees  becomes 
effective  July  1,  1969,  and  remains  in  effect 
until  July  1,  1970. 

Secretary  Finch  said  “HEW  is  deter- 
mined to  hold  the  line  on  medical  costs.” 

To  be  published  in  tomorrow’s  Federal 
Register  as  an  interim  policy,  the  new  regu- 
lation does  not  cover  payments  for  prescrip- 
tion drugs,  nursing  home  services,  hospital 
care,  or  other  services. 

Comments  on  the  regulation  may  be  made 
in  the  next  30  days  before  it  is  published 
as  final  policy. 

States  whose  payment  structures  pro- 
vided payments  below  the  75th  percentile 
of  customary  charges  on  January  1,  1969, 
may  request  permission  from  the  Secretary 
of  Health,  Education,  and  Welfare  to  raise 
payments  to  that  level. 

States  whose  payment  structures  provided 
fees  above  the  75th  percentile  of  customary 
charges  must  adjust  their  payments  so  that 
they  do  not  exceed  reasonable  charges  as 
determined  under  Title  XVHI-B  of  the  So- 
cial Security  Act  (Medicare). 

After  July  1,  1970,  States  may  request 
permission  to  increase  fees  paid  to  physi- 
cians and  dentists  only  if  two  conditions  are 
met: 

(1)  The  average  percentage  increase  re- 
quested above  the  75th  percentile  of  cus- 
tomary charges  on  January  1,  1969,  may  not 
exceed  the  percentage  increase  in  the  all- 
services component  of  the  Consumer  Price 
Index  (adjusted  to  exclude  the  medical  com- 
ponent) or  in  an  alternate  index  designated 
by  the  Secretary  of  Health,  Education,  and 
Welfare. 

(2)  Evidence  must  be  clear  that  the  pro- 
viders and  the  States  have  cooperatively 
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established  effective  utilization  review  and 
quality  control  systems. 

Regardless  of  which  payment  level  was 
in  effect  in  FY  1970,  in  a given  State,  the 
75th  percentile  of  customary  charges  will 
provide  the  floor  above  which  allowable  CPI 
increases  will  be  measured. 

The  new  regulation  requires  States  to  re- 
vise their  State  Medicaid  plans  to  include 
descriptions  and  details  of  their  payment 
structures.  A State  that  wishes  to  revise  its 
payment  structure  for  practitioners’  services 
or  change  the  payments  authorized  under  it 
may  not  do  so  until  the  proposed  changes 
have  been  approved  by  the  Secretary  of 
Health,  Education,  and  Welfare  or  his  rep- 
resentative. 

States  that  begin  their  Medicaid  programs 
after  July  1,  1969,  must  arrange  their  pay- 
ment structures  so  that  fees  do  not  exceed 
the  75th  percentile  of  customary  charges. 
(Alabama,  Alaska,  Arizona,  Arkansas,  Flor- 
ida, Indiana,  Mississippi,  New  Jersey,  North 
Carolina,  and  Tennessee  do  not  yet  have  pro- 
grams. Virginia’s  Medicaid  program  begins 
to  operate  on  July  1). 

The  new  regulation  implements  Secretary 
Finch’s  budgetary  decision  to  set  Federal 
standards  for  vendor  payments  to  physicians, 
dentists,  and  other  medical  practitioners  to 
control  escalating  Federal  and  State  expendi- 
tures for  the  program. 

The  Secretary  appointed  an  Advisory 
Committee  on  Payments  to  Individual  Prac- 
titioners under  Title  XIX,  chaired  by  Dr. 
James  Haughton,  First  Deputy  Administra- 
tor of  the  New  York  City  Health  Services 
Administration  to  consider  alternatives  that 
would  curb  rising  costs  of  payments  to  in- 
dividual practitioners.  Emphasis  was  to  be 
placed  on  the  control  of  future  escalation. 

The  Committee  met  with  representatives 
of  organizations  of  providers  of  service  and 
drew  up  the  regulation  after  full  considera- 
tion of  the  views  expressed. 


Nixon  on  health  costs 

In  a statement  which  had  been  awaited 
for  several  days.  President  Nixon  said  that 
the  country  faced  a “massive  ciisis”  in  the 
distribution  of  medical  care,  and  announced 
a program  of  action  to  keep  medical  care 
costs  down.  The  program  includes:  elimin- 
ating the  allowances  to  hospitals  and  nursing 
homes  for  unidentified  costs  (2%  for  non- 
profit providers  and  11/2%  for  proprietary 
providers)  ; stricter  federal  regulations  lim- 
iting payments  to  individual  practitioners 
under  medicaid  (as  of  July  1)  ; and  increased 
reviews  of  drug  utilization,  pricing,  efficacy 
and  safety.  In  addition,  the  Public  Health 
Service  is  to  promote  alternative  medical 
care  facilities  with  a view  to  removing  non- 
acute patients  from  acute  care  hospitals. 

Also  asked  for  were  tighter,  more  fre- 
quent reviews  of  hospital  care  for  patients; 
requirement  that  all  doctors  involved  in 
medicare  and  medicaid  transactions  be  iden- 
tified by  a social  security  number;  and  dis- 
ciplining by  the  county  medical  societies  of 
physicians  who  abuse  the  programs.  The 
health  insurance  industry  was  called  upon  to 
encourage  preventive  services  to  provide  in- 
centives to  keep  people  out  of  hospitals.  The 
Administration  will  establish  an  Office  of 
New  Careers,  with  the  principal  aim  of  re- 
cruiting returning  Vietnam  corpsmen,  for 
the  private  medical  sector,  as  physicians’  as- 
sistants. 

Legislation  will  be  sought  to  bar  from  par- 
ticipation in  medicare  or  medicaid  any  prac- 
titioners who  have  consistently  abused  either 
program,  as  well  as  legislation  to  withhold 
federal  funds  for  expenses  incurred  by  health 
care  facilities  for  development  or  rehabili- 
tation contrary  to  regional  or  local  plans. 

The  President  announced  the  establish- 
ment of  a HEW  Task  Force  on  Medicaid  and 
related  programs,  to  be  composed  of  25 
persons,  chaired  by  Under  Secretary  Vene- 
man.  The  task  force  is  to  reexamine  re- 
view procedures  and  standards  for  medical 
care,  develop  better  procedures  for  deter- 
mining eligibility  for  medical  and  public  as- 
sistance, and  work  out  a stronger  federal- 
state-local  relationship  of  medical  care  large- 
ly financed  by  various  levels  of  government. 
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Early  diagnosis  of  lung  cancer 

A majoi’  project  to  develop  improved  meth- 
ods of  early  detection  of  lung  cancer  will  be 
conducted  by  investigators  at  the  Johns 
Hopkins  University  working  under  a Na- 
tional Institutes  of  Health  contract  admin- 
istered by  the  National  Cancer  Institute. 

New  methods  of  discovering  lung  cancer 
during  its  early  stages  are  urgently  needed. 
Existing  methods  are  often  unable  to  de- 
tect the  presence  of  lung  cancer  until  the 
disease  is  well  advanced,  and  this  is  reflected 
in  the  present  low  survival  rates.  Standard 
chest  x-rays  cannot  detect  tumors  smaller 
than  1 centimeter  in  diameter. 

A major  goal  of  the  project  at  Johns  Hop- 
kins is  the  development  of  improved  methods 
of  detecting  cancer  cells  present  in  sputum 
specimens.  This  technique  offers  the  best 
potential  for  the  discovery  of  very  early 
lung  cancers,  and  could  be  used  for  the  mass 
screening  of  high-risk  individuals.  The  per- 
fected “Pap”  test,  based  on  the  same  prin- 
ciple, has  proved  highly  successful  in  the  de- 
tection of  early  cervical  cancer.  Methods 
and  instruments  for  collecting,  processing, 
and  examining  sputum  specimens  wdll  be  de- 
veloped and  evaluated. 

A second  area  of  concern  is  the  need  for 
improved  techniques  to  pinpoint  the  exact 
source  of  malignant  cells  once  they  have 
been  detected  in  the  sputum.  Project  scien- 
tists plan  to  develop  a new,  flexible  broncho- 
scope that  can  extend  into  now-inaccessible 
areas  of  the  lung  to  locate  small  tumors.  This 
would  double  the  present  capacity  to  diag- 
nose lung  cancer.  Special  equipment  to  use 
with  the  improved  bronchoscope  to  obtain 
cell  specimens  from  suspicious  areas  will 
also  be  developed. 

Along  with  this.  Project  scientists  will  at- 
tempt to  improve  x-ray  diagnosis.  Polyto- 
mography, a series  of  x-rays  taken  at  5 mm 
intervals,  may  prove  useful  in  the  detection 
of  small  tumors.  The  value  of  tantalum  dust 
as  a contrast  agent  for  lung  x-rays  will  be 
tested.  Preliminary  studies  of  tantalum  dust 
indicate  that  it  excels  barium  and  iodine  in 
its  opaque  qualities  and  should  produce  more 
detailed  outlines  of  lung  structures. 


ANSWERS  TO  “THE  DOCTOR’S 
DICTIONARY 

a.  Once 

b.  For  your  information 

c.  Gas  in  stomach 
Gastro-intestinal  system 

d.  Noradrenaline 
Nurse  anesthetist 
Nomina  Anatomica 
Numeric  aperture 
Not  applicable 

e.  Blood  flow 


Adequacy  of  Alveolar  Ventilation  During 
Esophagoscopy  Under  General  Anesthesia 
Without  Endotracheal  Intubation  — J.  K. 

Wang,  B.  Dawson,  and  D.  R.  Sanderson 
(Mayo  Clinic,  Rochester,  Minn) . Dis  Chest 
55:462-464  (June)  1969. 

During  esophagoscopy,  an  endotracheal 
tube  may  be  one  of  the  factors  contribut- 
ing to  the  incidence  of  esophageal  perfora- 
tion. General  anesthesia  without  an  endo- 
tracheal tube  appears  to  be  advantageous  in 
this  regard,  providing  that  adequate  alve- 
olar ventilation  is  maintained.  In  ten  pa- 
tients undergoing  diagnostic  esophagoscopy, 
the  changes  in  arterial  blood  gases  and  elec- 
trocardiogi-ams  were  periodically  observed 
throughout  the  procedure.  All  patients  re- 
ceived sufficient  oxygen.  There  was  essen- 
tiallj^  no  change  in  base  excess.  The  main- 
tenance of  adequate  alveolar  ventilation  was 
associated  with  a depth  of  anesthesia  suffi- 
cient to  suppress  reflexes.  Coughing  and 
breath  - holding  due  to  insufficient  depth 
of  anesthesia  caused  respiratory  acidosis. 
Larger  dosage  of  gallamine,  exceeding  0.4 
mg/kg  of  body  weight,  caused  mild  reten- 
tion of  carbon  dioxide.  Esophagoscopy  can 
be  safely  performed  under  general  anesthesia 
and  partial  myorelaxation  without  an  endo- 
tracheal tube. 
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FEATURES 


Doctors  Make  News 


Doctor  Jerry  Edelman  has  joined  the 
staff  of  the  Ogallala  Medical  Clinic. 

Doctor  Abe  Greenberg,  Omaha,  has  been 
named  acting  Director  of  the  Omaha  City- 
County  Health  Department. 

Doctor  Burt  Moor  has  joined  the  medical 
practice  of  Doctor  A.  E.  Van  Wie  in  Grand 
Island. 

Doctor  James  C.  Maly,  Fullerton,  was  a 
recent  speaker  at  Our  Savior’s  Lutheran 
Church  in  Plainview. 

Doctor  Larry  D.  Toalson  has  been  named 
the  new  Director  of  Medical  Education  for 
St.  Elizabeth’s  Hospital  in  Lincoln. 


Doctor  John  P.  Heinke,  Scottsbluff,  has 
been  re-elected  President  of  the  West  Ne- 
braska General  Hospital  medical  staff. 

Doctor  David  E.  Jenny  has  joined  Doctor 
J.  S.  Long  in  the  practice  of  medicine  in 
Alma. 

Doctor  Roger  Dilley,  Wisner,  was  a guest 
speaker  at  a recent  meeting  of  the  District 
6,  Nebraska  Nurses  Association  held  in  Nor- 
folk. 

Doctor  Keith  Sehnert,  formerly  of  Lincoln, 
has  moved  to  Rockville,  Maryland,  where  he 
will  be  Vice  President  and  Director  of  Re- 
search and  Development  for  COMMED,  Inc. 


Our  Medical  Schools 


Dr.  Gotten  appointed 

Dr.  Marion  D.  Gotten  has  been  named 
chairman  of  the  department  of  pharmacology^ 
at  the  University  of  Nebraska  Medical  Cen- 
ter in  Omaha.  He  will  hold  the  rank  of  full 
professor. 

Dr.  Gotten  has  been  a professor  and  chair- 
man of  the  department  of  pharmacology  at 
the  University  of  Oklahoma  School  of  Medi- 
cine since  1961.  The  native  of  Charleston, 
South  Carolina  took  his  Ph.D.  in  pharma- 
cology at  the  Medical  College  of  South  Caro- 
lina in  1952. 

Dr.  Gotten  served  for  one  year  as  an  as- 
sistant professor  of  pharmacology  at  Tu- 
lane  University  School  of  Medicine  and  then 
joined  the  United  States  Public  Health  Serv- 
ice as  a scientist. 

In  1957  Dr.  Gotten  became  an  associate 
professor  of  pharmacology  and  physiology 
at  the  Emory  University  School  of  Medicine 
and  remained  there  until  joining  the  staff 
at  Oklahoma. 

A member  of  the  American  Society  for 
Pharmacology  and  Experimental  Therapeu- 


tics and  the  New  York  Academy  of  Sciences, 
Dr.  Gotten  has  authored  or  co-authored  32 
scientific  papers,  most  of  them  dealing  with 
the  effects  of  drugs  on  heart  action. 

Muscular  dystrophy  clinic 

The  Muscular  Dystrophy  Clinic  at  the 
University  of  Nebraska  Medical  Center  has 
registered  30  patients  since  its  opening  nine 
months  ago. 

Dr.  Richard  Pellegrino,  pediatric  neurolo- 
gist, and  director  of  the  clinic,  said  there 
have  been  24  cases  either  diagnosed  or  treat- 
ed at  the  clinic,  with  the  remaining  number 
showing  either  no  present  signs  of  the  dis- 
ease or  classified  as  questionable. 

The  clinic,  which  is  completely  financed 
by  the  Muscular  Dystrophy  Association  of 
America,  has  evaluated  both  adult  and 
pediatric  patients.  It  is  the  only  clinic  of 
its  kind  in  the  Nebraska-Western  Iowa  area. 
Although  there  are  no  geographical  barriers 
or  family  income  stipulations,  each  patient 
must  be  referred  to  the  clinic  by  his  physi- 
cian, Dr.  Pellegrino  said. 
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The  main  functions  of  the  clinic  are  for 
diagnosis,  care,  and  treatment  of  follow-up 
cases,  teaching  medical  students  and  resi- 
dents, and  acting  as  a medical  “clearing 
house”  to  physicians  regarding  the  latest 
information  about  muscular  dystrophy  and 
related  disorders.  Dr.  Pellegrino  said. 

He  also  noted  the  importance  of  genetic 
counseling  of  the  patients  and  their  fam- 
ilies. Since  most  of  the  dystrophies  are 
hereditary,  the  patterns  of  inheritance  are 
meaningful  and  knowledge  of  other  cases 
in  the  family  in  different  generations  will 
help  to  confirm  a diagnosis,  he  said. 

The  clinic  facilities  are  within  the  out- 
patient area  of  the  University  Hospital.  All 
necessary  equipment  and  clinic  laboratories 
are  available  within  the  hospital.  The  pa- 
tient is  usually  brought  to  the  hospital  for 
three  or  four  days  of  diagnosis  and  tests. 
If  signs  of  the  disease  are  evident,  the  out- 
patient clinic  provides  further  treatment. 

There  are  four  Muscular  Dystrophy  Chap- 
ters in  the  immediate  Nebraska-Iowa  area. 
They  are  the  Douglas  County  Chapter  in 
Omaha,  Lancaster  County  Chapter  in  Lin- 
coln, Dodge  County  Chapter  in  Fremont, 
and  Pottawattamie  County  Chapter  in 
Council  Bluffs. 

Under  the  direction  of  Dr.  Pellegrino,  the 
Medical  Center  Muscular  Dystrophy  clinic 
includes  Dr.  Walter  Friedlander,  project  di- 
rector; Dr.  James  Eisen,  Ph.D.,  director  of 
genetic  counseling;  and  Dr.  Agapito  Loren- 
zo, director  of  electromyography,  a testing 
system  which  records  muscular  electrical 
activity  which  aids  in  the  diagnosis  of 
muscular  dystrophy.  Dr.  John  A.  Aita  and 
Dr.  Robert  S.  Wigton  serve  on  the  clinic’s 
advisory  council. 


Grant  to  Creighton 

A grant  of  $1,000,000  to  Creighton  Uni- 
versity and  Creighton  Memorial  Saint  Jo- 
seph Hospital  was  announced  by  the  Eugene 
C.  Eppley  Foundation  “to  assist  and  encour- 
age” the  replacement  of  the  present  hospital 
with  a new  500-bed  regional  teaching  hos- 
pital and  health  care  center. 


The  announcement  was  made  by  Arthur 
C.  Storz,  Sr.,  a member  of  the  Board  of  Di- 
rectors of  The  Eppley  Foundation,  in  a let- 
ter of  notification  delivered  to  A.  F.  Jacob- 
son, Chairman  of  the  Creighton  University 
Board  of  Directors  and  Sister  M.  Barbara 
Ann,  O.S.F.,  Provincial  of  the  Sisters  of 
Saint  Francis  Seraph. 

The  Creighton  Board  Chairman  said  the 
funding  of  the  new  facility  would  be 
through  a combination  of  federal  matching 
grants,  long  term  loans  and  a fund  raising 
campaign  to  begin  after  the  completion  of 
this  year’s  United  Community  Services  drive. 

Jacobson  revealed  that  preliminary  plans 
for  the  new  regional  teaching  hospital  and 
health  care  center  will  be  completed  within 
three  to  four  months. 

Saint  Joseph  Hospital  was  founded  in 
1870  by  the  Sisters  of  Mercy  and  was  locat- 
ed at  the  corner  of  Twelfth  and  Mason 
Streets.  The  hospital  was  purchased  ten 
years  later  by  the  Sisters  of  Saint  Francis 
Seraph  and  has  been  owned  and  operated  by 
the  order  continuously  since  that  time.  The 
core  unit  of  the  present  hospital  was  erected 
in  1892,  and  a number  of  additions  have  been 
made  in  subsequent  years.  The  hospital 
opened  its  School  of  Nursing  in  1897  and  ad- 
mitted lay  students  for  the  first  time  in 
1917.  The  2000th  student  nurse  to  complete 
the  program  will  receive  the  diploma  on 
July  24. 

Creighton  Medical  College  was  founded 
in  1892  in  the  old  hospital  building  and  has 
made  use  of  Saint  Joseph  Hospital  as  a teach- 
ing facility  virtually  since  its  founding. 
The  hospital  administration  estimates  that 
Saint  Joseph  has  served  more  than  850,000 
patients  since  its  founding.  The  university 
has  graduated  a total  of  3,341  physicians. 

Studies  conducted  by  the  university  and 
hospital  boards  disclose  that  35  percent  of 
all  physicians  now  practicing  in  the  Greater 
Omaha  Area  are  graduates  of  Creighton 
University  School  of  Medicine.  Creighton 
has  supplied  one  or  more  physicians  to  60 
percent  of  the  counties  in  Eastern  Nebraska 
and  58  percent  of  the  counties  in  Western 
Iowa.  Creighton  Medical  School  graduates 
are  practicing  in  all  fifty  states. 
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The  medical  school  and  hospital  staffs 
have  developed  widely-known  special  serv- 
ices through  the  years,  including  a 150-bed 
psychiatric  unit  and  an  intensive  coronary 
care  unit.  Patients  admitted  to  the  coronary 
unit  have  risen  in  number  from  22  in  1966 
to  more  than  400  in  the  last  year. 

During  fiscal  1968  Saint  Joseph  Hos- 
pital served  14,016  inpatients  and  15,291 
outpatients.  The  average  daily  census  at  the 
hospital  was  481  patients.  A total  of  759 
babies  were  born,  surgical  procedures  totaled 
5,169  and  patient  days  totaled  180,129  last 
year.  The  hospital  budget  was  $10,557,886. 


Appointment  to  Dr.  Blanchard 

University  of  Nebraska  Regents  have  ap- 
proved the  appointment  of  a chairman  of 
the  department  of  physical  medicine  and 
rehabilitation  at  the  Medical  Center.  The 
position  has  been  vacant  since  the  resig- 
nation of  Dr.  Dwight  Frost  in  July,  1968. 

The  appointment  of  the  new  chairman. 
Dr.  Russell  S.  Blanchard,  who  will  also  hold 
the  rank  of  professor,  is  effective  Septem- 
ber 15. 

Dr.  Blanchard  has  been  associate  profes- 
sor of  physical  medicine  in  the  department 
of  orthopedic  surgery  at  the  University  of 
Pittsburgh  and  chief  of  physical  medicine 
and  rehabilitation  at  the  Veterans  Admin- 
istration Hospital  in  Pittsburgh  since  Feb- 
ruary, 1964.  He  was  in  private  practice 
from  1962-64.  From  1959  to  1962  he  was 
assistant  professor  in  the  department  of 
physical  medicine  and  rehabilitation  at 
Wayne  State  University  College  of  Medi- 
cine in  Detroit,  Michigan. 

He  was  certified  by  the  American  Board 
of  Physical  Medicine  and  Rehabilitation  in 
1957. 


Dr.  Messer  assistant  dean  at  U of  N 

University  Regents  have  named  an  assist- 
ant dean  for  gi-aduate  education  at  the  Uni- 
versity Medical  Center  in  Omaha.  He  is 
Dr.  Robert  Messer,  associate  professor  of 
obstetrics  and  gynecology. 


Dr.  Messer  will  coordinate  intern  and  resi- 
dency programs,  including  cooperative  grad- 
uate education  programs  with  other  hos- 
pitals in  the  community. 

Dr.  Messer  has  been  on  the  faculty  of  the 
College  of  Medicine  since  1963.  He  received 
his  doctor  of  medicine  degree  (cum  laude) 
from  the  University  of  Michigan.  He  did 
undergraduate  work  at  the  University  of 
Wisconsin.  He  took  his  residency  in  obstet- 
rics at  the  University  of  Michigan  Hospital 
in  Ann  Arbor. 

Dr.  Messer  was  certified  by  the  American 
Board  of  Obstetricians  and  Gynecologists 
in  1964.  He  is  a member  of  Phi  Beta  Kappa 
and  Alpha  Omega  Alpha,  the  national  medi- 
cal honorary  fraternity. 


Dr.  Burrows  named 

University  Regents  have  announced  the 
appointment  of  an  associate  director  of  the 
Nebraska  Psychiatric  Institute.  He  is  Dr. 
William  G.  Burrows,  who  will  also  be  a pro- 
fessor of  psychiatry  at  the  University  of 
Nebraska  College  of  Medicine. 

Dr.  Burrows  has  been  assistant  clinical 
professor  of  psychiatry  at  Stanford  Univer- 
sity Medical  School  in  Palo  Alto,  California, 
since  1965.  Before  that  he  was  the  over- 
seas psychiatric  consultant  to  the  Depart- 
ment of  National  Health  and  Welfare  of 
Canada  and  on  the  staff  of  the  Canadian 
High  Commissioner  in  London  for  service 
in  Great  Britain  and  western  Europe. 

He  took  psychiatric  residencies  in  Wash- 
ington, Oregon  and  England.  He  received 
his  doctor  of  medicine  degree  from  the  Uni- 
versity of  Toronto  in  1943. 

New  old  book 

A rare  medical  textbook  written  in  the 
11th  century  has  been  donated  to  the  Uni- 
versity of  Nebraska  College  of  Medicine  Li- 
brary by  Dr.  Robert  J.  Moes,  a 1929  gradu- 
ate of  the  College  now  practicing  in  Los  An- 
geles, California. 

Considered  to  be  one  of  the  most  famous 
medical  texts  ever  written,  the  two-volume 
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work  is  one  of  the  earliest  complete  edi- 
tions of  the  “Canon  of  Medicine”  by  the 
Ai-abic  “Prince  of  Physicians,”  Avicenna. 

The  book  was  translated  from  Arabic  to 
Latin  in  the  12th  century,  was  printed  in 
1479  on  the  first  press  of  Johann  Herbort  in 
Padua,  and  is  listed  as  one  of  the  most  im- 
portant of  the  twelve  editions  published  in 
Latin  between  1472  and  1608. 

The  “Canon  of  Medicine”  includes  theo- 
retical medicine  and  prescribed  medicaments, 
diseases,  and  treatments,  and  descriptions  of 
composition  and  preparation  of  drugs. 

“Avicenna  took  the  works  of  Galen,  Hip- 
pocrates, and  most  of  the  other  prominent 
medical  men  of  previous  times  and  compiled 
them  in  these  volumes  to  summarize  all  the 
medical  knowledge  of  that  time,”  said  Dr. 
Joseph  Scott,  library  committee  chairman 
at  the  College  of  Medicine.  The  “Canon  of 
Medicine”  was  considered  an  indisputable 
medical  authority  for  about  six  hundred 
years. 

Bound  in  decorated  leather  over  wooden 
boards  and  still  retaining  the  title  in  gilt 
lettering,  the  volumes  contain  434  pages 
which  are  considered  to  be  very  well  pre- 
served. 

Dr.  Moes,  an  industrial  surgeon,  is  a 
collector  of  rare  books.  According  to  Dr. 


Here  and  There 

Better  communication,  asks 
Sterling  chairman 

Without  abdicating  to  federal  regulatory 
agencies,  the  pharmaceutical  industry  should 
join  with  government  in  clearing  up  mis- 
understandings which  impede  medical  prog- 
ress, the  chief  executive  officer  of  a major 
drug  company  said  recently. 

Speaking  at  the  annual  meeting  of  the 
American  College  of  Legal  Medicine,  Dr. 

J.  Mark  Hiebert,  Chairman  of  the  Board  of 
Sterling  Drug,  Inc.,  said: 

“I  do  not  ask  government  to  drop  its 
watchdog  function  nor  business  to  abandon 


Scott,  he  has  one  of  the  finest  collections 
of  rare  anatomical  books  in  the  United 
States. 

Mrs.  Bernice  Hetzner,  librarian,  said  the 
“Canon  of  Medicine”  and  other  rare  volumes 
will  be  placed  in  a humidity  and  temperature 
controlled  room  to  insure  their  preservation 
when  the  College’s  new  library  is  completed. 


GI  problems 

Problems  of  the  gastrointestinal  tract  will 
be  the  subject  of  “Bryan  Days”  at  Bryan 
Memorial  Hospital  in  Lincoln  October  17 
and  18,  1969.  The  program  is  sponsored  by 
the  department  of  continuing  education  of 
the  University  of  Nebraska  College  of  Medi- 
cine. 

Guest  speakers  will  include  Drs.  F.  L. 
Weakley  of  the  Cleveland  (Ohio)  Clinics; 
Leroy  Stahlgren,  Episcopal  Hospital,  Phila- 
delphia, Pennsylvania;  and  James  Chapman, 
Kansas  City  (Missouri)  General  Hospital. 

Dr.  George  Larson  is  program  chairman. 

Registration  fee  of  $20  includes  one  lunch- 
eon. 

The  course  carries  three  hours  of  AAGP 
credit. 


its  militant  attitude  against  over-control 
Both  concepts  are  necessary  parts  of  the  sys- 
tem of  checks  and  balances  — but  remem- 
ber, too,  that  both  are  essentially  negative 
functions  and  that  health  advances  are  made 
only  through  positive  effort.” 

Dr.  Hiebert  said  it  is  necessary  for  indus- 
try and  government  to  improve  communica- 
tions in  order  to  achieve  the  common  goal  of 
a better  national  health  standard.  He  urged 
the  joint  establishment  by  government  and 
the  drug  industry  of  guidelines  for  progress, 
with  both  parties  sensitive  to  each  other’s 
needs,  and,  above  all,  to  the  health  needs 
of  the  nation. 


September,  1969 


611 


Three-part  committees,  composed  of  rep- 
resentatives of  the  medical  profession,  the 
drug  industry  and  the  government,  should 
be  set  up  to  work  toward  health  goals,  he 
said.  Such  cooperative  efforts  have  already 
proven  fruitful  in  several  instances,  he  stat- 
ed, such  as  the  current  pharmaceutical  ad- 
vertising guidelines  which  resulted  from 
more  than  a year  of  consultation.  He  also 
pointed  to  the  working  government-indus- 
try relationship  in  the  areas  of  manufac- 
turing and  quality  control  and  to  the  spon- 
sorship by  leaders  in  the  drug  industry  of 
significant  public  service  projects  like  The 
Council  on  Family  Health. 

Dr.  Hiebert  said  government  is  not  con- 
stituted to  develop  new  health  products,  al- 
though it  is  making  an  enormous  contribu- 
tion in  basic  research.  On  the  other  hand, 
the  very  profit  structure  of  business  allows 
it  to  take  the  risks  necessary  for  the  de- 
velopment of  new  products,  he  stated. 

Since  1940,  he  said,  the  United  States 
drug  industry  has  been  responsible  for  the 
introduction  of  525  new  ethical  drugs  — 
many  more  than  all  the  rest  of  the  world 
combined  — which  have  contributed  to  pro- 
longing life  expectancy,  reducing  infant 
mortality  and  overcoming  the  once  tremen- 
dous problem  of  infection.  The  drug  in- 
dustry has  been  able  to  continue  to  de- 
velop such  products  for  the  improved  health 
of  mankind  only  by  making  a profit  to 
stay  in  business.  Dr.  Hiebert  said. 

The  time  and  money  factor  in  developing, 
producing  and  distributing  a new  and  bene- 
ficial medicine  is  astronomical.  Dr.  Hiebert 
stated.  It  is  profits  from  the  successful 
existing  drugs  which  make  possible  the  re- 
search needed  for  the  new  ones.  He  added, 
“Like  a potential  young  genius  still  in  the 
cradle,  the  product  has  to  be  nursed  and 
supported  into  maturity.  No  new  product 
survives  without  the  help  of  the  old.” 

Dr.  Hiebert  warned  against  trying  to 
solve  problems  during  the  pitch  of  battle, 
when  antagonisms  run  high.  “And,  they 
cannot  be  solved  when  emotional  headlines 
have  become  such  an  important  weapon,” 
he  said. 


12th  national  conference  on 
physicians  and  schools 

“Youth  and  Today’s  Environment”  is  the 
theme  of  the  October  8-11,  1969  12th  Na- 
tional Conference  on  Physicians  and  Schools 
scheduled  at  the  Pick-Congress  Hotel  in 
Chicago.  Following  the  opening  by  Dr. 
Gerald  D.  Dorman,  New  York,  AMA  presi- 
dent, participants  will  gather  in  several  ses- 
sions to  discuss  school  health  education  pro- 
grams, the  “pressing  problems  of  youth,” 
adolescents’  skin  problems,  and  drug  abuse. 


Auxiliary  schedules  meetings 

The  Woman’s  Auxiliary  to  the  American 
Medical  Association  has  issued  invitations 
to  its  officers,  committee  chairmen,  presi- 
dents and  presidents-elect  at  the  national 
and  state  level  to  attend  the  Auxiliary’s  An- 
nual Fall  Conference  October  5-8,  1969,  at 
the  Drake  Hotel,  Chicago. 

The  keynote  speaker  at  the  conference  will 
be  Gerald  D.  Dorman,  M.D.,  New  York, 
AMA  president. 

Four  additional  regional  meetings  have 
been  scheduled  by  the  Auxiliary  this  autumn 
to  strengthen  and  further  state  participa- 
tion in  its  nationwide  projects.  Representa- 
tives invited  to  attend  these  workshops  in 
the  geographic  sections  concerned  are  the 
state  president,  president-elect,  and  the 
chairmen  of  the  Committees  on  the  AMA 
Education  and  Research  Foundation,  Chil- 
dren and  Youth,  Health  Careers,  Legislation 
and  Membership. 

The  four  regional  workshops  as  scheduled 
are : 

Western : Scottsdale  - Phoenix,  Arizona, 

Hotel  Safari,  October  13-14; 

Southern:  Dallas,  Texas,  Statler  Hilton 

Hotel,  October  16-17 ; 

North  Central:  Kansas  City,  Mo.,  Hilton 
Inn,  October  20-21,  and 

Eastern:  Washington,  D.C.,  Sheraton 

Park  Hotel  and  Motor  Inn,  October  23- 
24. 
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Report  of 

House  of  Delegates 

First  Session 

The  first  session  of  the  House  of  Delegates  met 
at  the  Fontenelle  Hotel,  Omaha,  Nebraska  on  Api-il 
27,  1969.  The  meeting  was  called  to  order  by 
the  Speaker,  Dr.  Wm.  Nutzman.  The  report  of  the 
Credentials  Committee  showed  58  delegates  were 
present. 

The  Speaker  called  for  approval  of  the  minutes 
of  the  Fall  Session  as  published  in  the  Januaiy, 
1969,  issue  of  the  Nebraska  State  Medical  Journal, 
and  these  were  approved  as  printed. 

The  Speaker  read  his  selection  of  Reference  Com- 
mittee members  and  these  were  approved  by  the 
House. 

Following  a short  recess,  the  following  members 
of  the  Nominating  Committee  were  selected: 

1st  District  — Dr.  Wm.  Jensen 
2nd  District  — Dr.  T.  L.  Weekes 
3rd  District  — Dr.  R.  L.  Burghart 
4th  District  — Dr.  James  Dunlap 
5th  District  — Dr.  Wm.  Chleborad 
6th  District  — Dr.  E.  J.  Hinrichs 
7th  District  — Dr.  Louis  Bunting 
8th  District  — Dr.  James  Ramsay 
9th  District  — Dr.  Wm.  Doering 
10th  District  — Dr.  Roger  D.  Mason 
11th  District  — Dr.  D.  L.  Larson 
12th  District  — Dr.  C.  B.  Dorwart 

Dr.  Nutzman  then  assigned  the  reports  which 
were  in  the  Handbook  to  the  various  Reference  Com- 
mittees as  follows: 

Financial  Audit  — Reference  Committee  #1 
Advisory  to  Auxiliary  Committee  — Reference 
Committee  #2 

Sub-Committee  on  Athletic  Injuries  — Refer- 
ence Committee  #3 

Nebraska-South  Dakota  Regional  Medical  Pro- 
gram — Reference  Committee  #4 
Prepayment  Medical  Care  Committee  — Refer- 
ence Committee  #6 

House  of  Delegates  Ad  Hoc  Committee  — Ref- 
erence Committee  #6 

Health  Education  in  Schools  and  Colleges  — 
Reference  Committee  #1 
Policy  Committee  — Reference  Committee  #2 
Nebraska  Medical  Foundation  — Reference  Com- 
mittee #3 

The  following  resolutions  were  assigned: 
RESOLUTION  #1 

Introduced  by  Madison  Six  County  Medical  So- 
ciety and  referred  to  Reference  Committee  #3. 

BE  IT  RESOLVED  that  the  Madison  Six 
County  Society  heartily  endorse  the  A.M.A. 
House  of  Delegates,  1968  Resolution  #42  con- 
cerning certification  of  Rural  Hospitals,  intro- 
duced by  the  Colorado  Delegation.  We  urge  the 
Nebraska  House  of  Delegates  to  bring  this  reso- 
lution to  the  attention  of  the  Department  of 


Health,  Education  and  Welfare  and  the  Congress 
of  the  United  States.  The  modifications  sug- 
gested in  this  resolution  are  pertinent  and 
should  be  made  immediately. 

Said  resolution  reads  as  follows: 

NO.  42  CERTIFICATION  OF  RURAL 
HOSPITALS  FOR  MEDICARE 

INTRODUCED  BY  COLORADO  DELEGATION 

HOUSE  ACTION:  ADOPTED  AS  FOLLOWS: 

Preamble 

In  order  to  participate  as  a hospital  in  the  health 
insurance  program  for  the  aged,  PL  89-97  states 
a number  of  specific  requirements  which  an  in- 
stitution must  meet  and,  additionally,  authorizes 
the  Secretary  of  Health,  Education,  and  Welfare 
to  prescribe  other  requirements  considered  neces- 
sary in  the  interest  of  health  and  safety  of  benefi- 
ciaries. Pursuant  to  such  authority,  the  Secretary 
has  by  regulation  prescribed  numerous  conditions 
of  participation  with  which  there  must  be  substan- 
tial compliance. 

These  conditions  of  participation  are  generally 
stated  to  be  related  to  the  quality  of  care  and  the 
adequacies  of  the  services  and  facilities  which  the 
institution  provides.  Many  of  such  conditions, 
however,  are  equated  to  standards  applicable  to  the 
large  urban  hospital  and  are  unrealistic,  economically 
unfeasible,  and  unnecessarily  rigid  in  terms  of  the 
small  rural  hospitals  which  have  in  the  past  well 
served  the  medical  needs  of  their  communities 
and  meet  the  standards  of  the  state  licensing 
agency.  Lack  of  approved  hospitals  in  the  rural 
areas  will  often  result  in  denial  of  the  benefits 
of  the  law  as  many  beneficiaries  among  the  rural 
aged  will  still  go  to  their  community  hospital  or 
will  altogether  forgo  hospitalization  to  their  medical 
detriment  rather  than  be  relegated  to  a distant  in- 
stitution in  a strange  environment  and  removed 
from  family  reassurances  and  the  care  of  their  own 
physician.  The  provision  of  the  regulations  for  spe- 
cial certification,  while  recognizing  the  problem, 
does  not  provide  a satisfactory  solution;  therefore 
be  it 

RESOLVED,  that  the  American  Medical  Associa- 
tion urge  the  Secretary  of  Health,  Education,  and 
Welfare  to  reassess  the  regulations  prescribing 
conditions  of  participation  and  adopt  a more  real- 
istic and  humanitarian  approach  toward  certifica- 
tion of  small,  rural  area  hospitals;  and  be  it  fuither 

RESOLVED,  that  state  medical  associations  and 
state  licensing  and  certifying  agencies  establish  and 
maintain  close  surveillance  of  the  certification  and 
accreditation  problems  of  small  hospitals. 

RESOLUTION  #2 

Introduced  by  Omaha-Douglas  County  Medical 
Society  and  referred  to  Reference  Committee  #4. 

WHEREAS,  LB  330  is  currently  pending  con- 
sideration in  the  Nebraska  Legislature;  and 

WHEREAS,  this  bill  proposes  approval  of 
the  formation  of  professional  corporations  in 
the  State  of  Nebraska;  and 

WHEREAS,  this  bill  includes  physicians  and 
other  professional  people;  and 

WHEREAS,  this  bill  would  afford  certain  tax 
advantages  presently  being  enjoyed  by  business 
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groups  and  not  by  professional  groups;  there- 
fore be  it 

RESOLVED,  that  the  Nebraska  State  Medi- 
cal Association  communicate  to  the  Nebraska 
State  Legislature  its  endorsement  of  LB  330. 

RESOLUTION  #3 

Introduced  by  Omaha-Douglas  County  Medical 
Society  and  refen-ed  to  Reference  Committee  #1. 

WHEREAS  the  State  of  Nebraska  has  a 
shortage  of  nurses;  and 

WHEREAS  the  majority  of  the  licensed  and 
practicing  nurses  in  the  State  of  Nebraska  are 
graduates  of  the  11  diploma  programs  and  the 
3 baccalaureate  degree  programs  operated  with- 
in the  state;  and 

WHEREAS  2 of  the  diploma  programs  have 
announced  they  are  closing  and  will  graduate 
their  last  classes  in  1970;  and 

WHEREAS  the  58  diploma  programs  which 
discontinued  operation  in  the  United  States  dur- 
ing 1966  and  1967  gave  the  most  common  rea- 
sons for  closing  as: 

1.  Lack  of  finances,  and 

2.  Lack  of  faculty  with  baccalaureate  and 
master’s  degrees;  and 

WHEREAS  there  is  no  master’s  degree  pro- 
gram in  nursing  in  the  State  of  Nebraska  to 
train  the  faculty  required  to  operate  the  exist- 
ing Nebraska  Nurse  training  progi'ams;  and 

WHEREAS  the  majority  of  the  operating 
costs  for  these  programs  are  borne  by  the  pa- 
tients in  the  hospitals  associated  with  these 
nurse  training  programs:  Therefore  be  it 

RESOLVED,  that  the  Nebraska  State  Medical 
Association  aid  in  strengthening  and  assur- 
ing the  continuation  of  all  existing  nurse  train- 
ing programs  in  Nebraska;  and  be  it 

RESOLVED,  further  that  the  Nebraska  State 
Medical  Association  urge  the  University  of  Ne- 
braska to  implement  in  1969  its  proper  master’s 
degree  program  in  nursing  education;  and  be  it 

RESOLVED  further,  that  the  Nebraska  State 
Medical  Association  endorse  the  principle  of 
financial  assistance  to  hospital  schools  of  nurs- 
ing in  Nebraska  by  public  funds  such  as  pro- 
posed in  Legislative  Bill  #538  now  being  con- 
sidered by  the  Nebraska  Unicameral  Legisla- 
ture; and  be  it  further 

RESOLVED,  that  the  Nebraska  State  Medi- 
cal Association  immediately  appoint  a commit- 
tee on  nursing  education  in  Nebraska  and  give 
them  the  following  charge: 

1.  To  form  an  effective,  continuing  liaison 
with  the  directors  of  nursing  education  and 
the  administrators  of  those  Hospitals  hav- 
ing nurse’s  training  programs  in  Nebraska; 

2.  To  ascertain  and  study  the  problems  of 
nursing  education  in  Nebraska,  and  to  deter- 
mine the  proper  areas  of  involvement  by 
the  Nebraska  State  Medical  Association; 
and 

3.  To  implement  the  resolution  of  the  Ad  Hoc 
Committee  on  Nursing  Education  that  was 


endorsed  by  the  House  of  Delegates  of  the 
Nebraska  State  Medical  Association  at  the 
annual  meeting  in  1967. 

RESOLUTION  #4 

Introduced  by  Omaha-Douglas  County  Medical 
Society  and  referred  to  Reference  Committee  #2. 

WHEREAS,  the  A.M.A.  has  recently  estab- 
lished a policy  of  acceptance  of  advertisements 
from  commercial  corporations  which  offer  path- 
ology services;  and 

WHEREAS,  the  acceptance  of  such  adver- 
tisements endorses  the  concept  that  the  spe- 
cialty of  Pathology  is  a commercial  enterprise  in 
direct  contrast  to  repeated  affirmations  by  the 
House  of  Delegates  that  the  practice  of  Path- 
ology is  the  practice  of  medicine;  and 

WHEREAS,  the  A.M.A.  acceptance  of  such 
advertising  from  commercial  corporations  will 
be  viewed  by  other  scientific  and  state  medical 
groups  as  endorsing  commercialism;  and 

WHEREAS,  the  A.M.A.  acceptance  of  such 
advertising  encouraged  a large  galaxy  of  non- 
medical practitioners  and  commercial  corpora- 
tions to  offer  unsupervised,  independent  medical 
service  such  as  reading  x-ray  films,  interpreting 
ECG’s  and  the  like;  and 

WHEREAS,  the  A.M.A.  acceptance  of  such 
advertising  permits  physicians  to  deal  with  non- 
physicians in  all  phases  of  diagnosis  and  treat- 
ment without  the  steadying  hand  of  the  Prin- 
ciples of  Medical  Ethics;  therefore  be  it 

RESOLVED,  that  the  A.M.A.  House  of  Dele- 
gates re-affirm  its  previous  position  in  oppo- 
sition to  commercial  corporate  practice  of  medi- 
cine; and  be  it  further 

RESOLVED,  that  the  A.M.A.  House  of  Dele- 
gates instruct  the  Board  of  Trustees  to  rescind 
their  previous  action  of  acceptance  of  adver- 
tising of  a medical  service  from  a commercial 
corporation;  and  be  it  further 

RESOLVED,  that  the  Nebraska  State  Medical 
Association  instruct  its  Delegates  to  the  A.M.A. 
to  introduce  this  resolution  for  action  at  the 
Annual  Convention  of  the  A.M.A.,  July,  1969. 

RESOLUTION  #5 

This  resolution  was  introduced  by  Lancaster  Coun- 
ty Medical  Society  and  referred  to  Reference  Com- 
mittee #4  and  was  taken  up  in  Executive  Session 
of  the  House  of  Delegates. 

RESOLUTION  #6 

Introduced  by  Medicolegal  Advice  Committee  and 
referred  to  Reference  Committee  #4. 

WHEREAS:  the  number  of  threats  and  ac- 
tions against  physicians  is  gradually  increas- 
ing; and 

WHEREAS:  the  types  of  actions  change  in 
character  from  year  to  year,  and 

WHEREAS:  the  amount  of  money  paid  out 
by  insurance  carriers  for  investigations,  settle- 
ments and  trial  costs  is  constantly  increasing, 
and 

WHEREAS:  judgments  against  physicians 
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have  been  in  excess  of  one  million  dollars  in 
some  states  and  are  in  general  increasing  in 
size,  and 

WHEREAS:  many  insurance  carriers  are 

finding  coverage  of  physicians  for  malpractice 
so  unprofitable  they  no  longer  seek  such  busi- 
ness; while  others,  who  continue  in  the  field 
have  made  substantial  increases  in  premium 
rates,  and 

WHEREAS:  some  carriers  have  become  so 
concerned  they  have  been  dropping  policy  hold- 
ers they  consider  to  be  poor  risks,  and 

WHEREAS:  it  would  be  in  the  best  interest 
of  the  Nebraska  State  Medical  Association  to 
be  informed  of  physicians  who  are  without  cov- 
erage and  who  have  difficulty  obtaining  such 
coverage,  and 

WHEREAS:  the  most  success  in  combating 
the  malpractice  problem  has  been  in  those  states 
whose  State  Medical  Associations  have  a panel 
of  physicians  w’hich  investigates  and  studies  the 
medical  aspects  of  the  cases  coming  before  it, 
and 

WHEREAS:  the  carriers  have  voiced  an 
opinion  they  would  like  the  Nebraska  State 
Medical  Association  to  have  a panel  of  physi- 
cians they  might  consult  on  malpractice  mat- 
ters, and 

WHEREAS:  it  would  be  in  the  best  interest 
of  the  Nebraska  State  Medical  Association  to 
cooperate  to  the  fullest  extent  with  the  insur- 
ance carriers; 

BE  IT  THEREFORE  RESOLVED:  the  Presi- 
dent of  the  Nebraska  State  Medical  Association 
shall  appoint  a committee  of  member  physicians 
to  such  a panel,  and 

BE  IT  FURTHER  RESOLVED:  the  Chairman 
of  the  Professional  Ethics  Committee  and  the 
Chairman  of  the  Medicolegal  Advice  Committee 
shall  be  ex-officio  members  of  this  panel,  and 

BE  IT  FURTHER  RESOLVED:  the  duties 
of  such  panel  shall  be: 

1.  To  determine  if  there  is  true  liability. 

2.  To  determine  if  the  claim  is  without  merit. 

3.  To  consult  with  the  insurance  carrier. 

4.  To  make  recommendations  as  to  disposition 
of  the  case,  i.e.  settlement  out  of  court  or 
to  stand  trial. 

5.  To  keep  accurate  records  of  all  cases  com- 
ing before  it  and  to  compile  pertinent  in- 
formation w’hich  might  be  used  to  inform  the 
medical  profession  of  the  current  malprac- 
tice trends  and  how  best  to  avoid  such 
problems. 

RESOLUTION  #7 

Introduced  by  Omaha-Douglas  County  Medical 
Society  and  referred  to  Reference  Committee  #1. 

WHEREAS,  it  is  an  existing  fact  in  the 
practice  of  medicine  that  the  practice  in  allergy 
is  a primary  field;  and, 

WHEREAS,  application  of  May  15,  1967  for 
approval  of  a Primary  Board  was  received  by 
the  American  Medical  Association  on  May  19, 
1967;  and. 


WHEREAS,  said  application  has  since  been 
pending  with  the  American  Medical  Association 
and  with  the  Advisory  Board  for  Medical  Spe- 
cialties and  their  Liaison  Committee;  and, 

WHEREAS,  it  has  been,  and  becomes  con- 
sistently and  daily  increasingly,  most  important 
to  the  public  health  and  welfare  and  for  the 
proper  practice  of  medicine  and  the  American 
Medical  Association  that  a Primary  Board  be 
approved  expeditiously  and  without  further 
delay;  and, 

WHEREAS,  it  is  an  established  and  recog- 
nized fact  that  approval  of  a Primary  Board 
in  the  Specialty  of  Allergy  is  proper  and  man- 
datory; and, 

WHEREAS,  prompt  approval  of  said  Primary 
Board  is  imperative  in  the  fulfillment  of  the 
defined  purposes  and  responsibilities  of  the 
American  Medical  Association;  and, 

WHEREAS,  prompt  approval  of  said  Primary 
Board  will: 

1.  Encourage  further  development  of  medical 
knowledge  and  maintain  higher  standards 
of  practice  and  health  care; 

2.  Create  incentives  to  attract  increasing 
number  of  capable  persons  into  medicine 
and  other  health  care  professions; 

3.  Advance  and  expand  the  education  of  physi- 
cians and  other  groups  in  the  health  care 
field; 

4.  Motivate  skilled  physicians  to  develop  new 
generations  of  excellent  practitioners; 

5.  Foster  programs  to  encourage  medical 
and  health  personnel  to  serve  voluntarily  in 
the  specialty  “Allergy”  in  the  areas  of  need 
for  medical  care; 

6.  Develop  techniques  and  practices  moderat- 
ing the  costs  of  good  medical  and  health 
care  in  Allergy; 

7.  Foster  and  promote  efficient  and  econom- 
ical practice  in  the  specialty  of  Allergy  to 
the  benefit  of  humans; 

8.  Combine  to  the  maximum  utilization  of 
knowledge  in  the  specialty  of  Allergy  and 
increase  the  devotion  of  such  practition- 
ers to  patients; 

9.  Maintain  the  impetus  of  dedication  in  pro- 
viding excellent  health  care  within  the  field 
of  allergy  by  preserving  incentives  and 
effectiveness  of  unshackled  medical  prac- 
tice; 

10.  Maintain  and  also  provide  the  highest  level 
of  ethics  and  professional  standards  in  the 
specialty  of  Allergy  in  the  medical  prac- 
tice of  Clinical  Immunology  and  Allergy; 

11.  Provide  leadership  and  guidance  to  the 
medical  profession  in  meeting  the  health 
needs  of  changing  populations.  And, 

WHEREAS,  medical  and  public  needs  demand 
prompt  approval  of  said  Primary  Board  regard- 
less of  any  failure  of  the  Liaison  Committee 
for  Specialty  Boards  to  advance  for  approval 
the  application  of  same;  and 

WHEREAS,  the  American  Medical  Associa- 
tion should  approve  said  Primary  Board  without 
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further  delay,  notwithstanding  any  other  action 
or  non-action; 

NOW  THEREFORE  BE  IT  HEREBY  RE- 
SOLVED, that  the  Douglas  County  Medical  So- 
ciety and  the  Nebraska  State  Medical  Associa- 
tion hereby  submit  to  the  American  Medical 
Association  that  without  delay  it  approve  a Pri- 
mary Board  in  the  Specialty  of  Allergy. 

RESOLUTION  #8 

Introduced  by  Four  County  Medical  Society  and 
referred  to  Reference  Committee  #1. 

BE  IT  RESOLVED  that  the  Nebraska  State 
Medical  Association  goes  on  record  as  being 
opposed  to  sex  education  in  our  schools  as  pro- 
posed by  SIECUS  (Sex  Information  and  Educa- 
tion Council  of  the  United  States). 

BE  IT  FURTHER  RESOLVED  that  we,  as 
practicing  physicians  and  therefore  guardians 
entnasted  with  the  mental  and  physical  well  be- 
ing of  our  patients,  feel  that  this  subject  that  is 
now  being  offered  by  SIECUS  — in  some  areas 
coerced  onto  our  public  school  systems  • — - is 
dangerous  to  the  mental  health  of  those  for 
whom  it  is  designed  to  educate. 

BE  IT  FURTHER  RESOLVED  that  we,  as  a 
body,  believe  that  this  subject  is  best  taught  in 
the  home  and  in  the  church,  with  the  exception 
noted  for  the  necessity  of  teaching  the  biological 
facts  of  life  which  is  now  and  has  been  done 
for  many  years  in  our  high  schools. 

RESOLUTION  #9 

Introduced  by  Four  County  Medical  Society  and 
referred  to  Reference  Committee  #4. 

BE  IT  RESOLVED  that  the  Nebraska  State 
Medical  Association  is  strongly  in  favor  of  main- 
taining and  promoting  rural  general  practice  in 
Nebraska  and  in  avoiding  the  regional  medical 
center-polyclinic  establishments  now  in  effect 
in  the  Soviet  Union  and  its  satellites  and  the 
remainder  of  the  Socialist  States. 

RESOLUTION  #10 

Introduced  by  Four  County  Medical  Society  and 
referred  to  Reference  Committee  #6. 

BE  IT  RESOLVED  that  the  Nebraska  State 
Medical  Association  is  unalterably  opposed  to 
fee  control  or  fee  setting  in  any  form  no  mat- 
ter how  small,  insidious  or  creeping, 

BE  IT  FURTHER  RESOLVED  that  we  are 
specifically  opposed  to  the  attempt  by  Blue 
Cross  - Blue  Shield  to  set  the  fee  of  20%  for  a 
first  assistant  in  surgery. 

RESOLUTION  #11 

Introduced  by  Dr.  C.  A.  McWhorter,  Delegates 
from  Omaha-Douglas  County  Medical  Society  and 
referred  to  Reference  Committee  #2. 

WHEREAS,  there  is  presently  before  the 
state,  legislation  which  proposes  to  extend  to 
December  31  the  entrance  to  kindergarten  date 
for  children  who  are  entering  school  for  the 
first  time.  This  adds  an  additional  month  and  a 
half  by  lowering  the  age  of  entering  children. 

THEREFORE,  be  it  resolved  that. 


WHEREAS,  it  is  the  considered  professional 
opinion  of  this  organization  that  if  any  change 
were  to  be  made,  it  should  be  in  moving  the  en- 
trance date  back  from  the  October  15  date;  and 

WHEREAS,  if  it  were  possible  to  make  a 
statewide  entrance  date  for  boys  different  than 
that  for  girls,  in  order  for  boys  to  enter  they 
should  be  six  months  older  than  girls  at  the 
kindergarten  entrance;  and 

WHEREAS,  it  would  seem  unwise  at  this 
time  to  give  favorable  consideration  to  the  bill 
which  will  produce  more  children  with  failures 
and  with  school-related  problems  because  of 
immaturity;  and, 

WHEREAS,  if  changes  can  be  made  which 
would  allow  for  individual  considerations,  but 
with  an  entrance  date  which  would  make  chil- 
dren older  at  the  time  of  entrance,  many  school 
problems  would,  in  our  professional  opinion, 
be  corrected  by  the  greater  maturity  and  readi- 
ness of  children  for  school. 

WE,  THEREFORE,  RECOMMEND  that  this 
bill,  LB  1195,  be  killed,  and  some  study  and 
investigation  be  carried  on  with  educators,  psy- 
chologists, pediatricians  during  the  intervening 
legislative  period  during  the  term  between  the 
meeting  of  legislatures  so  that  a workable, 
acceptable  entrance  date  can  be  provided  by  the 
Legislature  at  the  next  meeting  of  this  body. 

The  Speaker  called  for  consideration  of  the  House 
to  seat  Dr.  Ben  Martin  as  a Delegate  from  Five 
County  Medical  Society  and  this  was  approved. 

Oral  reports  were  called  for  and  the  following 
were  presented: 

Dr.  J.  P.  Gilligan,  Chairman,  Medicolegal  Ad- 
vice Committee 

Dr.  Louis  Gogela,  Chairman,  Medical  Service 
Committee 

Dr.  Cecil  Wittson,  President,  University  of  Ne- 
braska Medical  Center 

Dr.  Nutzman  called  for  comments  and  presenta- 
tions from  Dr.  Tanner.  Dr.  Tanner  presented  a 
plaque  to  Dr.  Harold  S.  Morgan  in  appreciation 
of  his  many  years  as  an  Alternate  Delegate  from  the 
Nebraska  State  Medical  Association  to  the  American 
Medical  Association. 

Dr.  Tanner  informed  the  House  that  by  action 
of  the  Policy  Committee,  he  was  presenting  a cer- 
tificate of  appreciation  to  those  men  serving  as 
Chairmen  of  the  Committees  of  the  Association. 

Dr.  Tanner  commented  on  Item  #6  of  the  Policy 
Committee  report.  He  commented  briefly  on  fees 
under  Medicare  and  the  1965  Relative  Value  Study, 
and  further  indicated  that  at  this  time  it  would 
probably  be  unwise  to  take  specific  action  on  the 
resolution  relating  to  governmental  agencies. 

There  being  no  further  business,  the  House  was 
adjourned  until  9:00  a.m.  on  Monday. 

Second  Session 

The  second  session  of  the  House  of  Delegates 
was  held  on  Monday,  April  28,  1969.  The  meeting 
was  called  to  order  by  the  Vice  Speaker,  Dr.  Harry 
McFadden.  A report  of  the  Credentials  Commit- 
tee showed  57  delegates  were  present. 

Dr.  McFadden  called  for  approval  of  the  House 
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to  seat  Dr.  James  Carlson  of  Verdigre  for  the  Knox 
County  Medical  Society  and  this  was  approved. 

Approval  of  the  minutes  of  the  first  session  was 
called  for,  and  it  was  moved  and  seconded  that  these 
be  approved  as  printed.  The  motion  carried. 

Reports  of  the  Reference  Committees  were  called 
for  and  the  following  were  presented: 

Reference  Committee  #1 

Members  of  your  Reference  Committee  #1  were 
Drs.  J.  X.  Tamisiea,  Chairman;  D.  F.  Prince,  and 
H.  A.  Blackstone. 

The  approval  of  the  Financial  Audit  was  omitted 
from  our  written  report.  However,  this  Reference 
Committee  did  approve  this  audit. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Committee  on  Health 
Education  in  Schools  and  Colleges  of  the  Nebraska 
State  Medical  Association  as  carried  in  the  Hand- 
book as  submitted  by  the  Chairman  of  that  com- 
mittee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  approval 
of  Resolution  #3  as  submitted  by  the  Omaha-Douglas 
County  Medical  Society,  with  the  following  amend- 
ments: 

1.  Change  the  first  RESOLVED  as  follows: 
RESOLVED  that  the  Nebraska  State  Medical 
Association  aid  in  strengthening  and  assur- 
ing the  continuation  of  all  existing  nurse  edu- 
cational programs  and  to  encourage  the  for- 
mation of  new  nurse  educational  programs  in 
Nebraska; 

2.  Change  the  third  RESOLVED  as  follows: 
RESOLVED  further,  that  the  Nebraska  State 
Medical  Association  endorse  the  principle  of 
financial  assistance  to  schools  of  nursing  in 
Nebraska  by  public  funds;  . . . 

3.  Change  the  fourth  RESOLVED  as  follows: 
RESOLVED  that  the  Committee  on  Allied  Pro- 
fessions of  the  Nebraska  State  Medical  As- 
sociation be  given  the  following  charge:  . . . 

Dr.  Tamisiea  gave  the  House  more  background 
information  on  the  need  for  nurses  and  urged  the 
recruitment  and  training  of  more  nurses. 

Dr.  Westbrook  indicated  that  he  felt  a major 
factor  was  the  pay  for  nurses.  He  felt  that  a nurse 
with  a BS  degree  should  not  necessarily  be  paid  more 
than  the  non-degree  nurse. 

Dr.  Nutzman  stated  that  this  situation  is  quite 
serious  and  that  the  House  of  Delegates  should 
take  definite  action.  He  said  that  the  Budget  Com- 
mittee of  the  Legislature  would  be  meeting  soon 
and  they  should  be  contacted  relative  to  funds  for 
schools  of  nursing. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  approval 


of  Resolution  #7  as  submitted  by  the  Omaha-Doug- 
las  County  Medical  Society. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  heard  much  discussion 
concerning  Resolution  #8.  It  was  the  concensus  of 
those  in  attendance  that  Resolution  #8  not  be 
adopted,  but  that  the  following  resolution  be  sub- 
mitted to  complement  the  Report  of  the  Committee 
on  Health  Education  in  Schools  and  Colleges: 

WHEREAS,  the  Nebraska  State  Medical  As- 
sociation’s Committee  on  Health  Education  in 
Schools  and  Colleges  condemns  the  materials 
prepared  by  SIECUS  for  sex  education;  and 

WHEREAS,  the  Committee  on  Health  Educa- 
tion in  Schools  and  Colleges  is  continually  re- 
viewing and  determining  the  suitability  of  cur- 
ricular and  educational  materials  related  to  sex 
education  in  schools;  therefore  be  it 

RESOLVED,  that  all  school  programs  of  sex 
education  in  Nebraska  consult  with  the  Com- 
mittee on  Health  Education  in  Schools  and  Col- 
leges of  the  Nebraska  State  Medical  Associa- 
tion to  establish  proper  curricula. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT. 

This  was  seconded  and  discussion  followed.  Dr. 
Westbrook  moved  that  a copy  of  this  resolution 
be  sent  to  all  school  superintendents  in  the  state. 
This  was  approved  by  the  House. 

Following  further  discussion.  Dr.  Francis  offered 
the  following  amendment  to  Resolution  #8: 

RESOLVED,  that  the  Committee  on  Health 
Education  in  Schools  and  Colleges  of  the  Ne- 
braska State  Medical  Association  establish  a 
suggested  curriculum  for  health  education  in- 
cluding sex  information  and  make  this  cur- 
riculum available  to  the  school  system  in  the 
State  of  Nebraska. 

This  amendment  was  approved  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE #1  AS  A WHOLE. 

This  was  approved  by  the  House. 

Reference  Committee  #2 

Members  of  your  Reference  Committee  #2  were 
Drs.  George  McMurtrey,  Chairman;  William  Doer- 
ing, and  Paul  Goetowski. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Advisory  to  the  Aux- 
iliary Committee  as  carried  in  the  Handbook  as 
submitted  by  the  Chairman  of  this  committee  and 
would  further  commend  the  Woman’s  Auxiliary  of 
the  Nebraska  State  Medical  Association  for  their 
excellent  work. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  then  reviewed  the  re- 
port of  the  Policy  Committee  and  because  of  the 
numerous  and  varied  items  contained  in  this  report, 
it  was  felt  that  the  report  should  be  considered 
in  sections. 
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Your  Reference  Committee  first  reviewed  Item  #1 
of  the  Policy  Committee  report,  having  to  do  with 
the  establishment  of  a first  aid  station  at  the  Ne- 
braska Legislature.  This  was  considered  to  be 
primarily  information.  We  do,  however,  recommend 
that  some  type  of  activity  in  this  area  be  im- 
plemented in  the  future  if  at  all  possible. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  then  considered  Item 
#2  of  the  Policy  Committee  report  having  to  do 
with  attendance  and  participation  of  the  Student 
American  Medical  Association  representatives  at 
sessions  of  the  House  of  Delegates  and  also  having 
to  do  with  representatives  from  the  Woman’s  Aux- 
iliary to  the  Nebraska  State  Medical  Association  at- 
tending and  participating  in  the  sessions  of  the 
House  of  Delegates.  Your  attention  is  called  to  the 
present  constitutional  provisions  having  to  do  with 
the  make-up  of  the  House  of  Delegates  under 
Article  7,  Section  2.  “Delegates  shall  be  members 
of,  and  elected  by,  component  societies.  Officers 
of  the  Association  and  Past-Presidents  residing  in 
this  state  shall  be  ex-officio  members  of  the  House 
of  Delegates  without  vote.”  It  is  the  recommenda- 
tion of  the  Reference  Committee  that  no  official 
action  be  taken  in  these  areas  at  this  time  but 
that  separate  studies  be  made  regarding  (a)  stu- 
dent attendance  at  activities  of  the  House  of  Dele- 
gates, and  (b)  that  similar  studies  be  made  re- 
garding Woman’s  Auxiliary  participation  in  offi- 
cial sessions  of  the  House  of  Delegates. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  then  considered  Item 
#3  of  the  Policy  Committee  report  having  to  do 
with  the  development  of  and  presentation  of  infor- 
mation to  individuals  asking  for  information  con- 
cerning the  practice  of  medicine  in  the  State  of  Ne- 
braska, and  we  recommend  the  approval  of  this 
section  of  the  report  and  highly  recommend  imple- 
mentation in  more  detail. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  then  considered  Item 
#4  of  the  Policy  Committee  report  having  to  do 
with  revised  standards  for  accreditation  of  hos- 
pitals. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  THE  POLICY  COMMITTEE 
REPORT.  This  was  approved  by  the  House. 

Your  Reference  Committee  then  considered  Item 
#5  of  the  Policy  Committee  report  which  was  pri- 
marily informational  having  to  do  with  budgetai-y 
requests  of  the  University  of  Nebraska  Medical 
Center.  It  is  strongly  recommended  that  that  por- 
tion of  the  budgetary  requests  having  to  do  with 
training  of  general  practitioners  in  the  University 
of  Nebraska  Medical  Center  be  advanced  to  as  high 
a priority  as  possible  in  presentation  to  the  Budget 
Committee  of  the  Legislature. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 


Your  Reference  Committee  then  considered  Item 
#7  of  the  report  of  the  Policy  Committee  having 
to  do  with  health  manpower  forums. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  THE  POLICY  COMMITTEE 
REPORT.  This  was  approved  by  the  House. 

MR.  SPEAKER,  I WOULD  THEREFORE  LIKE 
TO  MOVE  THE  ADOPTION  OF  THE  ENTIRE 
POLICY  COMMITTEE  REPORT  AS  REVISED 
WITH  THE  ADDITIONAL  RECOMMENDATIONS 
AS  CONTAINED.  This  was  approved  by  the  House. 

Your  Reference  Committee  then  undertook  the 
study  of  Resolution  #4  as  submitted  by  the  Omaha- 
Douglas  County  Medical  Society  and  recommended 
the  approval  of  this  resolution  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  then  considered  Reso- 
lution #11  also  introduced  by  the  Omaha-Douglas 
County  Medical  Society  and  after  listening  to  testi- 
mony it  was  felt  that  the  resolution  should  be  re- 
vised in  order  to  reduce  its  length  and  content,  and 
we  recommend  that  the  resolution  be  written  as 
follows; 

WHEREAS,  there  is  at  present  before  the 
State  Legislature  a bill  (LB  1195)  having  to 
do  with  changing  the  entrance  age  for  kinder- 
garten students;  and 

WHEREAS,  it  is  the  considered  opinion  of 
the  medical  profession  as  a whole  and  par- 
ticularly those  physicians  having  to  do  with 
the  care  of  children  at  all  levels,  that  the  en- 
trance into  the  school  situation  of  children 
who  are  not  ready  will  result  in  more  dam- 
age than  benefit  for  these  children. 

THEREFORE,  BE  IT  RESOLVED,  that  the 
Nebraska  State  Medical  Association  go  on  rec- 
ord as  being  in  total  opposition  to  LB  1195; 
and  further  be  it 

RESOLVED,  that  additional  study  and  in- 
vestigation be  carried  out  with  educators,  psy- 
chologists, pediatricians,  etc.,  during  the  inter- 
vening legislative  period  so  that  a workable, 
acceptable  program  can  be  provided  to  the 
Legislature. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE #2  AS  A WHOLE.  This  was  approved  by  the 
House. 

Reference  Committee  #3 

Members  of  your  Reference  Committee  #3  were 
Drs.  Warren  Bosley,  Chaii-man;  B.  F.  Wendt,  and 
C.  B.  Dorwart. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Sub-Committee  on  Athletic  In- 
juries as  carried  in  the  Handbook  as  submitted  by 
the  Chairman  of  that  Committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 
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Your  Keference  Committee  recommends  approval 
of  the  report  of  the  Nebraska  Medical  Foundation 
with  the  following  change: 

In  pai’agraph  2,  sentence  2,  this  should  read: 
“Due  to  continued  heavy  demand  for  loan  funds 
in  1968,  the  Foundation  was  forced  to  curtail 
its  new  loan  activity  to  other  than  ‘Nebraska  resi- 
dents’.” 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT  AS  CORRECT- 
ED. This  was  approved  by  the  House. 

Your  Reference  Committee  recommends  approval 
and  adoption  of  Resolution  #1  as  submitted  by  the 
Madison-Six  County  Medical  Society. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE #3  AS  A WHOLE.  This  was  appi’oved  by 
the  House. 

Reference  Committee  #4 

Members  of  your  Reference  Committee  #4  were 
Drs.  R.  E.  Harry,  Chairman;  L.  G.  Bunting,  and 
W.  R.  Miller. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Nebraska-South  Dakota 
Regional  Medical  Program  as  carried  in  the  Hand- 
book. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT. 

This  was  seconded  and  it  was  recommended  by 
Dr.  Francis  that  the  word  “approval”  be  changed 
to  “acceptance,”  and  this  was  approved  by  the  House. 
The  House  then  approved  this  section  of  the  Refer- 
ence Committee  report  as  amended. 

Your  Reference  Committee  recommends  approval 
of  Resolution  #3  as  submitted  by  the  Omaha-Doug- 
las  County  Medical  Society. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  adoption 
of  Resolution  #6  with  the  recommendation  that  it  be 
referred  to  the  Committee  on  Constitution  and  By- 
Laws  for  the  possibility  of  making  it  a permanent 
committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  adoption 
of  Resolution  #9  as  submitted  by  the  Four  County 
Medical  Society  with  the  recommendation  that  a 
course  of  lectures  on  General  Practice  be  offered 
in  medical  schools  on  a voluntary  basis. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  sec- 
onded and  following  considerable  discussion,  it  was 
approved  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE #4  AS  A WHOLE.  This  was  approved  by 
the  House. 


Dr.  Rutt,  Chainnan  of  Reference  Committee  #6 
was  asked  for  a progress  report  on  that  committee. 
He  indicated  that  there  would  be  an  additional 
meeting  of  this  Reference  Committee  on  Tuesday, 
and  that  they  would  be  ready  to  report  back  to 
the  House  at  the  third  session. 

Dr.  Schenken  asked  pei'mission  of  the  floor  and 
discussed  the  subject  of  sex  education  in  schools. 
He  felt  the  factors  to  be  considered  were  at  what 
ages  this  should  be  taught  in  the  schools,  the  teach- 
ers, and  who  would  train  these  teachers  on  this 
subject.  Following  considerable  discussion,  the  mo- 
tion to  reconsider  this  portion  of  the  report  of 
Reference  Committee  #1  was  made  and  approved 
by  the  House.  It  was  then  moved  that  this  be 
referred  back  to  Reference  Committee  #1  for  further 
consideration,  and  this  was  approved. 

Dr.  Gurnett  moved  that  the  section  of  Refer- 
ence Committee  #1  report  relative  to  Resolution 
#7  be  reconsidered,  and  this  was  approved  and  re- 
ferred back  to  Reference  Committee  #1  for  recon- 
sideration. 

Dr.  Dunlap  indicated  his  disapproval  of  the 
Thursday  morning  program  for  this  Annual  Session. 
Dr.  Nutzman  said  that  the  Scientific  Sessions  Com- 
mittee prepared  the  Annual  Session  program  and 
that  any  comments  regarding  this  program  should 
be  directed  to  that  committee. 

There  being  no  further  business,  the  meeting  was 
adjourned  until  Thursday  morning  at  7 :30. 

Third  Session 

The  third  session  of  the  House  of  Delegates  was 
held  May  1,  1969.  The  meeting  was  called  to  order 
by  the  Vice  Speaker,  Harry  McFadden,  M.D. 

The  report  of  the  Credentials  Committee  shows  52 
members  present,  and  the  meeting  was  declared  in 
session. 

Dr.  McFadden  called  for  approval  of  the  minutes 
of  the  second  session.  These  were  approved  by  the 
House  as  printed. 

Reports  of  Reference  Committees  were  called  for, 
and  the  following  were  presented: 

Reference  Committee  #1 
Supplementary  Report 

Members  of  your  Reference  Committee  #1  were 
Drs.  J.  X.  Tamisiea,  Chainnan;  D.  F.  Prince,  and 
H.  A.  Blackstone. 

As  instructed  by  the  House  of  Delegates  of  the 
Nebraska  State  Medical  Association,  the  Committee 
met  at  2:30  p.m.,  April  29,  1969,  to  reconsider  Reso- 
lution #7,  and  the  substitute  amended  Resolution 
#8. 

Only  one  person  appeared  before  your  Reference 
Committee  at  both  hearings  to  speak  in  favoi'  of 
Resolution  #7.  No  one  appeared  before  the  Com- 
mittee to  speak  against  the  resolution.  The  Com- 
mittee was  made  aware  that  the  purpose  of  the  Reso- 
lution #7  was  to  encourage  the  American  Medical 
Association  to  create  a Primary  Board  of  Allergy, 
thereby  dispensing  with  the  two  present  Secondary 
Boards  of  Allergy,  one  under  the  auspices  of  the 
Board  of  Internal  Medicine  and  the  other  of  the 
Board  of  Pediatrics.  The  creation  of  this  Primary 
Board  of  Allergy  has  been  a controversial  issue 
for  some  time  between  the  A.M.A.  and  the  Allei'gists, 
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and  between  the  five  national  societies  of  Aller- 
g-ists.  The  establishment  of  a Primaiy  Board  of 
Allergy  by  the  A.M.A.  would  unify  the  method  of 
training  and  certification  of  candidates  in  the  spe- 
cialty of  Allergy.  Therefore,  your  Reference  Com- 
mittee recommends  the  approval  of  Resolution  #7 
in  principle. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT. 

This  was  seconded,  and  Dr.  Gurnett  explained 
to  the  House  that  his  reason  for  bringing  it  to  the 
attention  of  the  House  was  only  to  point  out  the 
fact  that  there  was  a difference  of  opinions  and 
that  possibly  we  should  not  enter  into  this.  The 
House  then  approved  this  section  of  the  report  of 
Reference  Committee  #1. 

Your  Reference  Committee  heard  additional  testi- 
mony regarding  the  amended  substitute  Resolution 
#8. 

Members  and  the  Chaii-man  of  the  Committee  on 
Health  Education  in  Schools  and  Colleges  indicated 
that  their  committee  had  not  condemned  S.I.E.C.U.S. 
materials,  as  had  been  testified  to  at  the  first 
meeting  of  Reference  Committee  #1;  in  fact,  the 
committee  has  not  even  reviewed  these  materials. 
They  further  informed  the  Reference  Committee 
that  they  had  established  liaison  with  the  State  De- 
. partment  of  Education  and  educators  in  the  state 
in  order  to  offer  consultation  in  the  development  of 
health  education  curricula  of  which  sex  education 
is  but  a small  part. 

Therefore,  your  Reference  Committee  recommends 
that  the  amended  substitute  Resolution  #8  sent  to 
the  committee  for  reconsideration  not  be  approved. 

Your  Reference  Committee  #1  recommends  the 
approval  of  the  following  substitute  resolution  for 
Resolution  #8: 

WHEREAS,  The  Committee  on  Health  Edu- 
cation in  Schools  and  Colleges  of  the  Nebraska 
State  Medical  Association  has  established  liaison 
with  and  is  acting  in  a consultative  capacity  to 
the  State  Department  of  Education  and  the 
educators  in  the  state  to  develop  health  educa- 
tion curricula;  and 

WHEREAS,  The  Committee  on  Health  Edu- 
cation in  Schools  and  Colleges  will  consult  with 
and  advise  any  physician  in  Nebraska  who  be- 
comes involved  as  a consultant  in  the  develop- 
ment and  operation  of  a Health  Education  Pro- 
gram in  his  local  community;  therefore  be  it 

RESOLVED,  That  the  Committee  on  Health 
Education  in  Schools  and  Colleges  be  commend- 
ed for  their  efforts  in  working  with  the  State 
officials  and  educators  to  develop  a Health  Edu- 
cation curricula  for  Nebraska;  be  it  further 

RESOLVED,  That  the  Committee  on  Health 
Education  in  Schools  and  Colleges  review  ma- 
terials to  be  used,  such  as  the  S.I.E.C.U.S.  pro- 
gram, and  to  compile  a list  of  those  materials 
that  are  objectionable  and  those  that  are  suit- 
able for  use.  The  list  should  also  indicate  for 
what  groups  or  age  of  groups  that  the  ma- 
terials are  suitable;  be  it  further 

RESOLVED,  That  the  Committee  on  Health 
Education  in  Schools  and  Colleges  report  their 
progress  and  findings  in  detail  at  the  next  and 
at  each  subsequent  meeting  of  the  House  of 


Delegates  of  the  Nebraska  State  Medical  Asso- 
ciation; and  be  it  further 

RESOLVED,  That  physicians  in  Nebraska  are 
urged  to  become  involved  in  their  local  com- 
munity as  an  adviser  and  consultant  in  the  de- 
velopment of  a Health  Education  Program. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT. 

This  was  seconded  and  considerable  discussion 
followed.  Dr.  Westbrook  indicated  that  he  would 
like  to  see  S.I.E.C.U.S.  condemned  and  moved  that 
the  Reference  Committee  report  be  amended  to  spe- 
cifically condemn  the  S.I.E.C.U.S.  organization  on 
the  basis  of  separation  of  human  reproduction  from 
morality.  However,  Dr.  Tamisiea  said  that  this 
amendment  was  not  acceptable  to  the  Reference 
Committee.  Dr.  Westbrook  said  that  he  would 
change  his  amendment  to  condemn  any  philosophy 
which  divorces  any  morality  from  human  reproduc- 
tion. The  Vice  Speaker  called  for  a hand  vote 
on  this  amendment  and  the  amendment  was  lost. 
The  Vice  Speaker  then  called  for  a vote  on  the 
recommendation  of  the  Reference  Committee,  and 
this  was  approved  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  AMENDED  REPORT  OF  YOUR  REFER- 
ENCE COMMITTEE  #1  AS  A WHOLE.  This  was 
approved  by  the  House. 

Reference  Committee  #6 

Members  of  your  Reference  Committee  #6  were 
Drs.  Fred  J.  Rutt,  Chairman;  H.  Elias,  and  Chas. 
Hranac. 

Your  Reference  Committee  recommends  approval 
of  the  Report  of  the  Prepayment  Medical  Care  Com- 
mittee as  outlined  in  the  Handbook,  and  strongly 
recommends  the  additional  strengthening  of  this 
committee  in  the  future  and  further  urges  that 
copies  of  their  activities  be  mailed  to  the  entire 
membership. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

An  additional  item  of  business  taken  up  in  this 
committee  concerned  fees  paid  to  surgical  assist- 
ants. Testimony  was  heard  from  both  members  of 
the  Nebraska  Chapter  of  the  American  College  of 
Surgeons  as  well  as  the  General  Practice  groups; 
and  following  discussion,  two  resolutions  were  of- 
fered as  follows: 

BE  IT  RESOLVED,  that  the  Nebraska  State 
Medical  Association  in  accordance  with  the  Ne- 
braska Chapter  of  the  American  College  of 
Surgeons  recommends  as  a simple  guideline 
for  the  individuals  unaware  of  the  usual  com- 
pensation regarding  surgical  assistants  fees,  a 
stipend  equivalent  to  20%  of  the  amount  paid 
the  surgeon.  The  above  figure  is  not  intended 
to  represent  any  set  amount  nor  is  it  intended 
to  alter  any  existing  relationships  between  con- 
veyor and/or  recipient  of  medical  services.  It 
is  intended  however  that  such  remuneration  be 
considered  only  for  those  individuals  duly  li- 
censed to  practice  medicine  in  the  State  of  Ne- 
braska. Further,  the  surgical  assistant’s  fee 
should  not  be  a portion  of  the  fee  due  the  sur- 
geon. The  only  relationship  existing  between 
the  surgeon’s  fee  and  the  surgical  assistant’s 
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fee  is  that  the  amount  of  the  surgical  assist- 
ant’s fee  should  be  20%  of  the  surgeon’s  fee. 

The  above  statement  remains  valid  regard- 
less of  the  legal  arrangement  between  surgeon 
and  assistant  surgeon  (regardless  of  the  fact 
that  they  may  be  partners,  associates,  etc.). 

BE  IT  RESOLVED,  that  the  Nebraska  State 
Medical  Association  emphatically  rejects  any 
system  which  attempts  to  set  fees  or  fee  sched- 
ules interjected  by  person  or  persons  represent- 
ing a third  party  interest. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

Your  Reference  Committee  then  heard  extensive 
discussion  concerning  the  excellent  in-depth  report 
of  the  Ad  Hoc  Committee  concerning  the  usual,  cus- 
tomary and  reasonable  fee  concept.  The  entire  re- 
port as  contained  in  the  Handbook  was  reviewed 
and  the  following  recommendations  made. 

It  is  recommended  that  the  following  substitute 
wording  be  placed  in  Item  #10  at  the  end  of  the 
report  as  follows: 

“A  strong  endorsement  of  the  A.M.A.  position 
on  advertising  concerning  limits  of  coverage,  con- 
cerning press  releases,  concerning  advertising  bro- 
chures, concerning  claims  of  salesmen  and  agents 
to  potential  policy  holders  under  the  usual  and 
customary  contracts  was  requested.” 

With  these  minor  changes,  the  committee  recom- 
mends the  adoption  of  the  report  of  the  Ad  Hoc 
Committee  in  full. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

The  Reference  Committee  highly  commends  the 
efforts  of  the  members  of  the  Ad  Hoc  Committee 
headed  by  Dr.  Mason. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE #6  AS  A WHOLE.  This  was  approved  by 
the  House. 

Oral  reports  were  presented  to  the  House  of  Dele- 
gates from  Mrs.  P.  B.  Olsson,  Immediate  Past 
President  of  the  Woman’s  Auxiliaiy;  and  from  Dr. 
Richard  Egan,  Dean  of  Creighton  University  School 
of  Medicine. 

Dr.  McFadden  called  for  the  report  of  the  Nom- 
inating Committee,  and  Dr.  Dunlap,  Chairman,  pre- 
sented the  following  slate  of  officers: 

President-Elect  — Clarence  R.  Brott,  M.D., 
Beatrice 

Vice  President  — Horace  V.  Munger,  M.D., 
Lincoln 

Delegate  to  A.M.A.  — Earl  F.  Leininger,  M.D., 
McCook 

Alternate  Delegate  to  A.M.A.  — Roger  D.  Ma- 
son, M.D.,  McCook 

Delegate,  North  Central  Conference  — Paul  J. 
Maxwell,  M.D.,  Lincoln 


Councilors : 

1st  District  — Thomas  Gurnett,  M.D.,  Omaha 
2nd  District  — C.  D.  Bell,  M.D.,  Lincoln 
3rd  District  — Wm.  V.  Glenn,  M.D.,  Falls  City 
4th  District  — Robert  Benthack,  M.D.,  Wayne 

Board  of  Directors,  Nebraska  Medical  Service 

(terms  to  expire  in  1970) : 

1.  Warren  G.  Bosley,  M.D.,  Grand  Island  (Pedi- 
atrician) 

2.  Leo  T.  Heywood,  M.D.,  Omaha  (Obstetrics- 
Gynecology) 

3.  John  T.  McGreer,  Jr.,  M.D.,  Lincoln  (Radi- 
ology) 

4.  James  J.  O’Neil,  M.D.,  Omaha  (ENT). 

5.  Rudolph  F.  Sievers,  M.D.,  Blair  (General 
Practice) 

6.  Robert  C.  Therien,  M.D.,  Omaha  (Anes- 
thesiology) 

This  slate  of  officers  presented  by  the  Nominat- 
ing Committee  was  approved  by  the  House. 

Dr.  Gurnett  called  attention  to  the  letter  from 
Dr.  Howard  of  the  A.M.A.  with  the  attached  letter 
written  by  Dr.  Wilbur  to  Robert  Finch,  Secretary 
of  Health,  Education,  and  Welfare.  Dr.  Gurnett 
moved  that  the  House  of  Delegates  of  the  Ne- 
braska State  Medical  Association  endorse  the  pi’in- 
ciples  outlined  by  Dr.  Wilbur  in  his  letter  to  Mr. 
Finch  of  H.E.W.,  and  further  moved  that  such 
endorsement  be  sent  to  the  A.M.A.  House  of  Dele- 
gates for  similar  endorsement  with  a copy  of  this 
being  sent  to  the  Secretary  of  H.E.W.,  Mr.  Finch. 
This  was  seconded  and  carried. 

Dr.  Weekes  stated  that  he  would  like  to  see  the 
expenses  of  both  the  Delegates  and  the  Alter- 
nates to  the  A.M.A.  paid,  and  he  moved  that  this 
be  done.  Dr.  McFadden  called  attention  to  the 
fact  that  this  would  have  to  be  a recommendation 
to  the  Board  of  Trustees,  and  this  was  approved 
by  the  House. 

The  House  approved  the  usual  letters  of  appre- 
ciation to  the  Omaha-Douglas  County  Medical  So- 
ciety, the  Omaha  Chamber  of  Commerce  and  the 
Fontenelle  Hotel. 

On  behalf  of  the  Lancaster  County  Medical  So- 
ciety, Dr.  Smith  extended  an  invitation  to  hold  the 
1970  Annual  Session  in  Lincoln,  and  this  was  ap- 
proved by  the  House. 

Dr.  Cornelius  discussed  the  shortage  of  nurses 
and  suggested  that  the  State  Association  consider 
sending  a letter  to  each  diploma  school  of  nurs- 
ing commending  them  for  their  outstanding  seiwice 
to  the  community  and  pledging  our  continued  sup- 
port in  their  programs.  He  thought  this  would 
be  an  indication  on  our  part  that  we  are  aware 
of  their  problems  and  are  willing  to  help  in  any  way 
that  we  can.  The  House  approved  sending  this 
letter  to  all  schools  of  nursing. 

Official  recognition  of  the  Woman’s  Auxiliary 
was  approved  by  the  House. 

There  being  no  further  business,  the  House  was 
adjourned. 
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Report  of 

Board  of  Councilors 

First  Session 

The  first  session  of  the  Board  of  Councilors  was 
held  at  the  Fontenelle  Hotel,  Omaha,  Nebraska,  on 
April  27,  1969.  The  meeting  was  called  to  order 
by  the  Chaii-man,  Dr.  H.  D.  Kuper. 

The  following  Councilors  were  present:  Doctors 

Leroy  W.  Lee,  John  T.  McGreer,  Jr.,  Wm.  V.  Glenn, 
Robert  Benthack,  H.  D.  Kuper,  Houtz  Steenburg, 
Charles  F.  Ashby,  Robert  Waters,  H.  V.  Smith, 
and  Charles  Landgraf,  Jr. 

Dr.  Kuper  called  for  approval  of  the  minutes 
of  the  Fall  Session  and  these  were  approved  as 
printed  in  the  Nebraska  State  Medical  Journal. 

Dr.  Kuper  called  for  election  of  officers  and  com- 
mittee members,  and  the  first  was  that  of  Secretary- 
Treasurer,  the  term  of  Dr.  Paul  Maxwell  expiring. 
It  was  moved  by  Dr.  Lee  that  Dr.  Maxwell  be  re- 
elected to  this  office,  and  this  was  unanimously  ap- 
proved by  the  Board  of  Councilors. 

The  next  office  was  that  of  a member  of  the 
Board  of  Trustees,  the  term  of  Dr.  R.  Russell  Best 
expiring.  A motion  was  made  by  Dr.  MrGreer 
that  Dr.  Best  be  re-elected,  and  this  was  unanimously 
approved  by  the  Board  of  Councilors. 

The  next  nomination  called  for  was  that  of  a 
member  of  the  Medicolegal  Advice  Committee,  the 
term  of  Dr.  J.  P.  Gilligan  expiring.  It  was  moved 
by  Dr.  McGreer  that  Dr.  Gilligan  be  re-elected,  and 
this  was  approved  by  the  Board  of  Councilors. 

The  last  nominations  called  for  were  two  mem- 
bers of  the  Council  on  Professional  Ethics,  one  to 
fill  the  unexpired  term  of  Dr.  A.  A.  Ashby  and 
the  other  for  the  term  of  Dr.  C.  B.  Doiwart  which 
expires.  It  was  moved  that  Dr.  Charles  Ashby 
be  elected  to  fill  the  unexpired  term  of  Dr.  A.  A. 
Ashby,  and  this  was  approved.  The  motion  was 
made  that  Dr.  Doi'wart  be  re-elected  to  another 
term  on  this  Council,  and  this  was  approved. 

The  following  requests  for  Life  Memberships  were 
approved  by  the  Board  of  Councilors: 

Harley  Hotz,  M.D.,  Omaha 
Wm.  H.  Schmitz,  Sr.,  M.D.,  Omaha 
Mary  S.  Bitner,  M.D.,  Tucson,  Arizona 
J.  Y.  Racines,  M.D.,  Palmer 

Dr.  Kuper  asked  if  any  Councilor  wished  to  re- 
port on  adjudication  within  their  Councilor  District. 
Dr.  Lee  reported  on  charges  for  Medicare  made 
by  an  Omaha  Doctor.  He  indicated  that  this  doctor 
has  a clinic  in  which  there  are  12  or  14  other  doc- 
tors. The  doctor  had  signed  the  claim  forms  for 
the  other  physicians  in  his  clinic.  These  were  not 
charges  for  just  one  doctor,  as  was  indicated  on 
the  records  of  Medicare,  but  were  charges  for  all 
physicians  connected  with  his  clinic.  Dr.  Lee  indi- 
cated that  this  physician  is  willing  to  have  each 
physician  in  his  clinic  sign  his  own  claim  forms 
in  the  future  in  order  to  avoid  this  happening 
again. 

The  problems  relating  to  malpractice  were  dis- 
cussed, and  attention  was  called  to  the  steps  be- 
ing taken  in  California  by  way  of  legislation.  The 
motion  was  made  by  Dr.  Landgraf  that  the  Board 
of  Councilors  recommend  to  the  House  of  delegates 


that  legislative  remedies  for  malpractice  problems 
be  considered  by  an  Ad  Hoc  Committee  consisting 
of  the  Medical  Service  Committee  and  the  Medico- 
legal Advice  Committee.  This  was  approved. 

There  being  no  further  business,  the  meeting  was 
adjourned  until  Monday  morning. 

Second  Session 

The  second  session  of  the  Board  of  Councilors 
was  held  Monday,  April  28,  1969.  The  meeting  was 
called  to  order  by  the  Chairman,  Dr.  Kuper. 

The  following  Councilors  were  present:  Doctors 
Leroy  W.  Lee,  Robert  Benthack,  H.  D.  Kuper,  Houtz 
Steenburg,  Charles  F.  Ashby,  Robert  Waters,  H.  V. 
Smith,  Bruce  Claussen,  and  A.  J.  Alderman. 

The  motion  was  made  and  seconded  to  dispense 
with  the  reading  of  the  minutes  of  the  first  ses- 
sion and  to  approve  these  as  printed.  The  motion 
carried. 

There  was  discussion  relative  to  Resolution  #6 
from  the  Medicolegal  Advice  Committee  in  refer- 
ence to  the  panel  proposed  in  this  resolution.  The 
question  was  raised  as  to  whether  or  not  this 
should  not  be  the  duty  of  the  Councilors;  however, 
following  more  discussion,  it  was  again  pointed 
out  that  the  Constitution  and  By-Laws  of  the  As- 
sociation clearly  states  that  the  Board  of  Councilors 
should  act  in  an  adjudicating  capacity  and  that 
they  would  do  so  if  called  upon. 

The  Councilors  discussed  the  matter  of  sex  educa- 
tion in  schools,  and  attention  was  called  to  the 
fact  that  Reference  Committee  #1  had  been  asked 
to  reconsider  their  report  made  to  the  House  of 
Delegates  in  this  regard. 

Resolution  #9  from  the  Four  County  Medical  So- 
ciety relative  to  maintaining  and  promoting  rural 
practice  was  also  discussed.  Dr.  Claussen  expressed 
his  concern  for  the  great  need  of  general  practi- 
tioners in  the  state.  He  indicated  that  he  thought 
the  medical  school  placed  too  much  emphasis  on 
the  various  specialties  and  that  they  should  do  more 
to  promote  general  practice. 

There  being  no  further  business,  the  meeting  was 
adjourned  until  Wednesday  afternoon. 

Third  Session 

The  third  session  of  the  Board  of  Councilors  was 
held  Wednesday,  April  30,  1969.  The  meeting  was 
called  to  order  by  Dr.  Kuper,  Chairman. 

The  following  Councilors  were  present:  Doctors 

Leroy  W.  Lee,  John  T.  McGreer,  Jr.,  Wm.  V.  Glenn, 
Robert  Benthack,  H.  D.  Kuper,  Houtz  Steenburg, 
Charles  F.  Ashby,  Robert  Waters,  H.  V.  Smith, 
Charles  Landgraf,  Jr.,  and  A.  J.  Alderman. 

The  minutes  of  the  second  session  were  ap- 
proved as  printed. 

There  was  discussion  relative  to  the  adjudica- 
tion committees  yet  to  be  formed  in  some  of  the 
Councilor  Districts. 

Attention  was  called  to  the  fact  that  Doctors 
Leroy  W.  Lee  and  John  T.  McGreer  would  be  re- 
placed on  the  Board  of  Councilors,  having  served 
two  full  terms.  It  was  moved  by  Dr.  Landgraf 
that  the  i-ecord  show  that  the  Board  of  Councilors 
appreciated  the  service  of  these  two  members.  This 
was  approved  unanimously. 

There  being  no  further  business,  the  meeting  was 
adjourned. 
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Committee  Reports 

REPORT  OF  ADVISORY  TO  THE 
AUXILIARY  COMMITTEE 

J.  Whitney  Kelley,  M.D.,  Omaha,  Chairman  ; John  T.  Mc- 
Greer,  Jr.,  M.D..  Lincoln  : Otis  Miller.  M.D.,  Ord  ; G.  K.  Muehligr, 
M.D.,  Omaha ; John  C.  Filkins,  M.D.,  Omaha  : P.  B.  Olsson. 
M.D.,  Lexington  : C.  B.  Dorwart,  M.D.,  Sidney ; E.  K.  Brill- 
hart.  M.D.,  Columbus  ; John  Brown.  III.  M.D.,  Lincoln  ; Barney 
Rees.  M.D.,  Omaha. 

Your  committee  met  with  the  delegation  from 
the  Auxiliary  on  February  12,  1969,  at  the  Hotel 
Cornhusker.  Mrs.  Olsson  indicated  that  the  Aux- 
iliary was  very  much  interested  in  educational  tele- 
vision and  was  intending  to  review  “Sons  and 
Daughters,”  with  the  possible  intention  of  having 
this  picture  shown  on  educational  television.  This 
picture  was  reviewed  by  the  Auxiliary  and  the 
Chairman  of  the  Health  Education  Committee  and 
approved.  The  Auxiliary  felt  that  it  was  possible 
to  set  up  programs  at  inteiwals  in  which  health 
education  could  be  promoted  to  educational  tele- 
vision, and  had  plans  underway  for  carrying  out 
such  activities.  In  addition  to  this,  the  Auxiliary 
is  also  interested  in  a defensive  driving  course  which 
was  publicized  by  the  Safety  Patrol  of  the  State. 
They  were  eager  for  the  Auxiliary  to  help  pub- 
licize these  courses  at  the  community  level. 

Mrs.  Olsson  also  reported  that  a color  film  of 
Home  Making  Unlimited,  which  was  on  display  in 
San  Francisco  in  1968,  will  be  shown  in  New  York 
and  was  being  sponsored  by  the  Nebraska  Auxiliary. 

One  of  the  problems  which  the  Auxiliary  is  anti- 
cipating is  the  continued  publication  of  their  News- 
letter in  the  fine  form  that  it  is  being  presented 
at  the  present  time.  Mrs.  Long,  whose  husband  will 
be  temporarily  furthering  his  education,  is  the 
editor  at  the  present  time.  They  have  the  desire 
that  she  continue  in  this  capacity  and  wondered 
if  it  could  be  expedited.  It  is  suggested  by  our 
committee  that  Doctor  Long  be  given  a temporai-y 
leave  of  absence  by  the  Dawson  County  Medical  So- 
ciety, and  if  this  is  carried  out,  Mrs.  Long  would 
be  eligible  to  be  a member  of  the  Auxiliary  and 
could  continue  her  present  position. 

At  this  point,  your  committee  advised  the  Aux- 
iliary of  the  importance  of  becoming  actively  en- 
gaged in  Comprehensive  Health  Care.  It  was  point- 
ed out  that  this  very  vital  program  at  the  local 
level  does  not  require  fifty-one  percent  consumer 
representation,  and  they  as  medically  oriented  peo- 
ple could  serve  a very  useful  purpose  and  help 
to  promote  those  problems  which  were  medically 
oriented  with  the  knowledge  that  their  husbands 
could  explain  to  them. 

The  date  of  April  28  was  tentatively  set  aside 
to  invite  the  Senators  to  visit  the  two  medical 
schools  in  Omaha.  Both  Deans  had  been  contacted, 
and  the  plans  set  up  whereby  they  could  have 
meetings  first  at  Creighton  and  then  at  Nebraska. 

The  last  item  discussed  was  the  fact  that  the 
Nebraska  State  Medical  Association  does  not  set 
up  a committee  on  AMA-ERF,  and  that  inasmuch 
as  the  Auxiliary  has  an  active  program  in  this 
field,  that  we  would  like  to  advise  them  to  con- 
tinue carrying  out  their  activities  in  this  particular- 
field.  It  was  also  pointed  out  that  there  were  some 
problems  involved  in  Nebraska  getting  credit  for 
funds  which  were  given  to  AMA-ERF,  and  Mr.  Neff 
was  going  to  make  investigations  as  to  the  way 
that  this  could  be  expedited. 

Respectfully  submitted, 

J.  Whitney  Kelley,  M.D.,  Chairman. 


REPORT  OF  SUB-COMMITTEE  ON 
ATHLETIC  INJURIES 

John  G.  Yost,  M.D.,  Hastings,  Chairman  ; Paul  Goetowski. 
M.D.,  Lincoln  ; Bruce  F.  Claussen,  M.D,,  North  Platte ; Stanley 
M.  Bach,  M.D..  Omaha;  W.  R.  Hamsa.  Jr..  M.D.,  Omaha;  S. 
I.  Fuenning,  M.D.,  Lincoln ; Otis  Miller,  M.D.,  Ord ; L.  R. 
Smith,  M.D.,  Kearney  ; George  Sullivan,  R.P.T.,  Lincoln. 

The  following  is  a report  for  the  information 
of  the  House  of  Delegates. 

The  Sub-Committee  on  Athletic  Injuries  is  pur- 
suing the  projects  that  have  been  outlined  previ- 
ously. During  the  State  Medical  Association  meet- 
ing, we  hope  to  have  an  organizational  breakfast 
to  develop  a group  of  physicians  in  Nebraska  who 
are  interested  in  athletic  medicine. 

In  August,  we  will  have  our  annual  clinic.  The 
primary  theme  of  this  year’s  clinic  will  be  train- 
ing and  conditioning. 

Colonel  Kenneth  Cooper  will  be  our  main  speaker. 

During  the  last  few  months,  great  strides  have 
been  made  concerning  better  understanding  between 
this  committee  and  Nebraska  School  Activities  As- 
sociation and  the  Nebraska  Association  of  High 
School  Coaches. 

Respectfully  submitted, 

John  G.  Yost,  M.D., 
Chairman. 

NEBRASKA-SOUTH  DAKOTA  REGIONAL 
.MEDICAL  PROGRAM 

April  15,  1969 

TO:  Members  — Nebraska  State  Medical  Associa- 

tion House  of  Delegates 

FROM:  Harold  S.  Morgan,  M.D.,  Program  Co- 

ordinator 

SUBJECT:  Goals,  Objectives  and  Priorities  of  the 

Nebraska-South  Dakota  Regional  Medical  Pro- 
gram 

During  the  early  developmental  phase  of  the 
Nebraska-South  Dakota  Regional  Medical  Program, 
the  component  Committees  and  Task  Forces  concen- 
trated their  attention  on  the  development  of  ideas 
generated  by  the  Departments  of  the  Medical 
Schools,  private  physicians,  and  hospitals  that  were 
thought  to  fulfill  the  requirements  for  regionaliza- 
tion and  cooperative  arrangements.  As  our  organ- 
ization developed  and  the  Committee  became  fa- 
miliar with  the  purposes  of  a Regional  Medical 
Program,  it  became  apparent  that  to  adequately  de- 
termine the  relevance  of  any  project  to  the  over- 
all function  of  the  Region,  a plan  had  to  be  devel- 
oped that  would  state  the  goals  for  the  Region 
and  the  objectives  through  which  the  goals  would 
be  reached;  in  other  words,  a grand  strategy  for  a 
Regional  Medical  Program. 

The  attached  material  is  submitted  under  this 
title,  “Goals,  Objectives  and  Priorities  for  the  Ne- 
braska-South Dakota  Regional  Medical  Program.” 
The  document  repiesents  the  combined  thinking 
of  the  Regional  Planning  Committee  and  the  Task 
Forces  in  Heart,  Cancer,  Stroke,  Continuing  Edu- 
cation and  Manpower.  Conceived  as  an  instrument 
to  be  utilized  in  all  future  program  planning,  the 
goals  and  objectives  are  flexible  and  may  be 
changed  as  conditions  warrant.  Priorities  may  also 
be  updated  from  time  to  time  depending  upon  the 
documented  needs  of  the  Region,  subject,  of  course, 
to  the  approval  of  the  Regional  Advisory  Group. 
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Goals,  Objectives  and  Priorities  for  the 
Nebraska-South  Dakota  Regional  Medical  Program 

I.  Regional  Goals 

II.  Narrative  of  Regional  Goals 

III.  Objectives 

IV.  Task  Force  Objectives 

V.  Priority  Establishment 

VI.  Priority  Mechanics 

VII.  The  Regional  Plan 

SECTION  I 

“WHEREAS  to  some  persons  the  words 

“goals”  and  “objectives”  are  synonymous,  for 
the  purpose  of  this  presentation,  goals  will 

become  “a  long-range,  specified  state  of  ac- 
complishment toward  which  programs  are  di- 
rected.” “An  objective,  on  the  other  hand,  is 
stated  in  terms  of  achieving  a measured  amount 
of  progress  toward  a goal.” 

Nebraska-South  Dakota 
Regional  Medical  Program  Goals 

I.  To  suppoi’t  improved  care  of  the  patient  in 
his  community  with  reference  to  Heart,  Can- 
cer, Stroke  and  Related  Diseases. 

II.  To  support  more  effective  medical  seiwice  fa- 
cilities. 

III.  To  insure  more  manpower  and  more  effective 
manpower  resources  in  the  Region. 

IV.  To  establish  and  maintain  communication 
among  the  health  care  personnel  in  the  Re- 
gion. 

V.  To  promote  the  effective  involvement  of  the 
Region’s  educational  facilities  in  the  health 
effort. 

SECTION  II 

Goals  for  the  Regional  Medical  Program 

I To  support  improved  care  of  patients  in  the 
community  with  reference  to  Heart,  Cancer, 
Stroke  and  Related  Diseases. 

Within  the  larger  cities  of  Nebraska  and 
South  Dakota  there  exist  medical  schools  and 
centers  which  are  supportive  of  an  effective 
level  of  sophistication  in  the  treatment  of 
heart,  stroke,  cancer,  and  related  diseases. 
At  the  same  time,  only  a few  counties  to  the 
west  of  a line  drawn  from  Lincoln,  Nebraska, 
to  Sioux  Falls,  South  Dakota,  there  exist  areas 
with  inadequate  medical  facilities  and  some 
entire  counties  without  even  one  physician. 
Although  there  are  30  hospitals  prepared  to 
provide  service  for  100  or  more  patients  in 
the  more  populous  areas,  approximately  50% 
of  the  hospitals  in  the  Region  are  designed 
to  care  for  no  more  than  30  patients.  So  far 
as  physicians  are  concerned,  there  are  92  com- 
munities where  only  one  physician  is  avail- 
able. It  is,  therefore,  appropriate  in  the  face 
of  this  dearth  of  available  medical  service  to 
postulate  that  one  of  the  goals  of  this  Re- 
gional Medical  Program  would  be  the  support 
of  improved  patient  care  as  near  the  pa- 
tient’s residence  as  possible. 

Investigations  of  the  characteristics  of  the 
population  present  in  the  Region  bears  special 


relevance  to  this  goal.  For  instance,  the  death 
rate  for  Leukemia  in  South  Dakota  is  about 
5%  over  the  national  average.  The  rate  re- 
corded for  leukemia  related  deaths  in  Nebraska 
is  nearly  40%  above  the  national  average.  In 
South  Dakota  414%  more  deaths  than  the 
national  average  are  apparently  caused  by 
Lymphosarcoma;  the  comparable  rate  in  Ne- 
braska is  20%  over  the  national  average. 
Inspection  of  deaths  reported  as  caused  by 
central  nervous  system  vascular  disease  re- 
veals the  death  rate  to  exceed  the  national 
average  by  12%  in  South  Dakota  and  25% 
in  Nebraska.  In  the  repoi’ted  deaths  from 
heart  diseases,  the  rates  in  the  two  state  area 
are  approximately  6 to  7%  over  the  national 
average. 

In  consideration,  therefore,  of  (a)  the  pres- 
ence of  special  medical  needs  in  the  heart, 
stroke,  cancer  and  related  diseases,  and  (b) 
the  absence  of  well  distributed  medical  facili- 
ties and  personnel,  the  Regional  Medical  Pro- 
gram should  strive  to  assure  improved  patient 
care  to  all  areas  within  the  Region. 

II.  To  support  more  effective  medical  service 
facilities. 

In  the  treatment  of  heart,  stroke,  cancer 
and  related  diseases,  there  are  many  services 
which  can  be  provided  by  physicians  and  re- 
lated medical  personnel  whether  they  are 
functioning  in  a medically  sophisticated  larg- 
er city  or  a remote  county  of  South  Dakota 
or  Nebraska.  However,  there  frequently  arises 
a need  for  additional  analysis  and/or  more  in- 
volved treatment  of  the  patient’s  condition. 
The  presence  of  these  additional  diagnostic  and 
therapeutic  facilities  has  been  documented  in 
this  Region.  Among  the  facilities  and  services 
studied  were  those  related  to  intensive  pul- 
monary care,  pulmonary  function  tests,  physi- 
cal therapy,  pathology  analysis,  electroence- 
phalography, occupational  therapy,  intensive 
care,  diagnostic  and  therapeutic  x-ray,  radio- 
active isotope  therapy,  cobalt  theranv,  extended 
care,  and  medical  social  seiwice.  Although  all 
of  these  services  were  found  to  be  available  in 
Omaha,  Lincoln  and  Sioux  Falls  areas,  be- 
yond these  three  large  city  centers  the  above 
named  seiwices  were  quite  regularly  found 
non-existent.  Approximately  40%  of  the  pouu- 
lation  live  in  these  outlying  areas.  This 
density  is  not  adequate  to  support  the  full 
range  of  facilities  and  services  considered 
necessary  in  some  cases.  Even  if  this  were 
feasible,  statistics  on  available  medical  per- 
sonnel would  tend  to  indicate  that  there  would 
be  insufficient  manpow'er  to  staff  these  cen- 
ters. Accordingly,  a vital  goal  of  the  Ne- 
braska-South Dakota  Regional  Medical  Pro- 
gram will  be  to  support  resources  sharing  pro- 
grams, equipment  and  personnel  designed  to 
provide  increased  adequacy  of  patient  care  in 
the  local  community  and  more  effective  re- 
ferral to  consultative  services  for  diagnosis 
and  therapy. 

III.  To  insure  more  manpower  and  more  effective 
manpower. 

In  many  of  the  areas  of  this  two  state  Re- 
gion there  exists  a pronounced  lack  of  pres- 
ently existing  manpower.  For  instance  in 
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South  Dakota,  there  are  24  counties  having 
fewer  physicians  in  1968  than  in  1962.  There 
are  10  South  Dakota  counties  with  no  physi- 
cians at  all;  in  Nebraska  this  condition  exists 
in  13  counties.  Registered  nurses  have  also 
been  reported  in  inadequate  numbers  to  meet 
employment  needs.  The  limitation  of  allied 
health  personnel  may  be  inferred  from  these 
statistics  that  13  South  Dakota  counties  and 
12  Nebraska  counties  have  no  hospitals. 

Inspection  of  these  numbers  of  available 
health  personnel  in  the  Region  tends  to  indicate 
the  need  not  only  to  retain  all  present  health 
manpower  and  health  manpower-in-training, 
but  also  to  stimulate  entrance  into  the  field. 
The  need  for  a continuing  supply  of  health 
manpower  in  the  urban  areas  will  probably 
increase,  not  only  because  of  increased  popu- 
lation, but  also  because  of  increased  demand 
for  more  medical  services.  In  the  rural, 
sparsely-populated  areas,  there  will  continue 
to  be  needs  for  health  personnel  also.  Un- 
fortunately, the  professional  climate  frequent- 
ly discourages  health  manpower  from  locat- 
ing in  the  lural  areas.  The  Regional  Medical 
Program  should  accept  as  one  of  its  goals  the 
challenge  of  assisting  health  personnel  to 
find  stimulating  and  meaningful  professional 
lives  in  these  sections  of  the  two  states. 

To  some  degree  the  health  manpower  prob- 
lem can  be  alleviated  by  improving  the  level 
of  efficiency  of  presently  existing  personnel 
through  continuing  education.  This  is  true 
not  only  for  the  person  actively  engaged  in 
health  service,  but  also  for  the  person  who 
may  have  interrupted  his  or  her  employment. 
For  instance,  in  the  last  few  years,  there 
have  been  retraining  programs  set  up  for 
registered  nurses.  These  have  resulted  in  re- 
entry into  health  services  by  previously  exist- 
ing, but  not  functional  personnel. 

IV.  To  establish  and  maintain  educational  and  con- 
sultative communications  among  the  health 
care  personnel  in  the  Region. 

Communication  means  different  things  to 
different  people,  but  its  purpose  is  always 
the  same:  the  sharing  of  experiences.  This 
sharing  of  experiences  is  especially  critical 
in  the  Nebraska-South  Dakota  Region.  Al- 
though there  are  medical  schools  and  size- 
able hospitals  located  in  the  large  cities 
along  the  eastern  edge  of  the  area,  the  balance 
of  the  Region  is  characterized  by  a large 
number  of  medical  personnel  functioning  in 
sparsely  populated  areas.  A supporting  sta- 
tistic to  this  is  that  almost  50%  of  the  hos- 
pitals in  these  two  states  are  designed  to 
serve  30  beds  or  less  capacity.  Because  these 
medical  personnel  are  located  in  such  re- 
mote areas,  they  have  reduced  contact  with 
the  centers  where  medical  research  and  de- 
velopment occur.  In  addition  to  this,  there 
are  only  a few  medically  trained  persons 
functioning  in  any  given  locale.  This  means 
that  these  persons  have  reduced  professional 
peer  contacts  conducive  to  the  interchange 
of  information.  The  significance  of  these 
two  points  is  heightened  when  medical  deci- 
sions must  be  made,  for  at  that  time  the  doc- 
tor or  the  allied  health  person  frequently 


finds  himself  without  ready  access  to  consulta- 
tive services.  This  situation  could  be  remedied 
by  providing  a Region  - wide  communication 
system.  Such  a system  wmuld  make  available 
to  any  given  professional  person  the  talents 
and  resources  of  the  balance  of  the  Region. 

The  fact  that  many  of  the  medical  person- 
nel and  services  are  located  in  small,  remote 
centers  manifests  itself  in  another  way.  This 
is  shown  in  the  Nebraska  and  South  Dakota 
surveys  in  which  registered  nurses,  practical 
nurses  and  nurses  aides  were  asked  about 
participation  in  continuing  education  programs. 
Because  the  travel  distances  are  great  and 
substitute  personnel  are  nearly  non-existent, 
approximately  50%  indicated  willingness  to 
attend  training  away  from  home  whereas 
nearly  90%  would  be  interested  in  attending 
training  in  the  local  community.  Such  statis- 
tics are  supportive  of  the  need  to  provide  in 
the  local  communities  continuing  education 
through  the  use  of  communication  devices  and 
approaches  which  will  utilize  the  talents  of 
the  Region  in  effective  and  economical  ways. 

An  assessment  of  the  currently  existing  re- 
sources of  the  Region  is  necessary  and  desir- 
able. It  is  conceivable  that  there  are  already 
in  operation  excellent  health  programs  about 
which  some  of  the  medical  personnel  have  not 
been  informed.  A communications  facility 
should  be  available  to  refer  inquiries  to  the 
appropriate  specialist  or  health  center. 

Other  functions  of  the  facility  would  be  to 
house  materials  and  information  in  frequent 
demand  as  well  as  to  obtain  from  Regional 
Medical  Programs  given  materials  upon  re- 
quest. At  other  times,  the  facility  might 
produce  or  advise  the  production  of  original 
materials. 

In  order  to  remain  a relevant  and  dynamic 
aspect  of  the  continuing  education  program,  it 
is  appropriate  for  a communication  facility 
to  gather  data  pertinent  to  the  drafting  of 
future  educational  programs.  Periodically, 
assessment  of  the  ongoing  programs  would 
be  necessaiy  to  indicate: 

a.  Whether  or  not  a progi'am  was  effective, 

b.  When  a particular  program  might  be 
phased  out,  or 

c.  When  other  programs  might  be  initiated. 

V.  To  promote  the  effective  involvement  of  the 
Region’s  educational  facilities  in  the  health 
effort. 

The  Nebraska-South  Dakota  Region  has  50 
educational  institutions  furnishing  at  least 
some  phase  of  medical  training.  However,  16 
of  the  institutions  furnish  training  in  only 
one  medical  field,  11  in  two  medical  fields  and 
the  remaining  23  in  three  to  nine  different 
medical  fields.  There  are  10  educational  in- 
stitutions offering  only  pre-professional  train- 
ing with  no  certificate  or  diploma  given. 

A survey  completed  in  1967  by  the  Bureau 
of  Health  Manpower,  Public  Health  Service 
Department  of  Health,  Education  and  Welfare 
and  the  American  Hospital  Association  indicat- 
ed that  supply  of  trained  medical  personnel 
from  these  institutions  is  not  meeting  the  de- 
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mand  in  the  Region.  According  to  the  survey, 
the  Region  stressed  its  most  urgent  needs  as 
more  registered  nurses,  licensed  practical 
nurses,  orderlies  and  attendants,  medical  tech- 
nologists, radiologic  technologists  and  dieti- 
tians. The  Region  also  indicated  a strong  need 
for  additional  physical  therapists,  inhalation 
therapists,  medical  records  assistants,  occupa- 
tional therapy  assistants,  social  workers  and 
recreational  therapists.  In  the  medical  fields 
mentioned,  no  training  or  at  best  only  limited 
training  is  offered  for  orderlies  and  attend- 
ants, physical  therapists,  inhalation  thera- 
pists, medical  records  librarians,  occupational 
therapists,  social  workers  and  recreational 
therapists. 

In  the  field  of  nursing,  graduation  from  Ne- 
braska’s nursing  schools  is  relatively  con- 
stant; South  Dakota’s  graduations  are  increas- 
ing, yet  the  number  needed  in  both  states 
continues  to  rise.  In  Nebraska,  the  schools 
are  presently  meeting  the  annual  turnover, 
but  South  Dakota  has  had  an  average  net 
migration  loss  of  176  registered  nurses  over  an 
eight  year  period  between  1958  and  1966. 
The  projected  need  for  Nebraska  in  this  field 
as  reported  from  the  Nebraska  Nurses’  Asso- 
ciation Suiwey  of  Nursing  Service  Personnel 
need  in  Nebraska  Hospitals  and  Nursing  Homes 
indicates  an  expansion  of  need  from  419  nurses 
in  1967  to  a projected  need  of  1600  nurses 
in  1978.  In  the  same  report,  the  projected 
need  for  licensed  practical  nurses  rises  from 
253  in  1967  to  1,000  in  1978.  The  projected 
need  for  South  Dakota  in  this  field  as  reported 
from  the  Source  Book  for  Community  Plan- 
ning for  Nursing  in  South  Dakota,  1966  indi- 
cates an  expansion  of  need  from  308  nurses 
per  100,000  population  in  1966  to  a projected 
need  of  447  nurses  per  100,000  population  in 
1980  according  to  the  Surgeon  General’s  Consul- 
tant Group  in  Nursing.  The  active  registered 
nurse  supply  will  have  to  increase  31%  by  1975 
and  94%  in  1980.  In  the  same  report,  the  pres- 
ent need  for  licensed  practical  nurses  according 
to  hospital  administrators  is  a 30%  increase. 
An  associate  degree  program  in  this  field  does 
not  exist  in  Nebraska,  but  South  Dakota  has 
two  such  programs  — ■ University  of  South 
Dakota  and  Presentation  College. 

SECTION  III 
Objectives 

To  improve  and  update  knowledge  and  skills  of  ex- 
isting community  health  practitioners  through  vari- 
ous techniques  of  continuing  education:  training 
courses,  demonstration  programs,  seminars,  trav- 
eling clinics,  audiovisuals. 

To  continuously  assess  the  need  for  and  the  effec- 
tiveness of  continuing  education  programs  for  all 
health  personnel  in  the  Region. 

To  work  toward  greater  coordination  of  all  health 
educational  efforts  in  the  Region. 

To  encourage  and  assist  community  hospitals  to  de- 
velop and  sustain  their  own  programs  of  continu- 
ing education  and  in-service  training. 

To  strengthen  and  extend  the  resources  of  the  Re- 
gion’s teaching,  research,  and  service  institu- 
tions throughout  the  entire  Regional  community. 


To  explore  needs  for  new  types  of  health  care  per- 
sonnel and  to  design  new  training  courses  to  meet 
new  needs. 

To  study  health  manpower  distribution  and  needs 
and  to  develop  a comprehensive  program  for  re- 
cruitment of  people  into  the  health  professions. 

To  encourage  the  continuation  of  exploring  pat- 
tex-ns  of  work  of  health  personnel  and  demonstrat- 
ing the  efficiency  of  reallocating  responsibilities. 

To  improve  availability  of  health  services  through 
encouragement  of  communities’  shai’ing  of  scarce 
(or  costly)  health  i-esources. 

To  continuously  study  and  improve  the  availability 
and  quality  of  health  services  in  communities,  and 
to  keep  the  public  infoi-med  of  their  accessibility. 

To  extend  the  range  and  quality  of  services  avail- 
able to  patients  as  close  to  their  home  community 
as  is  economically  feasible. 

To  study  and  improve  ti-ansportation  services  to 
appropi'iate  health  care  facilities. 

To  develop  screening  and  educational  programs  to 
assist  the  physician  and  the  public  in  identifying 
persons  who  could  profit  from  medical  care. 

To  develop  coordinated  programs  of  public  educa- 
tion directed  toward  prevention  of  disease. 

To  develop  the  mechanism  for  better  communica- 
tion processes  among  health  care  pei'sonnel. 

SECTION  IV 
Task  Force  Objectives 

The  specific  objectives  stated  by  the  several  Task 

Forces  in  suppoii:  of  regional  goals  and  objectives 

are : 

I.  Continuing  Education 

a.  To  develop  new,  or  innovative,  methods  of 
communicating  infoiTnation  to  the  Region’s 
health  professions. 

b.  To  make  educational  opportunities  avail- 
able to  every  member  of  the  health  team, 
regardless  of  geographic  location  or  fiscal 
limitations. 

c.  To  promote  education  related  to  practition- 
ers’ problems  with  patients  by  emphasizing 
the  patient-oriented  approach,  rather  than 
disease-oriented  approach,  in  developing 
educational  opportunities  and  by  involv- 
ing the  user  in  the  determination  of  needs. 

d.  To  develop  the  awareness  and  apprecia- 
tion for  the  educational  resources  in  the 
Region  by  members  of  the  health  care 
team. 

e.  To  use  methods  that  deci-ease  the  time 
and  distance  factors  in  view  of  the  paucity 
of  physicians  in  the  area. 

f.  To  emphasize  in  px’ogram  development  the 
philosophy  that  ti-aining  responsibilities  of 
the  educational  institutions  of  the  Region 
continue  beyond  the  formalized  under- 
gi-aduate  and  graduate  programs. 

g.  To  maintain  continual  awareness  of  the 
total  program  of  continuing  education  for 
health  professionals  in  this  Region  and 
identifying  those  areas  that  should  be  sup- 
plemented. 
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h.  To  develop  techniques  for  measuring  the 
effectiveness  of  continuing  education. 

II.  Heart 

Long  Term  Objectives 

a.  To  make  available  to  each  person  in  the 
Region  the  best  heart  health  care  pos- 
sible, regardless  of  his  geographic  loca- 
tion or  financial  status,  in  line  with  the 
concepts  provided  by  the  Regional  Medical 
Program  Act,  PL  89-239. 

b.  To  permit  the  Region’s  providers  of  health 
services  to  function  with  the  best  possible 
information,  trained  personnel,  and  ma- 
terial resources. 

c.  To  decrease  the  ravages  of  heart  and  blood 
vessel  disease  through  emphasis  on  pri- 
mary and  secondary  prevention  where  cur- 
rent knowledge  permits;  facilitating  ap- 
plication of  knowledge  to  treatment  as 
early  as  possible;  and  minimizing  the  so- 
cial and  economic  consequences  of  disease. 

d.  In  view  of  the  demographic  characteris- 
tics of  the  Region,  to  devise  special  solu- 
tions to  the  needs  of  emergency  cardio- 
vascular illness. 

General  Objectives 

Arterioslerosis  and  Peripheral  Vascular  Disease 

1.  To  support  improved  care  for  patients 
with  myocardial  infarction  in  community 
hospitals  throughout  the  Region  through 
training  programs  for  physicians  and  al- 
lied health  personnel,  information  ex- 
change, and  technical  services. 

2.  To  develop  realistic  recommendations  for 
community  hospitals  related  to  the  levels 
of  care  which  they  should  seek  to  at- 
tain for  the  acute  coronary  patient. 

3.  Training  for  community  emergency  care 
throughout  the  Region,  including  the 
training  of  all  accepted  target  groups  in 
the  latest  techniques  of  cardiopulmonary 
resuscitation. 

4.  To  extend  to  key  communities  in  the  Re- 
gion the  availability  of  sophisticated  clin- 
ical heart  laboratory  techniques  that  will 
develop  the  heart  catheterization  poten- 
tial for  (1)  pacemakers;  (2)  pulmonary 
angiography,  and  (3)  aortography. 

5.  To  develop  through  consultative  and  tech- 
nocological  means,  a central  arrhythmia 
detection  service. 

6.  To  support  screening  programs  designed 
to  assess  an  individual’s  risk  of  arterios- 
clerotic disease. 

7.  To  support  programs  designed  to  assist 
small  community  hospitals  in  the  main- 
tenance of  quality  controls  for  labora- 
tory services  related  to  cardiac  problems. 

8.  To  support  the  development  of  means  to 
provide  improved  pre-hospital  care  for 
acute  coronary  problems  in  rural  areas 
through  a general  evacuation  system  that 
will  permit  safe  movement  of  the  patient 
to  the  nearest  place  for  needed  care. 


9.  To  support  training  efforts  throughout 
the  Region  to  upgrade  the  level  of  pro- 
ficiency of  community  health  personnel 
in  the  use  of  the  EKG  as  a tool  in  the 
management  of  patients  with  coronary 
artery  disease  by  all  available  means,  in- 
cluding “circuit  riding,”  programmed  in- 
struction, and  computer  assisted  instruc- 
tion. 

10.  To  support  education  and  services  de- 
signed to  restore  the  patient  with  arteri- 
osclerotic or  peripheral  vascular  disease 
to  an  employable  state  when  possible, 
including  support  of  the  Work  Evalua- 
tion Unit  concept. 

“In  support  of  all  projects  or  pro- 
grams designed  to  achieve  the  above  ob- 
jectives, to  develop  a public  informational 
service  concerned  with  the  maintenance 
of  heart  health  and  the  availability  of 
cardiovascular  services.” 

CONGENITAL  AND  RHEUMATIC  HEART 
DISEASE 

Congenital  Heart  Disease 

1.  Prevention  of  occurrence. 

a.  Patient  education 

b.  Physician  education 

Rubella  vaccination  and  genetic  coun- 
selling were  considered  the  principle 
modes  of  attack. 

2.  Earliest  possible  recognition  of  occur- 
rence. 

a.  Physician  education  directed  towards 
improvement  in  auscultation  skills. 

b.  Better  equipment  and  facilities  in  com- 
munities. 

c.  Technician  training  (x-ray,  EKG,  etc.) 

d.  Consultative  services  (communication 
and  itinerant). 

3.  Improved  treatment. 

a.  Transportation  systems  (emergency) 
and  transportation  subsidization  to  re- 
mote treatment  centers. 

b.  Strengthening  available  surgical 
services. 

c.  Support  of  demonstration  and  teach- 
ing pediatric  intensive  care  units  at 
strategic  locations  in  the  Region. 

d.  Educational  programs  for  the  dental 
profession. 

Rheumatic  Heart  Disease 

1.  Prevention  of  rheumatic  fever. 

a.  Primary  prevention  through  throat 
culture  services,  physician  education, 
and  patient  education. 

b.  Secondary  prevention,  including  avail- 
ability of  prophylactic  drugs,  physi- 
cian education,  patient  registry,  and 
adequate  follow-up. 

2.  Emphasis  on  sharpening  physician  under- 

standing of  diagnostic  criteria. 

a.  Education. 

b.  Consultative  Services. 
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3.  Treatment. 

a.  Improved  laboratory  facilities  and 
techniques. 

b.  Availability  of  surgical  treatment  for 
adult  patient  with  RHD. 

c.  Support  of  Work  Evaluation  Unit(s) 
for  rehabilitation  of  adult  RHD  pa- 
tient. 

Primary  emphasis  should  be  given  to  pro- 
grams directed  at  infants  with  heart  dis- 
ease and  rheumatic  fever  prevention, 
since  these  areas  seem  to  offer  the  great- 
est opportunity  of  significantly  alter- 
ing the  picture  of  heart  disease  in  children. 

To  consider  the  eventual  possibility  of 
developing  a program  to  provide  tempor- 
aiy  replacement  nurses  to  work  in  small- 
er hospitals  as  relief  for  staff  nurses 
undergoing  long-term  training. 

Hypertensive  and  Renal  Disease 

1.  To  develop,  through  cooperation  with  Ne- 
braska-South Dakota  Dietary  Associa- 
tions, appropriate  diets  for  renal  failure 
patients. 

2.  To  mount  an  aggressive  campaign 
through  physicians  and  public  surveys 
to  help  case  finding  of  urinaiy  tract  in- 
fection. 

3.  To  improve  diagnosis  for  the  hyperten- 
sive patient  through  education  of  pa- 
tient and  physician. 

4.  To  achieve  earlier  identification  of  renal 
failure  patient  to  avoid  the  necessity  of 
dialysis  in  the  end  stage. 

5.  To  accomplish  wider  utilization  of  peri- 
toneal dialysis  through  educational  pro- 
grams for  physicians  and  nurses,  espe- 
cially in  acute  trauma. 

6.  To  develop 

a.  Home  dialysis  programs. 

b.  Satellite  dialysis  programs  to  supple- 
ment present  chronic  hospital  di- 
alysis programs,  with  the  intent  to  in- 
crease chronic  dialysis  from  the  cur- 
rent 15  to  20  patients  per  year  to 
about  50  per  year  by  1972. 

7.  To  develop  a renal  transplantation  pro- 
gram in  Omaha. 

8.  To  develop  a Regional  Hypertensive  Dis- 
ease Diagnostic  Laboratory. 

Programs  in  Related  Pulmonary  Disease. 

1.  To  support  the  development  in  hospitals 
or  similar  facilities  in  strategically  located 
communities  to  provide  the  best  possible 
management  of  patients  with  chronic  lung 
disease,  including  respiratory  problems 
associated  with  childhood,  such  as 
asthma  and  cystic  fibrosis.  These  pri- 
mary m.anagement  facilities  should  be 
available  within  reasonable  surface  travel 
time  from  the  patient’s  residence. 

2.  To  support  the  development  of  more  ad- 
vanced pulmonary  diagnostic  and  rehabil- 
itation units  strategically  placed  to  sup- 


port primary  community  efforts  in  the 
Region,  and  assist  in  early  diagnosis  and 
retraining  of  these  patients.  Ideally,  these 
should  be  within  reasonable  surface  travel 
time  from  the  patient’s  home.  Also,  if 
possible,  they  should  be  located  in  areas 
where  interest  in  this  problem  already 
exists,  and  where  trained  personnel  and 
equipment  are  already  available. 

3.  To  offer  standard  training  opportunities 
for  personnel  giving  patient  care  with 
sufficient  frequency  to  permit  training 
of  adequate  numbers  of  such  personnel. 
Ideally,  such  training  would  be  offered 
with  sufficient  frequency  and  in  suffi- 
cient numbers  of  locations  so  as  to  avoid 
interrupting  the  hospital’s  normal  routine. 

4.  To  support  at  the  most  advanced  facili- 
ties in  the  states  of  the  Region  programs 
to  provide  training  in  personnel  and  back- 
up in  special  problems. 

5.  To  support,  with  other  agencies  such  as 
schools,  and  the  Tuberculosis  and  Respir- 
atory Associations,  programs  designed  to 
educate  the  public  in  the  means  of  pre- 
venting chronic  lung  disease,  and  the 
methods  and  places  of  therapy  available 
to  the  patient. 

6.  To  develop  rapid  transportation  systems 
to  facilitate  the  transportation  of  seri- 
ously ill  patients  from  the  basic  units  to 
the  more  advanced  units. 

7.  To  work  with  private  companies,  local 
physicians,  state  rehabilitation  services, 
social  workers,  and  public  health  services 
to  locate  cases  of,  and  delineate  the  pi'ob- 
lems  of,  silicosis,  particularly  as  it  ap- 
plies to  workers  in  the  processing  of  gold, 
beryl  and  bentonite,  and  in  other  indus- 
tries with  occupational  respiratory  haz- 
ards. 

8.  To  support  efforts  to  reduce  air  pollu- 
tion. 

III.  Cancer 

Reduction  in  morbidity  and  mortality  from 
cancer  will  be  best  accomplished  by  assuring 
availability  of: 

A.  Information 

1.  To  physicians 

Graduate  and  postgraduate  training  in 

diagnosis  and  care  of  cancer. 

a.  Graduate  programs  to  meet  antici- 
pated need  for  diagnostic  radio- 
logic,  radiotherapy  and  chemother- 
apy for  the  population. 

b.  Annual  post  - graduate  refresher 
programs  available  to  90%  of  phy- 
sicians who  participate  in  cancer 
diagnosis  or  management. 

2.  To  nurses  and  paramedical  personnel. 

a.  Intensive  training  programs  for 
nurses  who  will  have  supervisory 
duties. 

b.  Intensive  training  programs  for 
nurses  who  will  be  participating 
in  patient  care. 
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c.  Short  training  periods  for  LPN’s. 

d.  Short  training  periods  for  Nurse 
Aides. 

B.  Facilities 


1. 

Diagnostic  — within  reasonable  time- 
distance  of  any  resident. 

2. 

Therapeutic  — within  reasonable  time- 
distance,  with  consideration  of  appro- 
priate treatment  load. 

3. 

Extended  care  facilities  — appropri- 
ately staffed. 

C.  Demonstrations 

1. 

Extended  care,  either  in  facilities 
which  are  part  of  general  hospital  op- 
eration or  as  separate  facility. 

2. 

Diagnostic  procedures  to  support  train- 
ing programs. 

3. 

Record  systems  for  reporting  and  fol- 
low-up of  patients. 

4. 

Support  of  diagnostic  and  infonnation 
programs  of  other  interested  agencies. 

Stroke 

A.  Education  of  the  existing  physicians,  nurs- 
es and  ancillary  personnel. 

B.  Assistance  in  training  additional  person- 
nel to  meet  the  needs  and  special  prob- 
lems of  this  community. 

C.  Informing  the  lay  population. 

V.  Manpower 

A.  Development  of  new  categories  of  man- 
power as  needed. 

1.  Physical  therapy  and  physical  therapy 
assistant  programs 

2.  Medical  social  work  technicians 

3.  Certified  laboratory  assistants 

4.  Recreational  therapists 

5.  Medical  record  library  technicians 

6.  Dietary  assistants 

7.  Stroke  rehabilitation  technicians 

8.  “Apoplectologists” 

9.  Inhalation  therapists 

10.  Home  health  care  personnel 

11.  Nursing  Home  Administrators 

12.  Hospital  administrators  for  small 
hospitals 

13.  Health  technicians  of  vai’ious  types 

a.  Pediatric  nurses 

b.  OB-GYN  nurses 

c.  Orthopedic  assistants 

d.  Telemetry  or  monitoring  assist- 
ants 

e.  Insurance  counselors 

14.  Pharmacy  aides 

B.  To  assist  (in  whatever  manner  possible) 
in  the  ongoing  manpower  production  by 
the  already  existing  medical,  dental  and 
nursing  programs. 

1.  Immediate  help  for  nursing  schools 
and  programs  in  cooperation  with 
Manpower  and  Training  (90-490). 


2.  Expansion  of  medical  schools  to  the 
community  hospitals 

South  Dakota  “Regional”  Medical 
School 

Directors  of  Continuing  Medical 
Education 

3.  Assistance  for  existing  “in-seiwice” 
training  in  Nursing  Homes  in  particu- 
lar 

C.  To  utilize  new  technologic  advances  which 
more  efficiently  utilize  the  existing  man- 
power. 

1.  Computerized  histories,  laboratory 
findings,  etc.,  as  an  extension  of 
multiphasic  screening. 

2.  Electronic  record  keeping. 

3.  Closed  circuit  audio  video  TV. 

4.  Helicopter  ambulance  services. 

5.  Communications  network  (radio  and/ 
or  TV)  for  all  hospitals  and  am- 
bulance sei-vices. 

6.  Electronic  screening  of  heart  sounds 
in  children. 

D.  To  assist  communities  to  become  more  at- 
tractive to  Health  Manpower  to  assist  in 
its  equitable  distribution. 

1.  Locum  tenens  type  of  replacement  for 
solo  practitioners. 

2.  Modified  “group  practice”  plans. 

SECTION  V 

PRIORITY  ESTABLISHMENT 
I.  The  Informal  Basis  for  Establishing  Priorities 

Both  formal  and  informal  surveys  of  the 
Region  indicate  that  the  greatest  problem  in 
meeting  the  health  needs  of  the  population  is 
lack  of  manpower.  Upon  exploration  of  the 
lack  of  facilities,  it  very  commonly  develops 
that  the  shortage  of  trained  personnel  for 
staffing  a facility  is  the  real  background  for 
the  lack  of  its  existence. 

We  must  obviously  start  with  what  we  have. 
The  most  rapid  and  most  effective  improve- 
ment that  can  be  achieved  in  providing  im- 
proved health  care  can  be  accomplished  by 
building  on  the  base  of  the  people  presently 
constituting  the  Health  Team  in  the  Region. 
Continuing  education  programs  of  all  descrip- 
tions should  be  developed  as  rapidly  as  is  pos- 
sible. 

In  terms  of  disease  orientation,  the  prob- 
lem of  heart  disease  is  the  largest  since  the 
numbers  of  people  affected  is  the  greatest  and 
the  most  widespread.  In  addition  to  the  acute 
problems  involved  long-term  rehabilitation  and 
less  intensive  phases  of  care  require  improve- 
ment. 

Patients  with  malignant  disease  are  the  next 
largest  category.  Again,  informal  and  formal 
reviews  lead  to  the  impression  that  there 
is  good  to  fairly  good  care  available,  but  with 
improvement  desirable  in  making  the  initial 
contact  and  early  diagnosis.  As  is  the  case 
with  care  of  cardiac  patients,  the  long-term, 
less  intensive  phases  of  care  require  improve- 
ment. 
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Stroke  care  involves  a smaller  number  of 
patients  in  our  Region,  but  the  facilities, 
knowledge  of  services,  rehabilitative  care,  and 
long-term  care  are  the  least  well  developed 
of  the  care  program  within  the  Region. 

The  highest  priority  shall  be  assigned  to 
those  programs  proposed  that  utilize  cooper- 
ative arrangements  for  sharing  scarce  re- 
sources within  the  Region  to  accomplish  the 
goals  of  the  Region. 

II.  The  formal  Basis  for  Establishing  Priorities 
In  addition  to  the  informal  basis  for  estab- 
lishment of  priorities,  it  was  decided  that  a 
more  objective  and  formal  basis  should  also 
be  established.  A rating  sheet  (See  Section 
IV)  for  “Project  Accomplishment  of  Goals” 
will  be  filled  out  by  him.  A maximum  of  50 
points  is  represented  and  a program  or  project 
must  score  at  least  20  points  to  be  considered. 
If  a program  or  project  scores  this  number,  it 
is  then  evaluated  on  another  rating  sheet 
entitled  “Criteria  for  Determination  of  Prior- 
ity in  Program  Development”  (See  Section 
VI).  The  members  of  the  Planning  Commit- 
tee fill  out  their  appraisal  and  the  sheets 
are  averaged  to  yield  a program  or  project 
priority. 

Once  the  Planning  Committee  has  completed 
this  work,  it  can  forward  its  recommendation 
to  the  Advisory  Group  for  its  final  approval, 
disapproval  or  amendment.  With  some  modi- 
fication the  process  can  be  utilized  to  formu- 
late a plan  which  is  given  to  both  the  Advisory 
Group  and  the  various  Task  Forces  of  the  Plan- 
ning Committee. 

SECTION  VII 
THE  REGIONAL  PLAN 
The  general  plan  is  divided  into  3 phases: 

Phase  I,  1967-1971 

Planning  and  Introductory  Phase 
Phase  II,  1971-1975 
Build-up  Phase 
Phase  III,  1975-1980 

Demonstration  Phase 

Phase  I. 

1.  Planning 

This  sub-phase  was  felt  to  approximate  2 
years.  In  actuality,  it  was  noted  that  it 
more  likely  required  30  months’  time. 

2.  Introductory  projects 

It  was  felt  that  a representative  project 
from  each  of  the  Task  Force  areas  was 
needed  to  introduce  to  our  Region  what  Re- 
gional Medical  Programs  can  and  intend 
to  do.  Each  of  the  selected  projects  relates 
to  the  general  plan  although  each  was  not 
developed  in  the  order  in  which  the  Plan- 
ning Committee  might  now'  request. 

The  Planning  Committee,  both  by  formal  and  in- 
foimal  priority  establishment,  assigned  the  follow- 
ing objectives  or  priority  areas  for  the  year  1968 
and  1969. 

Priority  No.  1 

To  study  health  manpower  distribution  and 
needs  and  to  develop  a comprehensive  program 


for  recruitment  of  people  into  the  health  pro- 
fessions. 

Priority  No.  2 

To  improve  and  update  knowledge  and  skills  of 
existing  community  health  practitioners  through 
various  techniques  of  continuing  education: 
training  courses,  demonstration  program  sem- 
inars, traveling  clinics,  audiovisuals. 

Priority  No.  3 

To  encourage  and  help  community  hospitals  to 
develop  and  sustain  their  own  programs  of  con- 
tinuing education  and  in-service  training. 

Priority  No.  4 

To  study  and  improve  transportation  services 
to  appropriate  health  care  facilities. 

Priority  No.  5 

To  develop  screening  and  educational  programs 
to  assist  the  physician  and  the  public  to  iden- 
tify persons  who  could  profit  from  medical 
care. 

By  this  time  the  staff  and  Planning  Committee 
w'ere  beginning  to  receive  ideas  from  the  people 
in  the  Region  for  projects.  The  Planning  Commit- 
tee requested  each  of  our  five  (5).  Task  Forces  to 
work  on  a project  which  would  serve  to  meet  the 
above  objectives.  The  Continuing  Education  Task 
Force  began  to  develop  an  audiovisual  capability 
project.  The  Heart  Task  Force  began  to  wrestle 
with  a coronary  care  project  and  after  receiving  and 
studying  15  project  ideas  combined  them  all  in 
one  Coronary  Care  Training  Project  which  would 
involve  six  different  training  sites  and  six  different 
training  programs  in  the  two-state  area.  The 
Stroke  Task  Force  presented  several  projects  which 
it  felt  would  achieve  its  goals. 

The  Number  One  priority  — Manpower  recruit- 
ment — was  identified  easily,  but  the  Task  Force 
was  unable  to  come  up  with  a project  in  this  area 
although  one  of  the  projects  to  be  assigned  to  it 
for  study  (the  Medical  Social  Service  Assistant  proj- 
ect) was  developed  and  submitted  for  review. 

The  Cancer  Task  Force  after  many  meetings, 
much  discussion,  and  many  months  came  forth  with 
a Cancer  Detection  project. 

One  of  the  institutions  presented  a pulmonary 
screening  project  which  was  review^ed  and  was 
submitted  to  compete  with  earmarked  funds  for 
Emphysema. 

The  package  of  projects  concept  had  been  de- 
cided upon  as  the  best  way  to  present,  to  the  Re- 
gion, what  RMP  could  do.  It  seemed  entirely 
logical  to  ask  for  some  returns  on  each  Task  Forces’ 
time  and  involvement  and  this  package  would  ac- 
complish this  end  as  well  as  meet  the  goals  and 
objectives  of  the  Region.  The  Planning  Committee 
was  acutely  aware  of  the  feeling  that  planning  for 
a period  was  needed  but  it  bad  to  be  translated 
into  action  by  tbe  end  of  the  two  year  period  or 
the  needed  interest  of  our  personnel  would  be  lost. 

The  1969  priorities  will  include  those  carried  over 
from  1968  (health  recruitment  program,  study  and 
improvement  of  transportation  services,  assistance 
for  community  hospitals  in  development  of  their 
own  continuing  education  programs,  development  of 
new  training  careers  to  meet  new  needs).  Our  plan 
for  1969  would  include  these  plus  a charge  to  the 
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Continuing  Education  Task  Force  to  develop  a pro- 
gram to  educate  nursing  personnel  (especially  the 
nurses’  aides  and  LPN’s)  in  rehabilitative  proce- 
dures. 

The  Planning  Committee  has  also  considered  the 
goals  and  objectives  of  each  individual  Task  Force 
and  has  outlined  broadly  the  programs  it  wishes 
to  have  each  Task  Force  undeitake. 

REPORT  OF  PREPAYMENT  MEDICAL 
CARE  COMMITTEE 

Orvis  Neely.  M.D.,  Lincoln,  Chairman  ; Wm.  J.  Chleborad, 
M.D.,  Fremont : Clyde  Kleager,  M.D..  Hastings  ; Vincent  Lynn, 
M.D..  Geneva  ; Lee  Stover,  M.D.,  Lincoln  ; J.  J.  Grier,  M.D., 
Omaha. 

The  annual  report  of  the  Prepayment  Medical 
Care  Committee  was  made  at  the  mid-winter  session 
of  the  Nebraska  State  Medical  Association.  The 
House  of  Delegates  approved  this  report  at  the 
February,  1968  meeting  along  with  its  recom- 
mendation for  approval  of  the.  Usual  and  Customary 
concept  of  prepayment  medical  care.  Since  that 
time,  this  committee  has  been  most  active  keeping 
abreast  of  current  developments  and  arguments  pro 
and  con  in  regard  to  this  concept.  It  is  the  con- 
sensus of  the  committees  as  a whole,  at  their 
meeting  of  March  20,  1969,  that  a brief  reaffirma- 
tion of  the  opinions  of  this  committee  be  made  at 
this  meeting. 

An  Ad  Hoc  Committee  was  appointed  at  the  Fall 
Session  of  the  House  of  Delegates  to  study  Usual 
and  Customary  payment.  This  committee  has 
worked  extremely  dligently  to  bring  an  unbiased 
report  to  the  House  at  this  session.  The  chairman 
of  the  Prepayment  Medical  Care  Committee,  Dr. 
Orvis  Neely,  met  with  the  Ad  Hoc  Study  Commit- 
tee and  repoi’t  was  submitted  to  them  stating  that, 
“members  of  our  committee  . . . recommend  again 
that  the  House  of  Delegates  be  urged  to  approve 
this  method  of  reimbursement  for  Blue  Shield  pay- 
ments.” In  addition,  members  of  the  Prepayment 
Medical  Care  Committee  have  regularly  attended 
Board  Meetings  of  Blue  Shield  and  are  well  versed 
on  its  ‘modus  operandi.’  It  is  therefore  felt  that 
this  committee  can  attain  a most  active  role  in  its 
function  as  liaison  between  members  of  the  medical 
association  and  prepayment  medical  care  concepts. 

As  stated  to  the  Ad  Hoc  Committee,  the  pres- 
ent non-profit  Blue  Shield  method  of  providing 
prepayment  medical  care  with  the  full  coopera- 
tion of  organized  medicine,  as  in  the  past,  pro- 
vides a service  to  the  people  of  Nebraska  which 
cannot  be  duplicated  by  any  other  method.  By  pro- 
viding paid-in-full  coverage  through  the  Usual  and 
Customary  concept  which  Blue  Plans  now  provide 
in  45  of  50  states,  through  which  Pathologists  and 
Radiologists  in  this  state  are  now  paid,  and  through 
which  Medicare  Title  18  payments  are  being  made, 
this  plan  can  provide  quality  prepaid  medical  care 
to  the  people  of  Nebraska. 

Blue  Shield’s  constant  desire  to  provide  up-to-date 
benefits  is  evidenced  by  the  recent  addition  of  bene- 
fits for  Chemo-surgery,  cryotherapy,  pre  admission 
testing  w'ithin  96  hours  prior  to  surgery,  administra- 
tion of  spinal  anaesthesia,  some  oral  surgical  and 
podiatry  procedures  and  payment  of  surgical  assist- 
ant fees.  It  is  firmly  believed  that  Blue  Shield  will 
continue  to  keep  abreast  of  medical  advances  and 
economic  changes. 

Eighteen  of  the  23  Blue  Shield  Board  members  are 


physicians  selected  on  the  recommendation  of  the 
President  of  the  State  Medical  Association  and 
voted  upon  by  the  House  of  Delegates.  These  physi- 
cians are  selected  from  various  areas  of  the  state, 
roughly  in  proportion  to  physician  population  and 
type  of  practice.  Recently,  Blue  Shield  revised 
guidelines  of  Board  membership,  primarily  limit- 
ing length  and  number  of  terms  with  ineligibility 
after  the  65th  birthday  in  order  to  further  insure 
that  organized  medicine  will  continue  to  be  truly 
represented. 

To  establish  improved  lines  of  communication  with 
physicians.  Blue  Shield  had  increased  its  profes- 
sional relation  staff  to  four  men.  Blue  Shield  has 
suggested  that  each  County  Medical  Society  set 
aside  one  meeting  each  year  to  meet  with  one  of 
these  representatives  to  discuss  mutual  problems. 
Individual  physicians  are  encouraged  to  express 
their  concerns  and  ideas  to  these  men  when  they 
call  at  your  offices. 

This  committee,  the  Prepayment  Medical  Care 
Committee  of  the  Nebraska  State  Medical  Associa- 
tion, following  completion  of  work  by  the  Ad  Hoc 
Committee,  will  also  continue  to  act  as  liaison  be- 
tween physicians  of  the  state  and  Blue  Shield. 
Continued  close  liaison  between  the  medical  pro- 
fession and  insurance  carriers  is  most  important. 
With  mutual  cooperation  and  understanding  of  the 
self-controlled,  voluntary  type  medical  care  on  a 
fee-for-service  basis  as  the  Usual  and  Customary 
concept  provides,  forces  aligned  against  this  free 
enterprise  system  can  be  averted. 

It  is  the  recommendation  of  this  committee  that: 

1.  The  close  sponsorship  of  Blue  Shield  by  or- 
ganized medicine  be  continued  and  strength- 
ened. 

2.  The  approval  of  Usual  and  Customary  meth- 
ods of  billing  which  Blue  Shield  requires  be 
again  forthcoming. 

3.  The  ties  between  the  House  of  Delegates  and 
the  Prepayment  Medical  Care  Committee  be 
strengthened  to  the  end  that  the  House  of 
Delegates  be  kept  intimately  informed  of  all 
Blue  Shield  activities  and,  conversely,  that 
the  views  of  the  Delegates  be  readily  conveyed 
to  Blue  Shield  through  the  liaison  commit- 
tee. 

Respectively  submitted, 

Orvis  Neely,  M.D.,  Chairman. 

REPORT  OF  THE  HOUSE  OF  DELEGATES 
AD  HOC  COMMITTEE 

Roger  D.  Mason,  M.D.,  McCook,  Chairman  ; Clarence  R. 
Brott,  M.D.,  Beatrice ; Charles  Landgraf,  Jr..  M.D.,  Hastings ; 
James  Ramsay.  M.D.,  Atkinson ; Stanley  M.  Truhlsen,  M.D., 
Omaha  : John  D.  Coe,  M.D.,  Omaha  : C.  N.  Sorensen,  M.D., 
Scottsbluff ; A.  L.  Smith,  Jr.,  M.D.,  Lincoln. 

The  House  of  Delegates  of  the  Nebraska  State 
Medical  Association  while  in  session  in  September, 
1968,  received  and  approved  the  following  resolution 
in  this  amended  form: 

Introduced  By:  Omaha-Douglas  County  Medical 

Society 

Subject:  Blue  Shield  Study  Committee 

Referred  To:  Reference  Committee  #6 

Resolution  #3 

WHEREAS,  there  are  many  socio-economic 
changes  taking  place  in  the  payment  for  medi- 
cal services;  and 
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WHEREAS,  there  are  many  important  aspects 
for  physicians  to  consider  in  the  various  mech- 
anisms of  a licensed  insurance  carrier’s  payment 
for  medical  services;  and 

WHEREAS,  Blue  Shield  has,  in  the  past,  been 
an  important  force  in  the  development  of  the 
concept  of  licensed  insurance  carrier’s  patterns, 
and  principles;  and 

WHEREAS,  the  new  policies  contemplated 
and  the  use  of  usual  and  customary  fees  by 
Blue  Shield  present  many  technical  and  philo- 
sophic problems;  be  it 

THEREFORE  RESOLVED,  that  the  Speaker 
of  the  House  of  Delegates  appoint  an  Ad  Hoc 
Committee  to  study  all  aspects  of  this  problem 
and  that  this  committee  report  recommendations 
to  the  House  of  Delegates  at  the  May,  1969 
meeting. 

The  Reference  Committee  report  pointed  out, 
in  recommending  the  adoption  of  the  resolution, 
that  “there  was  much  spirited  and  useful  dicus- 
sion  by  members  and  officers  of  the  Nebraska 
State  Medical  Association  and  by  representatives  of 
the  Nebraska  Medical  Service.  It  was  the  consensus 
of  the  meeting  that  Resolution  #3  provides  excel- 
lent opportunity  for  resolution  of  the  problems 
which  all  agree  exist  in  the  field  of  health  insurance. 

Your  Reference  Committee  recommends  adoption 
of  Resolution  #3  and  respectfully  presumes  to  ad- 
vise the  Speaker  of  the  House  of  Delegates  that 
membership  of  the  Ad  Hoc  Committee  to  which  the 
resolution  refers  be  constituted  on  the  basis  that 
there  shall  be  no  conflict  of  interest  with  respect 
to  health  insurance  companies  and  that  said  Ad  Hoc 
Committee  shall  meet  with  representatives  of  health 
insurance  companies  as  part  of  its  responsibility  for 
developing  recommendations  in  accordance  with  said 
resolution.’’ 

In  compliance  with  this  directive,  the  Speaker  of 
the  House  of  Delegates  appointed  8 members  to 
serve,  and  subsequently  the  Ad  Hoc  Committee 
members  were  officially  informed  of  their  appoint- 
ment on  October  1,  1968. 

The  Committee  held  its  initial  organizational 
meeting  on  October  23,  1968,  in  Grand  Island.  The 
Committee  decided  that  its  first  exploratory  meet- 
ing should  be  held  with  representatives  of  the  Ne- 
braska Medical  Service  (Blue  Shield),  and  their  sec- 
ond meeting  should  be  scheduled  with  representa- 
tivs  of  the  commercial  health  insurance  industry 
invited.  It  was  also  the  Committee’s  decision  to 
circulate  the  membership  of  the  Nebraska  State 
Medical  Association,  via  the  N.S.M.A.  BULLETIN, 
and  from  responses  gained  determine  where  re- 
gional meetings  should  be  held  at  which  time  mem- 
bers could  be  present  and  express  their  opinions  re- 
garding the  subject  matter  before  the  Committee. 
It  became  apparent  that  these  meetings  would  be 
held  or  scheduled  for  Omaha,  Grand  Island,  and 
Scottsbluff. 

It  should  be  pointed  out  that  in  December  of  1968, 
the  House  of  Delegates  of  the  American  Medical  As- 
sociation adopted  a more  in  depth  definition  of  the 
terms  “usual,  customary  and  reasonable.”  The 
resolution  is  reproduced  here  for  your  benefit. 

WHEREAS,  There  is  a rapidly  increasing 
number  of  programs  for  financing  health  serv- 
ices based  upon  the  usual,  customary,  and  rea- 


sonable concepts  for  payment  of  physician’s 
services;  and 

WHEREAS,  It  is  in  the  best  interest  of  the 
public  and  physicians  of  the  country  that  a na- 
tional definition  of  the  terms,  usual,  customary 
and  reasonable  be  formulated  by  the  American 
Medical  Association;  therefore,  be  it 

RESOLVED,  That  the  American  Medical  As- 
sociation adopt  the  following  definitions  and 
distribute  them  to  all  state  medical  associations 
for  their  individual  consideration  and  guidance: 

ITsual  is  defined  as  the  “usual”  fee  which 
is  charged  for  a given  service  by  an  indi- 
vidual physician  in  his  personal  practice 
(i.e.,  his  own  usual  fee); 

Customary  is  defined  as  that  range  of 
usual  fees  charged  by  physicians  of  sim- 
ilar training  and  experience  for  the  same 
service  within  a given  specific  limited  geo- 
graphic or  socio-economic  area; 

Reasonable  is  defined  as  a fee  which 
meets  the  above  two  criteria,  or,  in  the 
opinion  of  the  responsible  local  medical 
association’s  review  committee,  is  justi- 
fiable in  the  special  circumstances  of  the 
particular  case  in  question;  and  be  it  fur- 
ther 

RESOLVED,  That  whenever  these  terms  are 
used  in  contracts  or  laws,  they  be  specifically 
defined  in  those  documents. 

The  A.M.A.  House  of  Delegates  also  during  its 
December  session  adopted  a resolution  stating  that 
any  reference  to  “paid-in-full”  coverage  should 
clearly  identify  those  services  which  are  indeed 
covered  on  a “paid-in-full”  basis  and  also  identify 
the  circumstances  under  which  those  services  must 
be  rendered. 

The  Committee  has  met  with  representatives  of 
Nebraska  Blue  Shield,  representatives  of  the  com- 
mercial health  insurance  industry,  the  State  Depart- 
ment of  Insurance,  and  a number  of  interested  Ne- 
braska State  Medical  Association  members. 

The  primary  thrust  of  the  Committee  in  its  many 
meetings  has  been  to  collect  valid  information  and 
objective  opinions  which  could  be  of  value  to  the 
Committee  in  its  efforts  of  reaching  an  equitable 
yet  final  answer  concerning  medicine  and  the  third 
party  carrier. 

The  objectives  of  this  report  are  to  define  the 
problem,  answer  basic  objections,  pinpoint  the  con- 
troversies, and  make  meaningful  recommendations 
which  will  serve  as  a guide  to  the  Nebraska  State 
Medical  Association  in  its  relationships  with  the 
health  care  programs  of  third  party  carriers. 

The  Committee  concerned  itself  with  relations  of 
Blue  Shield  and  the  Nebraska  State  Medical  Asso- 
ciation, relations  of  private  carriers  and  the  Ne- 
braska State  Medical  Association,  the  threat  of 
government  versus  private  prepayment  medicine, 
and  the  pressure  applied  by  labor-management  nego- 
tiations developing  contracts  for  coverage  for  their 
employees. 

The  Nebraska  Medical  Service,  or  Nebraska  Blue 
Shield,  was  organized  in  1944  as  a not-for-profit 
assessment  group  designed  to  provide  physician  in- 
spired prepayment  medical  care.  Historically,  the 


632 


Nebraska  S.  M.  J. 


House  of  Delegates  of  the  Nebraska  State  Medical 
Association  has  recommended  physicians  for  elec- 
tion or  re-election  to  the  Board  of  Directors  of  Ne- 
braska Medical  Service.  Formal  election  is  held 
at  the  Annual  Meeting  of  the  Members  of  Blue 
Shield,  and  the  recommendations  of  the  Nebraska 
State  Medical  Association  are  then  considered.  As 
a practical  matter,  these  recommendations  are  ac- 
cepted and  approved.  It  should  be  clearly  under- 
stood, however,  that  the  membership  of  Nebraska 
Medical  Service  is  legally  charged  by  insurance 
laws  of  our  state  as  having  final  authority  to  deter- 
mine directorships.  It  should  also  be  pointed  out 
that  Blue  Shield  is  owned  and  legally  controlled  by 
its  policy  holders  through  its  Board  of  Directors. 
The  Articles  of  Incorporation  of  Blue  Shield  specify 
that  the  Board  of  Directors  shall  be  composed  in 
such  a manner  that  at  least  two  thirds  of  its  mem- 
bers are  dues  paying  members  of  the  Nebraska  State 
Medical  Association. 

Traditionally  18  of  21  members  of  the  Board 
of  Directors  have  been  drawn  from  the  Nebraska 
State  Medical  Association.  This  committee  would 
hope  that  this  policy  would  continue  and  com- 
mends the  Blue  Shield  Board  for  recent  changes 
made.  (See  Appendix  I,  “Guidelines  for  Determin- 
ing Eligibility  for  Election  to  Membership  on  the 
Board  of  Directors  of  Nebraska  Medical  Service”)- 
The  Committee  suggests  that  nominations  for  the 
Blue  Shield  Board  include  responsible,  younger 
members  of  the  Nebraska  State  Medical  Associa- 
tion. 

The  Nebraska  State  Medical  Association  Constitu- 
tion and  By-Laws  are  called  to  your  attention,  under 
the  heading  of  Duties  of  the  President:  Page  29, 
Item  #10.  The  last  paragraph  of  this  section 
reads  as  follows:  “The  Nebraska  Medical  Service 
will  inform  the  President  of  the  Nebraska  State 
Medical  Association  as  to  the  number  of  medical 
members  of  the  Board  of  Directors  to  be  elected 
at  the  following  annual  meeting.”  The  next  sen- 
tence, “The  President  will  then  designate  from  the 
membership  of  the  Nebraska  State  Medical  Associa- 
tion a like  number  of  doctors  to  be  approved  by  the 
House  of  Delegates.”  should  be  eliminated  and  re- 
placed by  the  following:  “The  President  of  the 

Nebraska  State  Medical  Association  will  then  des- 
ignate two  names  from  the  eligible  membership  of 
the  Nebraska  State  Medical  Association  for  each 
vacant  position  and  present  these  names  to  the  nom- 
inating committee.  The  nominating  committee  will 
select  one  person  for  each  vacancy  from  the  Presi- 
dent’s list  and  other  eligible  nominees  presented. 
The  selectees  will  be  presented  for  approval  to  the 
House  of  Delegates.”  The  last  portion  of  the  para- 
graph remains  as  follows:  “These  names  will  then 
be  transmitted  to  the  Nebraska  Medical  Service 
for  appropriate  action.  Should  a vacancy  occur 
among  the  medical  members  of  the  Board  of  Direc- 
tors of  Nebraska  Medical  Service,  the  President  of 
the  Nebraska  State  Medical  Association  shall  desig- 
nate such  a member  for  election  to  the  Board  of 
Directors  of  Nebraska  Medical  Service.” 

The  Nebraska  Medical  Service  operates  under  the 
guidelines  set  forth  by  the  National  Association 
of  Blue  Shield  Plans  and  is  subject  to  regulations 
handed  down  hy  the  national  body.  The  Blue  Shield 
name,  trademark  and  emblems  are  owned  by  the 
local  plans  through  this  association  with  the  Na- 
tional Blue  Shield  organization,  their  coordinating 


agency.  In  other  words  Nebraska  Blue  Shield  is 
in  a sense,  a franchised  organization  by  National 
Blue  Shield. 

From  its  inception,  Nebraska  Medical  Service 
(Blue  Shield)  provided  a variety  of  contracts  with 
a variable  extent  of  coverage  and  this  included 
the  so  called  service  contract,  wherein  physicians 
were  asked  to  sign  participating  agreements  so 
that  in  the  limited  income  groups  the  amount  paid 
by  Blue  Shield,  would  in  fact  he  the  total  physi- 
cain  fee  charged.  Although  the  Nebraska  State 
Medical  Association  has  always  had  a close  rela- 
tionship with  Blue  Shield,  both  the  Association 
and  Blue  Shield  have  endeavored  to  maintain  a 
cordial  working  relationship  with  the  private  car- 
riers. It  is  recognized  that  private  insurance  often 
covers  individual  insurance  needs  not  met  by  Blue 
Shield’s  group  plans. 

Because  of  changing  socio-economic  factors.  Blue 
Shield  contracts  have  undergone  change  and  need 
to  continue  to  undergo  change.  For  example,  the 
original  service  type  contract  has  been  made  obsolete 
by  inflation  so  that  with  few  exceptions  annual 
earning  limitations  no  longer  apply.  Now  Blue 
Shield,  in  fact  all  private  carriers  of  prepayment 
medical  insurance  need  to  consider  large  and  small 
contracts  with  industries,  to  provide  more  compre- 
hensive medical  coverage.  Blue  Shield  and  private 
carriers  must  be  successful  in  meeting  these  de- 
mands in  order  to  forestall  compulsory  government 
operated,  all  inclusive  prepayment  medical  care.  At 
the  present  time  and  in  many  industries  labor  and 
management  negotiate  and  develop  a contract  spell- 
ing out  the  medical  coverage  they  desire  and 
establishing  limits  of  cost.  Management  then  ap- 
proaches the  purveyors  of  prepayment  medical 
service,  including  Blue  Shield,  and  test  the  market 
to  see  if  this  can  be  purchased.  We  feel  we  must 
do  all  we  can  to  see  that  they  are  successful,  since 
the  next  recourse  for  labor  and  management  is  to 
turn  to  “closed  panel”  medicine,  thus  drastically 
curtailing  the  “free  choice  of  physician”  concept 
and  failing  that,  they  turn  to  government  con- 
trolled medicine. 

Increasing  inflation,  change  in  the  relations  be- 
tween management  and  labor  and  an  increasing 
participation  of  government  in  social  affairs  re- 
quires insurance  which  has  flexible  fees  and  more 
nearly  full  coverage  of  patient  expense.  This  is 
manifest  by  the  interest  shown,  not  only  by  Blue 
Shield,  but  the  private  insurance  companies  as 
well.  Usual  and  customary  does  not  represent  a 
new  program  in  the  State  of  Nebraska.  CHAMPUS, 
Pathologists  and  Radiologists  have  all  been  paid 
on  the  basis  of  this  concept  for  the  past  1-2  years. 
At  the  present  time  some  47%  of  Blue  Shield  dollar 
payout  is  under  this  concept.  Many  wage  earners 
in  Nebraska  are  now  associated  with  companies 
whose  medical  coverage  is  negotiated  between  labor 
and  management  on  a regional  or  national  basis. 
These  large  companies  demand  coverage  on  a usual 
and  customary  basis. 

The  Committee  believes  the  problem  of  the  im- 
pact of  the  usual  and  customary  program  on  mem- 
bers of  the  Nebraska  State  Medical  Association  lies 
in  the  change  from  service  to  indemnity  philosophy 
by  the  insurance  companies  and  the  emergent  posi- 
tion of  the  physician  in  this  new  context.  Most 
complaints  heard  during  these  meetings  have  been 
based  on  four  assumptions: 
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1.  “Participation  contracts  would  be  required 
and  a list  of  pai’ticipating  physicians  would 
or  could  be  circulated.”  This  question  or  com- 
plaint was  studied  and  it  was  found  that  lists 
ai’e  supplied  by  carrier  only  upon  request. 
The  Committee  recognized  the  need  to  con- 
tinue the  designation  “participating  physician” 
as  it  relates  to  the  present  seiwice  contracts 
as  required  by  law.  The  Committee  strongly 
urges  that  the  designation  participating  or 
nonparticipating  physician  be  eliminated  from 
the  “new”  usual  and  customary  contracts  as 
proposed  by  Nebraska  Blue  Shield.  The 
Committee  also  recommends  that  all  future 
contracts  eliminate  all  participation  designa- 
tions, thus  maintaining  the  free  choice  of 
physician  concept. 

2.  “Blue  Shield  could  or  might  then  set,  freeze 
or  control  individual  fees.”  After  careful 
study,  this  Committee  believes  that  very  ade- 
quate safeguards  exist  in  the  proposed  Blue 
Shield  usual  and  customary  contracts  which 
will  provide  for  individual  fee  changes  as 
economic  conditions  require.  The  Committee 
suggests  that  Blue  Shield  summarize  current 
economic  facts  and  trends  in  medicine  to  in- 
clude hospital,  medical  and  pharmaceutical 
costs  and  perhaps  taxes  and  report  same  to 
the  House  of  Delegates  regularly. 

3.  “Blue  Shield  would  become  just  another  com- 
peting company  in  the  field  of  health  insur- 
ance.” Because  of  the  continued  unique  par- 
ticipation of  the  Nebraska  State  Medical  As- 
sociation on  the  Board  of  Directors  of  Blue 
Shield,  this  Committee  believes  that  Blue 
Shield  will  continue  to  be  unique  in  the  field 
of  health  insurance  and  this  complaint  will 
not  become  a reality.  Also,  it  has  been  Blue 
Shield’s  policy  to  refer  contemplated  changes 
to  the  House  of  Delegates  prior  to  their  im- 
plementation. 

4.  “There  is  a lack  of  knowledge  of  socio-eco- 
nomic changes  in  the  health  insurance  field.” 
The  Committee  believes  the  Prepayment  Medi- 
cal Care  Committee  duties  are  well  conceived 
and  defined  in  the  Constitution  and  By-Laws 
of  the  N.S.M.A.  (Page  48,  Item  #21)..  We 
concur  with  the  Chairman  of  this  Committee’s 
analysis  of  the  situation  in  that  there  has  been 
a lack  of  communication  both  with  Blue 
Shield  and  the  Nebraska  State  Medical  Asso- 
ciation. The  Committee  recommends  that  the 
Chairman  or  his  designate  must  attend  every 
meeting  of  the  Blue  Shield  Board  and  that 
the  Chairman  should  submit  a written  report  to 
each  session  of  the  House  of  Delegates  of  the 
N.S.M.A.  and  also  appear  in  person  before 
the  House  for  an  oral  report  and  a ques- 
tion and  answer  session. 

The  Committee  recommends  that  the  Nebraska 
State  Medical  Association  endorse  the  concept  of 
usual  and  customary  insurance  coverage  to  meet 
its  traditional  obligation  to  provide  medical  service 
to  alt  who  need  it  while  preserving  the  doctor- 
patient  relationship,  provided  the  following  four 
recommendations  are  adopted: 

1.  The  elimination  of  the  “participation”  require- 
ment. 

2.  Acceptance  and  utilization  of  the  American 


Medical  Association’s  definition  of  “usual,  cus- 
tomary and  reasonable”  fees. 

3.  A strong  and  enforceable  peer  review  com- 
mittee system. 

4.  Implementation  of  the  proposed  changes  in 
Blue  Shield  administrative  procedures. 

Of  these,  the  necessity  for  a strong  peer  review 
committee  is  of  vital  importance.  Councilor  Dis- 
trict peer  review  committees  must  actively  carry 
out  their  responsibilities  in  order  to  protect  the 
policy  holder,  the  insurance  company  and  the  indi- 
vidual physician.  The  Board  of  Councilors  at  Kear- 
ney in  September  of  1968  accepted  the  responsibility 
for  developing  peer  review  committees  in  each  coun- 
cilor district. 

This  Committee  would  further  recommend  that 
the  peer  review  committees  be  utilized  as  com- 
mittees of  investigation.  Upon  receipt  of  notifica- 
tion from  the  Policy  Committee,  each  councilor  com- 
mittee shall  have  the  responsibility  to  investigate 
thoroughly  and  fairly  any  complaint  received. 
Upon  completion  of  its  investigation,  this  councilor 
committee  shall  submit  a report  to  the  Policy  Com- 
mittee and  the  Policy  Committee  shall  render  a de- 
cision upon  that  complaint.  The  decision  shall  then 
be  forwarded  to  the  appropriate  complaining  indi- 
vidual or  organization. 

The  Committee  feels  that  it  must  be  noted  that 
the  usual  and  customary  contracts  proposed  by  Ne- 
braska Blue  Shield  may  represent  first  dollar  pay- 
out for  certain  specified  services,  however,  it  should 
be  noted  and  is  recommended  that  a usual  and 
customary  program  be  explored  which  would  provide 
a policy  or  policies  on  a co-insurance  basis,  a de- 
ductible basis,  or  possibly  including  both. 

The  Committee  strongly  endorses  the  stand  of 
the  American  Medical  Association,  that  all  adver- 
tising pertinent  to  usual  and  customary  contracts 
must  plainly  state  the  limits  of  the  coverage 
offered. 

The  Committee  would  further  request  that  the 
Nebraska  State  Insurance  Director  be  informed  of 
this  stand  and  adoption  of  this  concept  and  that 
the  Department  be  requested  to  give  consideration 
to  making  this  a standard  for  all  insurance  com- 
panies selling  health  insurance  in  Nebraska  via  a 
usual  and  customary  program. 

In  summary,  it  should  be  pointed  out  the  Ad  Hoc 
Committee  was  formed  under  the  rather  broad 
charge  given  in  Resolution  #3  before  the  House 
of  Delegates  meeting  in  September,  1968.  The  Com- 
mittee has  attempted  to  examine  all  aspects  of  the 
insurance  problem  following  the  spirit,  as  well 
as  the  letter,  of  the  resolution  and  Reference  Com- 
mittee report.  In  evaluating  the  many  facets  of 
the  resolution,  frank  and  open  discussion  was  held 
with  representatives  of  Nebraska  Blue  Shield,  com- 
mercial insurance  carriers,  the  State  Department  of 
Insurance,  present  and  former  medical  association 
officers,  and  members  of  the  Nebraska  State  Medi- 
cal Association.  To  all  of  them,  we  express  our 
sincere  appreciation  for  the  significant  contribution 
they  have  made  to  the  activities  of  this  committee. 

At  this  point,  we  wish  to  capsulize  the  com- 
ments or  decisions  of  the  Committee  concerning  rec- 
ommendations or  suggestions  that  have  been  made 
in  the  body  of  this  report.  They  are  as  follows: 

1.  It  was  suggested  that  younger  members  be 
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considered  for  nomination  to  the  Blue  Shield 
Board  of  Directors. 

2.  Changes  were  proposed  to  the  Constitution 
and  By-Laws  of  the  Nebraska  State  Medical 
Association  regarding  nomination  of  members 
to  the  Blue  Shield  Board  by  the  House  of 
Delegates. 

3.  It  was  urged  that  the  “Participating  Physi- 
cian’s Agreement”  be  removed  from  any  fu- 
ture contracts. 

4.  A suggestion  was  made  that  Blue  Shield  pro- 
vide a summary  of  economic  facts  on  areas 
such  as  the  trends  of  medical  expense  as  well 
as  other  pertinent  socio-economic  areas;  and 
that  the  House  of  Delegates  be  provided  with 
reports  on  a regular  basis. 

5.  Stipulated  changes  concerning  the  need  for 
improved  communications  between  the  Ne- 
braska State  Medical  Association  and  Blue 
Shield  via  the  Prepayment  Medical  Care  Com- 
mittee were  specified. 

6.  The  recommendation  was  made  that  the  Ne- 
braska State  Medical  Association  endorse  the 
concept  of  usual  and  customary  insurance  cov- 
erage with  the  following  stipulations: 

a.  The  elimination  of  the  participation  re- 
quirements. 

b.  Acceptance  and  utilization  of  the  A.M.A. 
definition  of  “usual,  customary  and  rea- 
sonable” feesv 

c.  A strong  and  ^forceable  peer  review  com- 
mittee system  being  established. 

d.  Implementation  of  the  proposed  changes  in 
Blue  Shield  administrative  procedures. 

7.  The  establishment  of  strong  peer  review  com- 
mittees was  recommended  utilizing  the  Coun- 
cilors of  the  Nebraska  State  Medical  Asso- 
ciation as  an  investigative  body  with  the 
final  decision  in  each  case  resting  with  the 
policy  Committee. 

8.  It  was  recommended  that  the  Director  of  the 
State  Department  of  Insurance  be  request- 
ed to  consider  applying  the  A.M.A.  definition 
of  “usual,  customary  and  reasonable”  to  any 
health  insurance  company  in  Nebraska  pro- 
posing a policy  utilizing  this  concept. 

9.  It  was  suggested  that  Blue  Shield  give  con- 
sideration to  a usual  and  customary  program 
which  provides  for  insurance  on  a deductible 
basis  and/or  a co-insurance  basis. 

10.  A strong  endorsement  of  the  A.M.A.  position 
on  advertising  concerning  limits  of  coverage, 
concerning  press  releases,  concerning  adver- 
tising brochures,  concerning  claims  of  sales- 
men and  agents  to  potential  policy  holders 
under  the  usual  and  customary  contracts  was 
requested. 

Assuming  the  importance  of  the  preservation  of 
the  physician-patient  relationship,  it  is  in  the  in- 
terest of  the  Nebraska  State  Medical  Association 
and  its  individual  members  to  actively  support  all 
legitimate  private  insurance  efforts.  Our  goal  must 
be  to  achieve  the  best  possible  prepayment  mechan- 
ism for  costs  of  medical  care  particularly  as  one 
effort  to  forestall  compulsory  national  health  insur- 
ance. 


In  conclusion,  I wish  to  express  my  sincere  appre- 
ciation to  the  members  of  the  Ad  Hoc  Study  Com- 
mittee. Their  allegiance  to  this  difficult  assign- 
ment has  been  most  gratifying.  They  have  attended 
numerous  meetings  and  driven  many  miles  in  the 
fulfillment  of  their  obligation.  These  words  of 
thanks  and  appreciation  are  a small  reward  for 
their  invaluable  contribution  to  this  report. 

Appendix  I 

GUIDELINES  FOR  DETERMINING  ELIGIBILITY 
FOR  ELECTION  TO  MEMBERSHIP  ON  THE 
BOARD  OF  DIRECTORS  OF 
NEBRASKA  MEDICAL  SERVICE 

I.  Legal  Requirements  — General 

1.  Must  be  a member  of  Nebraska  Medical 
Sei-vice  (State  Law). 

2.  Must  be  a resident  of  Nebraska  (State 
Law). 

3.  Must  be  21  years  of  age  (General  Law). 

4.  Effective  with  the  1970  Annual  Meeting, 
must  be  less  than  65  years  of  age  on  the 
date  his  election  becomes  official  (By- 
Laws). 

5.  Effective  January,  1970,  consecutive  terms 
of  three  (3)  years  each,  are  limited  to  four 
(4)  terms,  or  twelve  (12)  consecutive  years 
(By-Laws).. 

II.  Legal  Requirements  — Physicians 

1.  Must  be  an  active  member  of  the  Nebraska 
State  Medical  Association  in  good  standing. 

2.  Must  be  licensed  to  practice  medicine  and 
surgery  by  the  Department  of  Health  of 
the  State  of  Nebraska. 

III.  Corporation  Requirements  — General 

1.  Must  be  of  good  reputation  in  the  com- 
munity and  knowledgeable  in  business  af- 
fairs. 

2.  Must  have  an  excellent  credit  rating. 

3.  Must  have  no  substantial  material  conflict 
of  interest.  A substantial  material  con- 
flict of  interest  is  defined  to  include  (but 
not  limited  to); 

(1)  Employees  of,  consultant  to,  or  sub- 
stantial financial  interest  in  an  insur- 
ance company  which  is  in  competi- 
tion with  Blue  Shield. 

(2)  Serves  on  the  Board  of  Directors  of 
any  other  insuring  type  organization. 

IV.  Corporation  Requirements  — Physicians 

1.  Physician  members  must  be  representatives 
of  the  geographic  marketing  area  of  Blue 
Shield  and  the  percentage  from  any  geo- 
graphic area  must  be  related  to  a like  per- 
centage of  membership  of  the  Nebraska 
State  Medical  Association.  As  currently 
constituted,  this  percentage  is  as  follows: 


(1)  Omaha-Douglas  County 42.7% 

(2)  Lancaster  County 14.8% 

(3)  Remainder  of  State* 42.5% 


♦Must  be  representative  of  both  the  eastern  and 
western  portions  of  the  State,  but  due  to  large 
concentration  in  Omaha  and  Lincoln  already 
represented,  at  least  two-thirds  must  be  west  of 
L/ancaster  County. 
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2.  Representation  from  at  least  one  of  the 
following  areas  of  practice: 


Minimum 

Practice  Representation 

(1)  Surgery  2 

(2)  Internal  Medicine 2 

(3)  General  Practice  2 

(4)  Pathology 1 

(5)  Radiology 1 

(6)  Pediatrics 1 

(7)  Anesthesiology  1 

(8) .  Psychiatry 1 

(9)  Obstetrics  and  Gynecology 1 


with  representatives  from  sub-specialties 
within  the  foregoing  to  be  added  on  a ro- 
tation basis. 

3.  The  two  schools  of  medicine  in  the  State 
should  be  represented  by  graduate  physi- 
cians meeting  all  other  requirements  in 
the  ratio  of  the  number  in  active  practice 
in  the  State  to  the  total  number  in  active 
practice  in  the  State. 

4.  Must  be  a participating  physician  for  one 
year  prior  to  election. 

5.  Must  be  in  full-time,  active  practice. 

REPORT  OF  COMMITTEE  ON  HEALTH 
EDUCATION  IN  SCHOOLS 
AND  COLLEGES 

S.  I.  Fuenning,  M.D.,  Lincoln,  Chairman  ; Paul  Bancroft, 
M.D.,  Lincoln  : John  Aita,  M,D.,  Omaha  ; R.  C.  Rosenlof,  M.D., 
Kearney ; H.  V.  Smith,  M.D.,  Kearney ; S.  M.  Rathbun,  M.D., 
Beatrice. 

A brief  report  is  being  submitted  to  the  House 
of  Delegates  at  this  time  due  to  recent  activities 
in  health  education.  Aiso  being  submitted  is  a reso- 
lution concerning  certification  of  a health  teacher. 

The  following  resolutions  were  adopted  by  the 
Health  Education  Committee: 

1.  Schools  and  Problems  Relating  to  Sex 

2.  Certification  of  Health  Teacher 

It  is  the  recommendation  of  the  Committee  on 
Health  Education  in  Schools  and  Colleges  that  the 
House  of  Delegates  endorse  a resolution  on  schools 
and  problems  relating  to  sex  which  was  adopted 
by  the  House  of  Delegates  of  the  American  Medical 
Association  in  1964. 

The  committee  further  recommends  the  adoption 
of  the  resolution  on  Certification  of  Health  Teacher 
approved  by  the  Joint  Committee  on  Health  Prob- 
lems in  Education  of  the  National  Education  Asso- 
ciation, American  Medical  Association. 

Respectfully  submitted, 

S.  I.  Fuenning,  M.D.,  Chairman. 

Resolution 

SCHOOLS  AND  PROBLEMS  RELATING 
TO  SEX 

WHEREAS,  the  altered  stiaicture  of  our  so- 
ciety has  resulted  in  greater  permissiveness, 
and  changing  moral  values,  and 

WHEREAS,  the  years  when  sexual  drives  are 
recognized  to  be  approaching  a peak  present 
the  need  for  important  and  even  urgent  decisions 
on  the  part  of  youth,  and 

WHEREAS,  the  exploitation  by  all  forms  of 
mass  media  of  the  sensual  aspects  of  sex  has 


placed  undue  emphasis  on  erotic  behavior,  as 
opposed  to  mature,  responsible  love  relation- 
ships, and 

WHEREAS,  the  disparity  between  expressed 
beliefs  and  observed  actions  of  many  adults 
has  not  passed  unnoticed  by  the  youth  of  our 
country,  and 

WHEREAS,  the  persistent  occurrence  of  out- 
of-wedlock  pregnancies  and  of  venereal  disease 
has  been  paralleled  by  a lessening  of  the  re- 
strictive effect  on  sexual  behavior  by  either 
of  these  conditions;  therefore  be  it 

RESOLVED,  that  the  schools  accept  appro- 
priate responsibility  for  reinforcing  the  ef- 
forts of  parents  to  transmit  knowledge  about 
the  values  inherent  in  our  family  system,  and 
about  the  psychic,  moral,  and  physical  conse- 
quences of  sexual  behavior;  and  be  it  further 

RESOLVED,  that  this  be  done  by  including 
in  general  curriculum  the  physiology  and  biology 
of  human  reproduction  beginning  at  the  ele- 
mentary level  and  continuing  throughout  the 
school  years  at  increasing  levels  of  compre- 
hension, and  that  the  study  of  venereal  dis- 
eases continue  to  be  a part  of  communicable 
disease  education  during  early  adolescence;  and 
be  it  further 

RESOLVED,  that  the  concept  of  the  family 
as  a unit  of  society  based  on  mature,  respon- 
sible love  be  a continuing  and  pervasive  edu- 
cational goal. 

Resolution 

CERTIFICATION  OF  HEALTH  NURSES 

WHEREAS,  a number  of  states  have  recently 
adapted  their  regulation  on  teacher  certification 
to  include  separate  certification  of  teachers  of 
health,  and 

WHEREAS,  as  is  true  for  other  curricular 
areas,  such  certification  involves  the  require- 
ment of  a major  or  minor*  in  health  education 
for  eligibility  to  teach  health,  and 

WHEREAS,  in  states  where  such  certification 
regulations  have  been  instituted,  significant 
improvement  in  the  quality  of  health  education 
programs  has  occurred;  therefore  be  it 

RESOLVED,  that  states  not  having  separate 
certification  of  teachers  of  health,  institute  such 
regulations  at  the  earliest  possible  time;  and  be 
it  further 

RESOLVED,  that  certification  provisions  for 
teachers  of  health  include  the  requirement  of 
at  least  a minor  and  wherever  possible  a major 
in  health. 

* — Including  both  health  content  and  professional  educa# 
tion  courses. 

POLICY  COMMITTEE 

Frank  H.  Tanner.  M.D.,  Lincoln,  Chairman  ; J.  Whitney 
Kelley,  M.D.,  Omaha;  Robert  J.  Morgan,  M.D.,  Alliance; 
Dan  A.  Nye,  M.D.,  Kearney ; Willis  D.  Wright,  M.D.,  Omaha. 

Although  official  reports  of  committees  includ- 
ing the  Policy  Committee  are  made  only  at  the  fall 
meeting  of  the  House  of  Delegates,  the  Policy 
Committee  believes  that  certain  items  of  information 
and  certain  other  matters  should  be  brought  to  the 
attention  of  the  House  of  Delegates  at  this  Annual 
Session. 
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(1)  The  previously  approved  plan  to  establish  a 
first  aid  station  at  the  Nebraska  Legislature  had 
to  be  cancelled  when  a suravey  of  our  membership 
indicated  too  few  volunteers  to  staff  the  project. 
In  its  place,  a letter  was  sent,  with  the  approval 
of  the  Speaker  of  the  Legislature,  to  each  legislator 
offering  the  services  of  the  headquarters  staff  on 
any  occasion  when  the  legislator  found  it  necessary 
to  consult  a physician  of  his  choice  while  in  Lincoln. 
We  have  received  about  twenty-two  letters  from 
the  Senators  thanking  us  for  this  courtesy  offer. 

(2)  The  question  of  our  Association  establishing 
a more  formal  relationship  in  the  House  of  Dele- 
gates with  representatives  of  the  Student  American 
Medical  Association  and  the  Woman’s  Auxiliai’y  to 
the  Nebz-aska  State  Medical  Association  was  dis- 
cussed by  the  Policy  Committee.  At  the  present 
time,  their  status  is  that  of  observers  at  invitation 
of  the  House  of  Delegates.  The  Policy  Committee 
discussed  the  possibility  of  considering  such  indi- 
viduals as  “official  members”  of  the  House  of  Dele- 
gates. Lively  discussion  can  be  expected  on  this 
subject  and  there  are  many  viewpoints  to  be  con- 
sidered. The  Policy  Committee  felt  that  it  would 
be  best  to  leave  this  to  the  judgment  of  the  House 
and  makes  no  specific  recommendation  and  the 
subsequent  action  of  the  House  itself  might  be  detri- 
mental to  our  relationship  with  these  two  groups. 
We  bring  the  matter  to  your  attention  for  informa- 
tion, and  if  the  Reference  Committee  wishes  to  make 
a specific  recommendation,  this  can  be  done. 

(3)  The  Policy  Committee  approved  the  head- 
quarters staff  seeking  to  obtain  names  of  physi- 
cians form  Nebraska  being  released  from  the  Armed 
Forces.  If  these  names  can  be  obtained,  we  hope  to 
contact  these  individuals  offering  a welcome  to 
practice  in  Nebraska  and  offering  the  seiwices  of 
the  headquarters  office  in  seeking  locations  for  prac- 
tice in  Nebraska.  It  is  hoped  that  an  expansion  of 
this  service  can  be  made  to  include  inquiries  from 
interns  and  residents,  students  and  others  seeking 
possible  sites  for  establishing  medical  practice. 
Much  information  regarding  vacancies  exists  in  the 
headquarters  office  but  needs  to  be  organized  to 
give  a comprehensive  response  to  inquiries. 

(4)  Your  President  appointed  an  Ad  Hoc  Com- 
mittee to  review  proposals  and  present  testimony 
to  the  Joint  Commission  on  Accreditation  of  Hos- 
pitals in  regard  to  their  provisional  revised  stand- 
ards for  accreditation  of  hospitals.  At  the  Miami 
meeting  the  House  of  Delegates  of  the  American 
Medical  Association  approved  a resolution  giving 
medical  organizations  an  opportunity  to  express 
their  views  on  proposed  new  standards  for  hos- 
pital accreditation.  Our  committee  had  occasion  to 
review  these  proposals  and  to  present  their  ideas 
to  the  A.M.A.  and  to  the  Joint  Commission  on  Ac- 
creditation at  meetings  in  Chicago  in  February.  We 
hope  to  have  a report  on  this  meeting  at  the  noon 
luncheon  Wednesday  where  the  subject  matter  for 
the  luncheon  session  will  be,  “Your  Association 
Reports.”  The  committee  members  were  Doctors 
Leonard  Lee,  Lincoln,  Chairman;  Warren  Miller, 
Columbus,  member  and  representative  to  the  Chi- 
cago meeting;  Jerry  Tamisiea,  Omaha;  and  L.  H. 
Nelson,  Crete. 

(5)  The  Policy  Committee  had  occasion  to  hear 
a presentation  by  the  Chancellor  of  the  University 
of  Nebraska,  Dr.  Merk  Hobson  and  by  President 


Cecil  Wittson,  University  of  Nebraska  Medical 
Center,  of  the  College  of  Medicine  budget  for  the 
coming  biennium.  This  was  presented  for  our  in- 
formation and  no  action  by  the  committee  was  ex- 
pected. 

(6)  A considerable  number  of  meetings  and  a 
considerable  amount  of  time  has  been  spent  since 
the  fall  meeting  relative  to  pi’oblems  in  the  State 
Welfare  Department,  particularly  with  the  Title 
19  Program  (Medicaid)..  In  early  Febi'uary  you 
may  have  read  where  the  Welfare  DepaiTment  was 
proposing  an  across  the  board  25%  reduction  in 
payments  to  physicians  and  other  providers  under 
welfare.  A projected  $750,000  deficit  in  the  De- 
partment was  estimated.  Your  Association  along 
with  many  other  providers  of  services  testified  in 
opposition  to  this  cut  and  it  appears  that  perhaps 
we  may  be  successful  in  preventing  this.  In  the 
meantime,  two  additional  changes  have  occurred  re- 
lated to  this  Department.  A new  welfare  director 
was  appointed  February  20,  1969,  and  new  regula- 
tions from  the  Department  of  Health,  Education, 
and  Welfare  have  been  promulgated  requiring  utili- 
zation and  review  committees  for  medical  services 
under  Medicaid.  These  include  development  of 
guidelines  similar  to  those  in  effect  for  Title  18, 
Medicare,  and  the  establishment  of  peer  review 
committees.  The  Policy  Committee  has  endorsed  a 
set  of  guidelines  for  Title  19  similar  to  those  in 
effect  for  Title  18  with  certain  specific  exceptions 
and  restrictions.  The  Policy  Committee  agreed  to 
serve  as  peer  review  committee  for  this  program 
in  much  the  same  way  as  they  do  for  the  Medicare 
Program  (Title  18). 

(7)  The  Policy  Committee  has  approved  our  As- 
sociation taking  initial  steps  to  sponsor  a health 
manpower  forum  to  be  held  sometime  in  the  future 
and  to  which  representatives  of  allied  health  profes- 
sions, business,  government,  educators,  and  legis- 
lators would  be  invited.  We  feel  that  this  problem  is 
most  stressing  and  relates  to  every  phase  of  medi- 
cal practice,  health  planning,  etc.  The  medical  pro- 
fession should  take  the  lead  in  a broad  based 
discussion  of  this  problem. 

Respectfully  submitted, 

Frank  H.  Tanner,  M.D.,  Chairman. 

REPORT  OF  NEBRASKA  MEDICAL 
FOUNDATION 

At  this  time  I am  pleased  to  present  a report 
by  the  Nebraska  Medical  Foundation  of  its  activ- 
ities through  1968. 

Several  important  actions  were  taken  by  the 
Foundation  during  the  past  year.  Due  to  continued 
heavy  demand  for  loan  funds  in  1968,  the  Founda- 
tion was  forced  to  curtail  its  new  loan  activity  to 
other  than  “Nebraska  residents.”  This  decision  was 
necessitated  because  of  insufficient  guarantee  funds 
to  cover  the  anticipated  loan  demands.  All  students 
who  have  previously  borrowed  funds  from  the  Foun- 
dation will  continue  to  receive  loans;  however,  new 
loans  as  of  November,  1968,  are  being  made  only 
to  “Nebraska  residents.”  The  Foundation  regrets 
the  need  for  this  decision  but  had  no  other  choice. 

The  Foundation  also  regrets  that  it  had  to  in- 
stitute suite  against  one  loanee  for  failure  to  repay 
his  note  in  accoi'dance  with  the  repayment  provi- 
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sions  of  the  loan.  This  is  the  first  occasion  that 
such  action  has  been  taken  since  the  Foundation 
organized  in  1948. 

From  March,  1964,  when  the  Foundation  entered 
into  its  expanded  loan  program  through  December, 
1968,  a grand  total  of  $895,630.00  has  been  loaned 
to  824  students,  interns  and  residents. 

For  your  information,  we  list  below  the  total 
loans  made  in  each  of  the  health  fields  since  the 
program  was  initiated  in  1964. 


Medical  Students  _ 

659 

$713,980.00 

Dental  Students 

102 

114,700.00 

Interns 

. _ 21 

22,600.00 

Residents 

32 

38,650.00 

Nursing 

2 

1,300.00 

Medical  Technology 

___  4 

3,000.00 

Physical  Therapy 

4 

1,400.00 

Total 

824 

$895,630.00 

Again,  in  the  past  year,  a large  portion  of  Foun- 
dation income  has  been  received  from  paid  up  notes 
under  the  old  loan  program  first  initiated  in  1948. 
In  1968,  contributions  from  physicians,  auxiliary 
and  the  public  totaled  $13,588.68,  and  is  showm 


as  follows: 

Old  Loan  Progi-am $ 6,169.32 

Physician  Contributions: 

Individual  1,007.50 

Dues  Statement 1,540.00 

Dividends,  Group  Insurance 

Program  2,758.00 

Auxiliary  Contributions 1,875.86 

Miscellaneous  Public 

Contributions 238.00 


The  current  reserves  (market  value)  of  the  Foun- 
dation are  shown  as  follows: 


Capital  Reseiwes  (Student 

Loan  Fund)  $108,710.61 

Heart  Fund  (Research) 5,465.27 

Fujan  Cancer  Fund 49,963.41 

Cancer  Fund  (Research) 4,487.18 

Van  Bloom  Memorial  Fund 

(Nursing). 1,274.81 


Total  Reserves $169,901.28 


In  conclusion,  the  Foundation  wishes  to  extend  its 
appreciation  for  the  fine  cooperation  it  has  re- 
ceived from  the  First  National  Bank  and  Trust  Com- 
pany. Through  their  participation  we  have  been 
able  to  provide  an  active  and  effective  student  loan 
program. 

We  are  also  appreciative  of  the  support  received 
from  the  medical  profession  and  its  Auxiliary.  We 
sincerely  hope  we  will  continue  to  receive  your  sup- 
port and  contributions  to  the  activities  of  the  Ne- 
braska Medical  Foundation. 

Respectfully  submitted, 

R.  F.  Sievers,  M.D.,  President 


Evaluation  of  Alternate  - Day  Prednisone 

Therapy  — R.  R.  McGregor  et  al  (NIH, 

Bethesda,  Md).  New  Eng  J Med  280: 

1427-1430  (June  26)  1969. 

Twelve  patients  suffering  from  a variety 
of  febrile,  inflammatory  disorders,  who  were 
treated  with  an  alternate-day  corticosteroid 
regimen,  were  evaluated  with  respect  to  de- 
layed hypersensitivity  responses  and  the  de- 
velopment of  some  steroid  side  effects.  In 
patients  on  daily  steroid  therapy,  skin  re- 
activity to  antigens  evoking  delayed-type  re- 
sponses was  initially  suppressed.  After 
switching  to  alternate-day  prednisone  ther- 
apy, delayed  hypersensitivity  responses  in- 
creased. In  those  patients  who  were  started 
directly  on  the  alternate-day  schedule,  pre- 
existing skin  reactivity  was  not  suppressed. 
In  addition,  six  of  seven  patients  could  be 
sensitized  to  dinitrochlorobenzene  while  on 
alternate-day  steroids.  The  patients  remained 
remarkably  free  of  other  corticosteroid  side 
effects.  An  alternate-day  schedule  of  pred- 
nisone administration  should  be  used  when- 
ever corticosteroid  therapy  is  indicated ; in 
addition  to  decreasing  endocrine-metabolic 
side  effects,  a decrease  of  infectious  com- 
plications may  result. 


Oral  Zinc  Sulfate  in  Leg  Ulcers  — A.  L.  Hu- 
sain (Royal  Infirmary,  Glasgow).  Lancet 

1:1069-1071  (May  31)  1969. 

A controlled  trial  of  oral  zinc  sulfate  was 
carried  out  on  104  in-patients  of  various 
ages  with  ulcers  of  the  lower  limb.  Identical 
capsules  containing  220  mg  of  lactose  (pla- 
cebo) or  zinc  sulfate  were  given  three  times 
a day  to  equal  numbers  of  controls  and  treat- 
ed patients.  The  ulcers  of  the  treatment 
group  healed  in  32  days  on  the  average,  as 
against  77  days  for  the  control  group.  There 
was  no  significant  dependence  on  age  or  sex. 
Mild  diarrhea  in  three  patients  was  the  only 
toxic  effect  of  zinc  sulfate  therapy.  Oral 
zinc  sulfate  would  seem  to  have  a place  in 
treatment  of  chronic  leg  ulcers  which  do  not 
respond  to  topical  treatment.  Prolonged  or 
repeated  courses  should  be  avoided  since  not 
enough  is  known  about  the  side-effects  of 
systemic  zinc  salts. 
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The  Funny  Bone 


That’s  What  They  Said. 

“I  wouldn’t  be  a doctor  if  you  paid  me.” 
Heard  on  TV. 

The  Chart. 

“Urine  analysis  was  benign.” 

The  Nurse. 

“Tumor-like  mass.” 

The  Surgeon’s  Cry. 

“Normal  pathology.” 

Letter  From  A Patient. 

“I  have  been  wanting  to  send  you  a check, 
but  I don’t  know  your  address.” 

Department  of  Definitions. 

Insomnia:  the  disease  with  no  mortality 
rate. 

Our  Oldest  Medical  Joke. 

Patient:  “This  is  my  first  operation.” 

Surgeon : “It’s  mine,  too,  so  we’re  starting 
even.” 


How  Much  Do  You  Weigh? 
“127  or  128.” 

Curiosity  Corner. 

We  really  saw  it; 


Poem  Of  The  Month. 

A pint’s  a pound. 

Slow  Death  Of  The  English  Language. 

“Semiboneless  ham.” 

Pet  Peeve. 

Acronyms  that  don’t  match: 

“TPNH:  triphosphopyridine  nucleotide.” 

Remember? 

Fracture  boxes. 


Down  Memory 

1.  Our  most  valuable  aids  in  the  diagnosis 
of  obscure  aortic  disease  are  the  Wasserman 
test  and  the  Roentgen  ray. 

2.  In  France,  the  University  of  Nebraska 
Red  Cross  Base  Hospital  No.  49,  to  which 
I was  attached,  was  ordered  to  Allerey.  At 
this  point  collapsible  wooden  barracks  had 
been  erected  for  ten  base  hospitals  of  one 
thousand  beds  each  with  an  emergency  ex- 
tension in  tents  for  each  hospital  of  a thou- 
sand additional  beds. 

3.  Beyond  question  the  vast  majority 
of  pulmonary  conditions  can  be  clearly  dem- 
onstrated on  a single  plate. 

4.  The  forthcoming  Constitutional  Con- 
vention which  assembles  in  December  of  this 
year  will  afford  an  opportunity  to  revise 


Lane 

the  present  and  formulate  a new  Medical 
Practice  Act  for  the  State  of  Nebraska. 

5.  The  medical  professional  should  stand 
as  a body  back  of  universal  military  training 
— not  as  a militaristic  measure  — but  from 
the  sanitary  side  and  for  the  economic  gain 
to  the  community  which  that  side  repre- 
sents. 

6.  But  the  point  I want  to  make  is  that 
the  Carrel-Dakin  solution  was  a failure  as 
a war  measure. 

7.  The  way  in  which  the  United  States 
government  has  perfected  its  draft  selec- 
tion has  been  called  “the  finest  demonstra- 
tion ever  made  of  local  self-government.” 

8.  A small  per  cent  of  our  secretaries 
have  by  orders  from  their  county  organiza- 
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tions  remitted  fro  m their  treasury,  an 
amount  covering  current  dues  of  their  Med- 
ical Corps  members. 

9.  The  Evangelical  Lutheran  Hospital, 
Falls  City,  Nebraska,  will  be  dedicated  with 
appropriate  ceremonies,  October  1,  1919. 

10.  Aviation  was  new,  and  the  surgeon 
general’s  office  found  that  there  would  be 
problems  in  aviation  which  differed  some- 
what from  the  usual  task  of  the  army  sur- 
geon. 

Nebraska  State  Medical  Journal 
September,  1919 


Septicemia  in  Acute  Leukemia  — M.  A.  Bur- 
gess and  G.  C.  de  Gruchy  (Univ  of  Mel- 
bourne, Melbourne).  Med  J Aust  1:1113- 
1117  (May  31)  1969. 

In  a retrospective  study  of  104  patients 
with  acute  leukemia,  58  episodes  of  bac- 
teriologically  proved  septicemia  occurred  in 
49  patients.  Escherichia  coli  and  Pseudo- 
monas accounted  for  43.5%  and  Staphylococ- 
cus aureus  for  15.5%  of  the  71  organisms 
cultured.  Evidence  of  disseminated  fungal 
infection  was  found  in  eight  patients  at  au- 
topsy. The  majority  of  septicemic  episodes 
were  associated  with  relapse  of  the  leu- 


kemia and  severe  granulocytopenia.  There 
was  a high  incidence  of  administration  of 
cytotoxic  drugs,  corticosteroids,  and  anti- 
bodies at  the  time  of  onset  of  the  septicemia. 
Overwhelming  infection  was  considered  to 
be  the  major  cause  of  death  in  36  (73%)  of 
the  49  patients  who  developed  this  complica- 
tion. Remission  of  the  leukemia  was  asso- 
ciated with  40%  of  the  successfully  treated 
episodes. 


Operative  Mortality  and  Five-Year  Survival 
Rates  in  Men  With  Bronchogenic  Car- 
cinoma — W.  Weiss  (1223  E.  Durham  St, 
St,  Philadelphia),  D.  A.  Cooper,  and  K. 
R.  Boucot.  Ann  Intern  Med  71 :59-65 
(July)  1969. 

Histologically  proved  cases  of  broncho- 
genic carcinoma  were  reported  from  12 
Philadelphia  hospitals  from  1956  to  1965.  Of 
the  first  421  men  who  were  operated  upon 
and  had  five-year  follow-up,  156  had  thora- 
catomy  only,  and  265  had  resections.  Age, 
tissue  type,  and  surgical  procedure  were  ex- 
amined in  relation  to  operative  risk  and  five- 
year  survival.  Explored  patients  whose  can- 
cers were  not  resected  were  included;  such 
patients  have  a significant  operative  mortal- 
ity rate,  but  no  benefit.  Overall  operative 
mortality  rate  was  11%,  and  five-year  sur- 
vival rate  was  13%. 
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GENERAL 


From  the  Editor 


RDS 

It  has  been  suggested  that  an  artificial 
atmosphere  of  oxygen  and  sulfur  hexaflu- 
oride may  be  used  to  save  babies  with  res- 
piratory distress  syndrome.  The  sulfur 
hexafluoride  molecules  are  large  and  block 
oxygen  molecules  entering  cell  membranes; 
oxygen  has  been  called  a factor  in  the  ill- 
ness and  in  large  doses  may  do  harm. 


Incentive  system  in  Connecticut 

Connecticut  hospitals  will  soon  begin  an 
experiment  to  test  a new  method  of  pay- 
ment with  built-in  incentives  for  efficiency 
and  economy.  The  experiment  will  involve 
payments  under  Medicare  and  also  under  the 
Connecticut  Blue  Cross  Plan. 

Under  a contract  between  the  Social  Se- 
curity Administration  and  the  Connecticut 
Hospital  Association,  signed  in  Washington, 
18  Connecticut  hospitals  will  be  paid  for 
services  furnished  Medicare  beneficiaries 
under  the  new  incentive  system  over  a 3-year 
period  beginning  on  October  1. 

The  new  method  of  payment  will  also 
apply  for  services  furnished  members  of  the 
Connecticut  Blue  Cross  Plan,  under  a sep- 


arate contract  also  signed  by  Mr.  Frank  T. 
Healey,  President  of  the  Connecticut  Hos- 
pital Association,  and  Mr.  J.  F.  Duplinsky, 
President  of  the  Connecticut  Blue  Cross 
Association. 

According  to  Thomas  M.  Tierney,  the 
SSA’s  Director  of  Health  Insurance,  the 
Connecticut  experiment  and  others  now  be- 
ing developed,  are  intended  to  find  ways  to 
get  more  value  for  the  dollar  spent  on 
health  care  — to  provide  incentives  to  effi- 
ciency and  economy  and  at  the  same  time 
maintain  a high  level  of  quality  care. 

Experiments  that  produce  the  desired  re- 
sults, Mr.  Tierney  said,  will  benefit  the 
entire  health  care  system,  private,  as  well 
as  governmental. 

The  program  for  experiments  under  Medi- 
care, Medicaid,  and  the  Maternal  and  Child- 
Health  programs  were  authorized  under  a 
provision  in  social  security  amendments  en- 
acted January  2,  1968. 

Under  the  experiment  to  be  conducted  in 
Connecticut,  each  hospital  sets  up  target 
budgets  for  the  departments  involved  in  the 
experiment.  These  are  those  over  which  the 
hospital  has  the  greatest  control  and  which 
account  for  about  60  percent  of  a hospital’s 
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costs  — room  and  board,  laundry,  house- 
keeping, medical  records,  etc.  Four  depart- 
ments in  each  hospital  will  be  involved  in  the 
experiment  during  the  first  year,  Mr.  Tier- 
ney noted,  and  9 departments  in  each  of  the 
following  2 years. 

Mr.  Tierney  said  that  hospitals  whose 
costs  are  under  the  target  budget  will  receive 
the  budgeted  amount.  Those  on  target  or 
above  will  receive  the  standard  Medicare 
reimbursement,  that  is,  their  actual  costs. 
In  addition,  a hospital  which  is  able  to  oper- 
ate a department  at  10  percent  or  more  be- 
low the  average  costs  of  its  peer  hospitals 
will  receive  a reward  of  up  to  2 percent  of 
the  department’s  actual  costs. 

The  departmental  budgets  submitted  by 
each  participating  hospital  will  be  reviewed 
and  approved  by  a Budget  Approval  Board 
consisting  of  local  hospital  administrators, 
comptrollers,  directors  of  nui’sing,  and  hos- 
pital Trustees.  In  approving  a department’s 
budget,  the  Budget  Approval  Board  will  con- 
sider costs  in  prior  years  and  the  expected 
productivity  levels  set  by  industrial  en- 
gineers. 

A council  consisting  of  consumers  and  rep- 
resentatives of  Medicare,  Blue  Cross,  and 
hospitals  not  in  the  experiment,  will  over- 
see the  operations  of  each  hospital  Budget 
Approval  Board  to  assure  compliance  with 
the  experiment  guidelines  and  the  quality 
of  review. 


The  effect  of  the  experiment  on  costs  and 
quality  of  care  will  be  evaluated  by  the  Yale 
University  Department  of  Epidemiology  and 
Public  Health,  Mr.  Tierney  said. 

Medical  assistants  certified  in  June 

At  the  end  of  June,  288  medical  assistants 
were  tested  for  certification  in  32  test  cen- 
ters throughout  the  U.S.  The  examinees 
were  a record  total  and  until  the  testing 
only  282  assistants  had  been  certified. 

The  essentials  for  an  accredited  educa- 
tional program  were  developed  by  the  Amer- 
ican Association  of  Medical  Assistants  with 
the  cooperation  of  the  American  Medical  As- 
sociation and  the  American  Association  of 
Junior  Colleges. 

The  annual  convention  of  the  AAMA  will 
be  held  October  15-19,  1969,  in  Honolulu, 
Hawaii,  to  which  all  assistants  and  other 
medical  office  staff  personnel  are  invited. 

Plaques  for  blood  donors 

Volunteer  blood  donors  who  have  given 
10  gallons  or  more  will  receive  through 
their  local  blood  bank  a plaque  of  honor  from 
the  American  Association  of  Blood  Banks. 

Each  plaque  will  bear  the  recipient’s  name 
and  salute  him  for  “noble  generosity  over 
many  years  through  unselfish  donation  to  the 
ill  and  injured  of  10  gallons  of  blood.” 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS: 
September  6 — O’Neill,  High  School 
Building 

September  13  — Sidney,  Elks  Lodge 
September  27  — Cozad,  Elks  Lodge 
October  4 — McCook,  St.  Catherine’s  Hos- 
pital 

October  11  — Grand  Island,  St.  Francis 
Hospital 

AMERICAN  COLLEGE  OF  CHEST  PHYSI- 
CIANS — Myocardial  infarction;  Septem- 
ber 11-13,  1969.  Write  to:  Fouad  A.  Ba- 
shour,  M.D.,  ACCP,  112  East  Chestnut 
Street,  Chicago,  Illinois  60611. 

AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE,  Nebraska  Chapter,  Annual 
Scientific  Meeting  — At  the  New  Tower 
Motel,  78th  and  Dodge  Street,  Omaha,  Ne- 
braska, September  18  and  19,  1969.  The 
Secretary  of  the  Nebraska  Chapter  of  the 
AAGP  is  John  A.  Brown,  M.D.,  1620  M 
Street,  Lincoln,  Nebraska  68508. 

COMING  CONFERENCES  AT  THE  UNI- 
VERSITY OF  IOWA: 

Sept.  19-20,  1969  — Great  Plains  Regional 
Heart  Meeting 


October  3-4,  1969  — Urology 
October  17-18,  1969  — General  Practi- 
tioner’s In-House  Refresher 
October  23-25,  1969  — Surgery 

DISEASES  COMMON  TO  ANIMALS  AND 
MAN  — 11th  Annual  Midwest  Interpro- 
fessional Seminar;  Memorial  Union,  Iowa 
State  University,  Ames,  Iowa,  September 
22-23,  1969.  Write  to:  Dr.  Vaughn  A. 
Staton,  Professor  and  Head,  Veterinary 
Diagnostic  Laboratory,  College  of  Veter- 
inary Medicine,  Iowa  State  University, 
Ames,  Iowa  50010. 

AMERICAN  SOCIETY  OF  CLINICAL 
HYPNOSIS:  Education  and  Research 
Foundation;  Teaching  Workshop  on  Clin- 
ical Hypnosis  and  Psychotherapy  with  the 
Department  of  Neurology  and  Psychiatry 
of  the  University  of  Minnesota  at  the  Pick- 
Nicollet  Hotel,  Minneapolis,  September  25, 
26,  and  27,  1969.  The  address  of  the  so- 
ciety is  800  Washington  Avenue  South- 
east, Minneapolis,  Minnesota  55414. 

NEBRASKA  STATE  MEDICAL  ASSOCIA- 
TION — FALL  MEETING  — House  of 
Delegates  and  Board  of  Councilors;  Octo- 
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ber  3,  4,  5,  1969,  Holiday  Inn,  Kearney, 
Nebraska. 


AMERICAN  COLLEGE  OF  CHEST  PHYSI- 
CIANS — Intensive  management  of  pul- 
monary diseases;  October  16-18,  1969. 

Write  to:  Reuben  Cherniack,  M.D.,  ACCP, 
112  East  Chestnut  Street,  Chicago,  Illinois 
60611. 


AMERICAN  COLLEGE  OF  CHEST  PHYSI- 
CIANS — First  Fall  scientific  assembly 
35th  annual  meeting)  ; October  29  - No- 
vember 2,  1969.  Write  to:  Alfred  Soffer, 
M.D.,  ACCP,  112  East  Chestnut  Street, 
Chicago,  Illinois  60611. 


- OMAHA  MID-WEST  CLINICAL  SOCIETY 
— 37th  Annual  Postgraduate  Assembly, 
November  3,  4 and  5,  1969.  Write  to: 
Director  of  Clinics,  1040  Medical  Arts 
Building,  Omaha  68102. 


LARYNGOLOGY  AND  BRONCHOESOPH- 
AGOLOGY  — Postgraduate  course,  No- 
vember, 1969.  Write  to:  Department  of 
Otolaryngology,  College  of  Medicine,  Uni- 
versity of  Illinois  at  the  Medical  Center, 
Postoffice  Box  6998,  Chicago,  Illinois 
60680. 


NATIONAL  EASTER  SEAL  SOCIETY  for 
Crippled  Children  and  Adults  — 1969  Con- 
vention, November  19-22,  in  Columbus, 
Ohio;  the  Sheraton-Columbus  will  be  the 
headquarters  hotel.  The  address  of  the 
society  is:  2023  W.  Ogden  Ave.,  Chicago, 
Illinois  60612. 


NEBRASKA  STATE  MEDICAL  ASSOCIA- 
TION — 102nd  ANNUAL  SESSION; 
April  27-29,  1970,  Hotel  Cornhusker,  Lin- 
coln, Nebraska. 


Serious  Complications  of  Intrauterine  Con- 
traceptive Devices  — J.  W.  Baker  (Prin- 
cess Alexandra  H o s p,  Brisbane,  Aus- 
tralia). Med  J Aust  1:1126-1129  (May 
31)  1969. 

A selected  series  of  patients  in  whom  seri- 
ous complications  are  associated  with  intra- 
uterine contraceptive  devices  is  presented. 
The  patients  had  been  under  the  care  of 
obstetric  and  gynecological  specialists  in  one 
city.  The  complications  included  intra- 
uterine pregnancies,  uterine  perforations, 
tubal  pregnancies,  pelvic  peritonitis,  hemor- 
rhage requiring  transfusion,  and  cervical  or 
vaginal  trauma. 
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Send  For  It 

Health  education  inserts 

As  a continuing  part  of  its  successful 
health  education  program,  the  American 
Medical  Association  announces  two  new 
“Timely  Tips’'  — “Building  a Better  Mouse- 
I trap’’  and  “Two  In  Every  Hundred.”  These 

single-page  SVs  by  5%-inch  publications  are 
I commonly  used  as  health  education  inserts 

for  the  doctor’s  monthly  statements. 

“Building  a Better  Mousetrap”  discusses 
the  three  dangerous  “domestic”  rodents  in 
the  United  States  which  cause  at  least  a bil- 
lion dollars  of  damage  annually.  The  tip 
describes  each  type  of  rodent,  points  out  how 
to  detect  them,  and  provides  information 
on  killing  them. 

“Two  In  Every  Hundred”  points  out  that 
at  least  two  people  in  every  hundred  have 
diabetes,  but  only  one  of  them  is  aware  he 
has  the  disease.  In  describing  diabetes  as 
the  eighth  cause  of  death  and  the  third- 
ranking  cause  of  blindness,  the  tip  explains 
the  nature  of  the  disease  and  describes  its 
warning  signals.  As  is  true  in  many  dis- 
eases, the  clue  to  successful  control  is  early 
detection. 

Each  tip  may  be  obtained  from  AMA’s 
Order  Handling  Department  at  20  cents  per 
100  copies. 


Narcotics  withdrawal  in  infants 

A newborn  baby  screams  and  twitches. 
His  arms  jerk  and  quiver  uncontrollably.  His 
tiny  fingernails  gouge  painful  scratches  on 
his  face. 

Except  for  his  violent  movements,  he  ap- 
pears to  be  a healthy  baby.  But  if  his  symp- 
toms aren’t  recognized  and  treated  quickly 
— he  may  die. 

Incredible  as  it  may  seem,  the  baby  is  a 
narcotics  addict.  He  is  experiencing  with- 
drawal symptoms  as  intense  as  those  of  any 
drug  abuser  who  is  suddenly  deprived  of 
the  drug  he  craves. 

The  infant  is  suffering  from  neonatal 
addiction  — an  inheritance  passed  on  by  his 
mother.  He  became  an  addict  before  he 
was  born. 

Infants  born  to  drug-addicted  mothers  are 
getting  to  be  a more  common  sight  in  hos- 
pital nurseries  — particularly  in  large  cities. 
But  it  could  happen  anj^vhere,  and  such 
cases  are  increasing  with  the  rise  in  drug 
abuse. 

Physicians  throughout  the  United  States 
are  being  helped  in  recognizing  the  with- 
drawal symptoms  of  neonatal  addiction  by 


DIMETAPP  EXTENTAB5 

0>n<cf«nc  (krompUerirAmine  tZ  >n^.  j 

pkenjflepkrine  ^^C1,  i 
pheny(pr»par%cUm;««  Ha, 


INDICATIONS:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the  aller- 
gic manifestations  of  respiratory  ill- 
nesses, such  as  the  common  cold 
and  bronchial  asthma,  hayfever 
and  conjunctivitis. 

CONTRAINDICATIONS:  Hypersensi- 
tivity  to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 
PRECAUTIONS:  Until  patient’s  re- 
sponse has  been  determined,  he 
should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness. 
Administer  with  care  to  patients 
with  cardiac  or  peripheral  vascular 
diseases  or  hypertension. 


SIDE  EFFECTS:  Hypersensitivity  reac- 
tions including  skin  rashes,  urtica- 
ria, hypotension  and  thrombocyto- 
penia, have  been  reported  on  rare 
occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irrita- 
bility or  excitement  may  be  encoun- 
tered. 

DOSAGE:  1 Extentab  morning  and 
evening. 

SUPPLIED:  Bottles  of  100  and  500. 


A.  H.  ROBINS  COMPANY 
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a new  film  now  available  from  Smith  Kline 
& French  Laboratories. 

The  16  mm  color  movie,  which  runs  for 
six  minutes,  shows  a physician  comparing 
the  responses  of  addicted  and  non-addicted 
infants  to  several  simple  tests. 

Called  “Recognition  of  Narcotic  With- 
drawal Symptoms  in  Newborn  Infants,”  the 
film  was  made  at  Metropolitan  Hospital  in 
New  York  City.  Professional  guidance  was 
provided  by  two  New  York  University  Medi- 
cal College  faculty  members:  Carl  Zelson, 

M.D.,  Professor  of  Pediatrics  and  director 
of  the  film,  and  Marvin  Green,  M.D.,  co- 
director and  narrator. 

Prints  of  the  film  may  be  borrowed  with- 
out charge  from  SK&F’s  film  center  for 
screenings  at  hospital  staff  meetings,  post- 
graduate education  programs,  county  and 
state  medical  society  meetings  and  in  medi- 
cal schools. 

This  new  film  is  one  of  37  in  SK&F’s  medi- 
cal teaching  series  which  includes  presen- 
tations on  medicine,  emergencj^  resuscitation, 
mental  health,  nursing,  and  other  subjects. 
Many  of  the  films  are  available  with  sup- 
porting literature. 

The  16  mm  films  may  be  obtained  by 
physicians  through  SK&F’s  Professional 
Service  Representative,  or  by  writing  direct- 
ly to  the  Philadelphia  manufacturer  of  pre- 
scription medicines  and  other  health-related 
products  at  1500  Spring  Garden  Street, 
Philadelphia  19101. 


Booklet  on  drug  abuse 

“In  the  final  analysis,  playing  games  with 
the  truth  has  historically  been  demonstrat- 
ed to  be  a mistake.” 

These  are  the  words  of  a psychologist 
at  the  National  Institute  of  Mental  Health 
in  Washington,  speaking  about  the  need  to 
communicate  honestly  with  young  people  on 
the  use  of  drugs.  This  statement  also  pro- 
vides the  basis  for  a 48-page  book  on  drug 
abuse  published  by  the  National  Associa- 
tion of  Blue  Shield  Plans.  It  is  offered  free 
by  most  Blue  Shield  Plans  throughout  the 
United  States. 


Abuse:  The  Chemical  Cop  Out  is  pri- 
marily aimed  at  dispelling  the  romantic  illu- 
sions of  drugs  and  separating  the  facts  from 
the  myths  for  both  adults  and  young  people. 
While  authorities  generally  agree  that  most 
people  suffer  from  misinformation,  they  also 
concede  that  parents  are  perhaps  more  lack- 
ing in  knowledge  about  drugs  than  their 
teenagers.  John  Finlator,  associate  direc- 
tor of  the  Federal  Bureau  of  Narcotics  and 
Dangerous  Drugs,  says: 

“There  is  one  thing  I think  we  are  all 
missing  the  boat  on.  That  is,  we,  who  are 
in  authority,  find  ourselves  pretty  ignorant 
about  the  drug  problem  around  us.  The 
school  teacher,  the  parent,  the  school  admin- 
istrator, the  businessman,  and  the  house- 
wife are  all  ignorant  about  the  problem. 
Thus,  when  a young  person  starts  talking 
about  drugs,  neither  his  parents  nor  his 
teachers  are  really  able  to  keep  up  with  him. 
If  we  are  going  to  solve  the  drug  problem, 
we  must  do  so  through  an  effective  educa- 
tional process,  and  one  that  can  be  ac- 
cepted.” 

The  four-color  booklet  features  many 
photographs  taken  during  the  filming  of 
three  television  specials  on  drug  abuse  be- 
ing sponsored  on  television  stations  by  local 
Blue  Shield  Plans.  The  three  films  are  nar- 
rated by  Robert  Mitchum,  Paul  Newman, 
and  Rod  Steiger  respectively. 

In  addition  to  providing  a comprehensive 
description  of  popular  drugs  being  abused. 
Chemical  Cop-Out  explains  many  of  the 
physical  and  psychological  effects  of  such 
drugs  as  marijuana,  the  amphetamines,  LSD, 
mescaline,  and  others.  It  also  explores  some 
of  the  sociological  and  psychological  rea- 
sons for  abusing  drugs  and  how  society  is 
reacting  to  the  use  of  chemicals  as  a means 
for  escape.  In  the  booklet.  Dr.  Robert 
Petersen  of  the  National  Institute  of  Mental 
Health  observes: 

“Parents  are  frightened,  and  you  can  cer- 
tainly understand  why  they  are  concerned. 
If  for  no  other  reason  than  they  tend  to  be- 
lieve the  notion  that  a joint  of  marijuana 
is  the  first  step  to  becoming  a hopeless 
junkie,  or  something  of  this  sort,  to  the 
very  realistic  dangers  of  the  kid  getting  ar- 
rested.” 
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Dr.  Alfred  Freedman  of  the  New  York 
Medical  College  comments  on  one  unfor- 
tunate aspect  of  youth’s  involvement  with 
drugs. 

“It’s  not  so  much  the  physical  dangers  of 
drugs  which  do  exist  or  that  they  will  be- 
come criminally  insane,  which  is  ridiculous, 
but  rather  it’s  the  fact  that  they  are  develop- 
ing an  inward  reality  that  is  most  meaning- 
ful to  them  rather  than  maintaining  a con- 
cern with  society  in  general.  We  are  in 
very  difficult  times,  it  seems  to  me,  and 
the  participation  of  everyone,  particularly 
the  younger  people,  is  extremely  important. 
If  the  focus  of  their  lives  becomes  centered 
upon  drugs,  which  often  happens,  then  I 
think  we  are  losing  something.” 

The  booklet  also  explores  the  distribu- 
tion system  of  drugs  including  highly  profit- 
able heroin  and  somewhat  less  lucrative,  but 
nonetheless  popular,  marijuana.  For  ex- 
ample, it  is  pointed  out  that  a kilo  of  mari- 


It's New 

Information  contained  in  this  section 
has  been  obtained  from  the  manufac- 
turers, whose  literature  should  be  con- 
sulted for  complete  details  and  infor- 
mation regarding  indications  and  con- 
traindications, dose,  effects,  administra- 
tion, precautions,  and  side  effects. 

The  Journal  assumes  no  responsibility 
for  drugs  and  other  products  listed  here. 

Nonflammable  pajamas  for 
hyperbaric  chambers 

Nonflammable  pajamas  for  patients  under 
treatment  in  hyperbaric  chambers  with  a 
100% -oxygen  atmosphere  are  now  on  the 
medical  market.  According  to  their  devel- 
oper, The  Bethlehem  Corporation  of  Beth- 
lehem, Pa.,  this  attire  is  made  of  beta-fiber 
material,  which  is  the  same  specified  by  the 
National  Aeronautics  and  Space  Administra- 
tion for  astronauts’  suits. 


juana,  which  starts  out  selling  for  $2,  may 
wind  up  bringing  as  much  as  $500. 

Methods  for  treating  hard  drug  addicts 
are  also  explored.  The  work  at  various 
research  and  therapeutic  centers,  includ- 
ing the  federally-operated  hospital  in  Lex- 
ington, Kentucky  and  Daytop  Village  in 
New  York  City  are  discussed. 

Concluding  chapters  present  realistic  in- 
sight into  the  problem  by  prominent  men 
in  the  fields  of  law  enforcement,  medicine, 
and  psychology.  It  is  pointed  out  that  so- 
ciety must  take  the  initiative  in  seeking  to 
change  those  factors  in  the  environment 
which  are  conducive  to  using  drugs  as  a 
means  for  escape. 

Blue  Shield,  which  is  distributing  the 
booklet  as  part  of  a public  information  pro- 
gram on  drug  abuse,  is  the  world’s  largest 
prepayment  system  designed  to  meet  medi- 
cal expenses.  Eighty-two  Blue  Shield  Plans 
serve  over  77  million  persons  in  the  United 
States,  Puerto  Rico,  and  Canada. 


Beta  fiber,  tested  by  a leading  independent 
laboratory  at  four  atmospheres  of  absolute 
oxygen,  definitely  will  not  burn.  The  total- 
ly fireproof  material  is  unlike  special  nylons 
which  are  only  nonflammable  in  compressed 
air. 

Silky  texture  of  the  beta  fiber  makes  the 
pajamas  comfortable  for  the  wearer.  Elim- 
inated is  the  skin  irritation  that  glass-fiber 
material  can  cause. 

Machine  washable  and  designed  for  easy 
putting  on  and  taking  off,  the  pajama  pants 
are  front  opening  and  equipped  with  a draw 
string.  The  jackets  fasten  with  metal  snaps. 
Tops  and  pants  both  come  in  small,  medium, 
and  large  sizes,  but  are  sold  separately. 

To  order  nonflammable  pajamas  and  to 
obtain  additional  information  on  them,  or 
beta-fiber  material;  contact:  The  Bethlehem 
Corporation,  Hyperbaric  Oxygen  Therapy 
Division,  Dept.  FF3,  225  West  Second  Street, 
Bethlehem,  Pennsylvania  18016. 
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“Cold  light”  projector 

Fairfield  Surgical  & Medical-Electronics, 
Inc.  has  unveiled  a new  fiber  optic  “cold 
light”  projector  featuring  a three-lens  con- 
denser to  focus  high  lamp  output  into  a 
cystoscope’s  fiberglass  bundle  with  pin- 
point accuracy. 

The  unique  three-lens  condenser  of  the 
new  unit  improves  brightness  and  extends 
lamp  life.  Intensity  can  be  regulated  with 
fine  adjustment  up  to  a maximum  stop  point 
which  prohibits  excessive  lamp  voltage.  A 
switch,  however,  permits  increased  brilliance 
for  short  periods  for  photography  and  televi- 
sion. The  unit  is  equipped  with  a noiseless 


Correspondence 

Dear  Dr.  Cole : 

There  have  been  no  new  additions  to  our 
Medical  Tape  Library  for  the  month  of 
September.  With  the  switch  over  to  Centrex 
the  new  telephone  number  for  the  Medical 
Library  is  — #402-536-4009. 

Sincerely  yours, 

John  F.  Foley,  M.D.,  Ph.D. 
Professor  of  Medicine 
Uni.  of  Nebr.  Medical  Center 


Dear  Editor: 

In  answer  to  your  question,  “What  ever 
happened  to  jecur?”  (See  Nebraska  Med  J, 
May,  1969,  page  283),  liver  is  “jetra”  in 
Croatian,  while  “dzigerica”  in  Serbian! 

Sincerely  yours, 

Jill  Cole,  CSW,  ACSW 
Belgrade 


After  Abdominal  Operations  Peritonitis  and 
Respiratoi’y  Failure  — J.  J.  Skillman  and 
J.  Hedley-Whyte  (330  Brookline  Ave,  Bos- 
ton). Ann  Surg  170:122-127  (July)  1969. 

Pulmonary  function  abnormalities  were 


fan  for  efficient  cooling  and  easy  access 
for  bulb  changes. 

The  new  projector  is  available  in  three 
models:  150  watts  with  single  bulb;  150 
watts  with  two  lamps  and  selector  switch; 
and  100  watts  with  single  lamp  and  no  photo 
intensity  control.  Available  accessories  in- 
clude an  adjustable  flood  stand  with  castors, 
a swivel  arm  wall  mount  with  vertical  and 
horizontal  swing  and  a ceiling  pendant 
mount. 

Additional  information  is  available  from 
the  company,  1100  High  Ridge  Road,  Stam- 
ford, Conn.  06905. 


studied  in  58  consecutive  patients  admitted 
to  a respiratory-surgical  intensive  care  unit 
after  abdominal  operation.  Half  of  the  pa- 
tients were  considered  to  have  developed  con- 
trolled ventilation.  Overall  incidence  of  pro- 
longed respiratory  failure  after  abdominal 
operation  was  15%.  Eighty-six  percent  of 
patients  with  respiratory  failure  without 
peritonitis  survived;  only  20%  of  patients 
who  had  respiratory  failure  associated  with 
peritonitis  survived.  Hypoalbuminemia,  a 
common  abnormality  after  abdominal  opera- 
tions, particularly  when  associated  with  peri- 
tonitis, may  contribute  significantly  to  res- 
piratory failure. 


Role  of  the  Pediatrician  in  Adoption  Medi- 
cal Practice  — J.  0.  Forfar  (Dept  of  Child 
Life  and  Health,  Edinburg  Univ.  Edin- 
burgh). Lancet  1:1201-1203  (June  14) 
1969. 

It  is  the  10%  to  20%  of  potentially  adopt- 
able  infants  with  defects  in  their  constitu- 
tion or  family  history  who  demand  the  high- 
est professional  pediatric  judgment,  in  con- 
sultation with  the  prospective  adopters  and, 
if  necessary,  with  geneticists  or  psychia- 
trists. Examinations  by  doctors  less  experi- 
enced in  child  health  may  result  in  unneces- 
sary rejections. 
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1.  Cooperate  - educate  - participate 

Cooperate  - Educate  - Participate  and 
Edwin  Markham’s  words,  “In  vain  we  build 
the  world,  unless  the  builder  also  grows” 
were  our  guidelines. 

Members  of  component  auxiliaries  con- 
tinued to  support  AMA-ERF  and  there  was 
an  increase  in  the  amount  contributed  this 
year.  This  is  in  addition  to  a new  aux- 
iliary-sponsored program  to  help  the  Ne- 
braska Medical  Foundation,  an  organization 
with  a loan  fund  available  to  Nebraska  para- 
medical career  students. 

Auxiliary  members  continued  to  have  teas 
and  health  career  days,  and  cooperated  with 
schools  in  their  careers  day.  Horizons  Un- 
limited was  placed  in  most  of  our  doctors’ 
offices,  with  Junior  and  Senior  High  School 
guidance  counselors,  in  public  libraries,  and 
hospital  waiting  rooms. 

We  continued  our  work  with  the  Home- 
making Unlimited  Coach,  bringing  knowl- 
edge to  Nebraska’s  handicapped  to  help  them 
become  more  self  - sufficient  individuals. 
Many  will  remember  touring  the  coach  last 
June  at  the  1968  convention.  A film  cover- 
ing the  work  of  the  coach  and  its  profession- 
al staff  will  be  shown  at  the  1969  convention. 

The  Gems  program  is  used  in  two  of  our 
counties,  where  almost  200  girls  were  gradu- 
ated, and  plans  are  being  formed  to  use  the 
program  in  one  of  our  Mexican  commun- 
ities. One  county  continued  the  “So  You 
Are  Growing  Up”  series,  which  now  reaches 
almost  1,000  girls.  Another  county  worked 
with  the  youth  council  in  a safety  program, 
pinpointing  a “Hazard  of  the  Month,”  se- 
curing necessary  publicity  and  the  help  of 
appropriate  groups  to  obviate  the  hazard. 
This  summer,  we  hope  to  work  with  Youth 
Councils  to  help  establish  and  man  coffee 
break  booths  at  interchanges  along  our  inter- 
state highway. 

Nebraska  Girl  Scouts  can  earn  a Com- 
munity Service  merit  badge  by  collecting 
soap  for  IHA,  and  in  some  areas  have 
helped  members  of  the  auxiliary  teach  resi- 


dents of  care  homes  to  roll  bandages.  One 
county  continues  to  work  with  the  Sight 
Center,  a preschool  for  the  visually  handi- 
capped. 

A legislative  workshop  was  held  at  our  fall 
board  meeting  in  September.  We  were  giv- 
en a complete  explanation  of  how  a bill 
is  made  into  law  or  defeated.  There  was  an 
informative  discussion  of  all  health  related 
legislation,  both  state  and  national,  par- 
ticularly pertaining  to  and  affecting  health 
careers,  children  and  youth,  health  educa- 
tion, and  the  practice  of  medicine. 

For  the  first  time,  our  midwinter  board 
meeting  was  a two  day  session.  Every  Ne- 
braska doctor’s  wife  was  invited  to  join 
members  of  the  state  board  in  a morning 
visit  to  our  legislature.  We  were  intro- 
duced in  a body  and  our  interest  and  visit 
were  mentioned  on  radio  and  television. 
Following  this,  there  was  a no-host  lunch- 
eon for  county  presidents  and  presidents- 
elect. 

Talks  by  representatives  from  the  state 
Comprehensive  Health  Planning  office  and 
from  the  University  of  Nebraska  were  given 
during  the  afternoon.  The  latter  speaker 
also  represented  the  state  association’s  Com- 
mittee on  Health  Education  in  Schools  and 
Colleges.  This  was  in  preparation  for  work 
subsequently  done  by  four  county  auxili- 
aries, at  the  request  of  the  NSMA,  com- 
piling information  on  health  education.  The 
survey,  after  compilation,  will  be  used  by 
the  university  to  help  formulate  a four  year 
curriculum  for  health  education  teachers, 
to  start  this  fall.  The  information  will  also 
be  made  available,  by  the  medical  associa- 
tion, to  the  state  Inter-Agency  Health  Plan- 
ning Council. 

The  next  morning,  the  regular  board  meet- 
ing was  held.  After  lunch,  the  group  met 
with  the  program  director  of  the  Nebraska 
Educational  Television  Network  (NET),  to 
preview  some  health  education  films  and 
discuss  how  the  auxiliary  can  constructively 
work  with  NET.  Long  range  plans  are  be- 
ing formulated  for  a Gems  program,  with 
other  ideas  to  be  developed. 

At  our  convention  luncheon  and  style 
show,  Mrs.  Paul  Sauvageot,  national  com- 
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munications  chairman,  was  our  speaker. 
She  made  us  very  much  aware  of  the  re- 
sponsibilities involved  in  being  a doctor’s 
wife,  particularly  in  the  field  of  public  rela- 
tions. 

In  addition  to  making  an  award  to  the 
“Woman  of  the  Year,”  the  member  who 
has  contributed  most  to  her  community  in 
a health  related  area,  this  year  we  initiated 
the  awarding  of  a Certificate  of  Merit  to 
the  member  who  has  contributed  her  time 
and  effort  to  the  state  auxiliary  for  25  years 
or  more. 

Following  a precedent  established  last 
year,  the  president  and  president-elect  of 
the  auxiliary  were  invited  to  and  did  attend, 
as  interim  members,  meetings  of  the  Legis- 
lative, Rural  Health,  Health  Education  in 
Schools  and  Colleges,  Public  Relations,  and 
Medical  Services  Committees  of  NSMA. 

The  president  and  president-elect  visited 
each  county  auxiliary  and  the  WASAMA  and 
Interns’  and  Residents’  wives  groups  of 
both  medical  schools  in  our  state. 

The  president  of  the  auxiliary  served  on 
the  state  board  of  the  Nebraska  Associa- 
tion of  Medical  Assistants  and  talked  at 
their  state  convention.  The  president  and 
the  president-elect  also  attended  a state 
meeting  of  the  health  careers  committee  of 
the  Nebraska  Nurses  Association.  The  aux- 
iliary is  represented  on  the  state  board  of 
the  Nebraska  Women  for  Highway  Safety, 
the  Governor’s  Committee  for  Children  and 
Youth,  and  the  State  Inter-Church  Council 
for  the  study  of  the  problems  of  abortion. 
An  auxiliary  member  is  currently  chairman 
of  the  state  Mental  Health  Association,  and 
we  are  a member  of  the  state  Inter-Agency 
Health  Planning  Council. 

As  a result  of  our  expanded  interests, 
the  goals  of  the  Woman’s  Auxiliary  to  the 
Nebraska  State  Medical  Association  were 
re-defined  as  follows: 

— To  assist  the  American  Medical  Associa- 
tion and  the  Nebraska  State  Medical 
Association  in  their  programs  for  the 
advancement  of  medicine  and  public 
health,  and  to  do  supplemental  work  re- 
quested or  approved  by  the  state  asso- 
ciation ; 


— To  serve  as  a reliable  liaison  between  the 
profession  and  the  lay  public; 

— To  advise  and  coordinate  the  activities 
of  component  auxiliaries ; 

— To  cultivate  friendly  relations  and  pro- 
mote mutual  understanding  among 
physicians’  families; 

— To  interpret  and  promote  the  purposes 
and  goals  of  the  National  Auxiliary; 

— To  assist  and  encourage  the  work  of 
WASAMA; 

— To  assist  and  encourage  active  involve- 
ment of  the  members-at-large  in  the 
work  of  the  Auxiliary; 

— To  bring  about  greater  cooperation  with 
other  organizations  in  activities  which 
improve  the  health  and  well-being  of  the 
individual  and  the  community. 

Mrs.  P.  Bryant  Olsson, 
President. 

2.  Report  of  national  convention  of 
Woman’s  Auxiliary  to  AM  A 

The  46th  Annual  Convention  of  the  Wom- 
an’s Auxiliary  to  the  American  Medical  As- 
sociation was  formally  opened  at  9 :00  a.m., 
Monday,  July  14,  1969  at  the  Waldorf-As- 
toria Hotel,  New  York  City.  The  meeting 
was  called  to  order  by  the  President-elect, 


Mrs.  John  M.  Chenault. 

Total  registration  was 919 

National  Officers,  Directors 

and  Chairmen  33 

State  Presidential  Delegates  50 

Delegates  259 

Alternate  Delegates  35 

Members  432 

Guests  110 


Those  attending  from  Nebraska  were : 
Mrs.  John  Filkins,  President-elect  Woman’s 
Auxiliary  to  the  Nebraska  State  Medical  As- 
sociation; Mrs.  J.  Whitney  Kelley,  Delegate 
Chairman;  Mrs.  Arthur  L.  Smith,  Delegate; 
Mrs.  Clarence  Brott,  Delegate;  Mrs.  George 
Robertson,  Alternate  Delegate. 

An  interesting  innovation  at  the  Conven- 
tion this  year  was  the  exhibit  illustrating 
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imaginative  programs  conducted  by  State 
Auxiliaries  and  featured  as  “Show  and  Tell” 
films  and  exhibits. 

This  new  feature  of  the  Annual  meeting 
makes  possible  an  interchange  of  ideas  be- 
tween State  Auxiliaries,  and  affords  them 
the  opportunity  to  learn  of  each  others 
achievements. 

The  Nebraska  Auxiliary  used  a film  with 
commentary  given  by  Mrs.  Smith.  The  film 
“Help  on  Wheels”  demonstrates  Commun- 
ity programming  of  homemaker  rehabilita- 
tion featuring  the  “Homemaking  Unlimited” 
coach  from  the  University  of  Nebraska. 

The  state  report  of  the  immediate  past 
President,  Mrs.  P.  Bryant  Olsson,  was  read 
by  Mrs.  Arthur  L.  Smith. 

Mrs.  Olsson  reported  on  the  work  achieved 
by  the  Woman’s  Auxiliary  to  the  Nebraska 
State  Medical  Association  in  the  field  of 
Health  Education  for  the  past  year,  and  was 
most  interesting  and  informative. 

The  report  of  the  National  President  for 
the  year  1968-1969  (Mrs.  C.  C.  Long),  was 
read  for  the  President-elect,  Mrs.  John  M. 
Chenault.  (Mrs.  Long  died  in  April,  1969). 

Mrs.  Chenault  read  a quote  from  Mrs. 
Long’s  inaugural  address  last  year  which 
seems  befitting  of  our  present  day;  “We 
are  having  the  best  of  times  and  the  worst 
of  times.  We  are  in  a season  of  despair 
and  a season  of  joy.  We  have  much  before 
us  and  nothing  before  us.”  (A  Tale  of  Two 
Cities). 

The  keynote  address  at  the  Monday  morn- 
ing session  was  given  by  Ethel  Alpenfels, 
Ph.D.  Her  topic  was:  “The  Anthropologist 
Looks  at  Health  in  a Changing  Culture.” 
She  defined  anthropology  as  “a  science  of 
leftovers,”  and  an  adult  as  “one  who  walks 
around  remembering.” 

Dr.  Alpenfels  said  “our  society  is  rapidly 
changing  both  scientifically  and  technologic- 
ally, but  WHY  can’t  a nation  of  science 
teach  us  nonprejudice?” 

“Each  ethnic  group  has  its  own  silent  lan- 
guage of  understanding,  and  the  sooner  we 
all  learn  the  silent  language  of  other  cul- 
tures, the  sooner  we  will  learn  understand- 
ing,” said  Dr.  Alpenfels.  She  feels  that 


democracy  will  disappear  from  the  face  of 
the  earth  unless  there  is  more  understanding 
among  people. 

The  Memorial  Service  honoring  the  de- 
ceased members  of  the  Woman’s  Auxiliary 
to  the  AMA  seemed  even  more  somber 
than  usual  this  year.  Perhaps  we  were  all 
remembering  the  vivacious  lady  who  one 
short  year  ago,  in  San  Francisco,  California, 
was  installed  as  National  President  of  the 
Auxiliary,  and  who  was  destined  to  be  tak- 
en from  our  midst  ten  months  later.  There 
were  only  a few  subdued  sounds  heard  at  the 
close  of  the  Memorial  Service  as  the  entire 
delegation  filed  from  the  meeting  room. 

Dr.  Dwight  Wilbur,  President  of  the 
AMA,  speaking  at  the  annual  luncheon  paid 
tribute  to  Esther  Long,  “Mrs.  Long  was  a 
woman  who  had  the  courage  of  her  convic- 
tions,” he  said. 

Dr.  Wilbur  said  that  the  Auxiliary  should 
give  considerable  thought  to  Health  Man- 
power. “Organize  Health  Manpower  Coun- 
cils in  your  communities.”  He  went  on  to 
say  that  the  Auxiliary  could  have  a very  ef- 
fective role  in  counselling  young  people  in 
the  Health  Manpower  needs  of  each  com- 
munity. 

Mrs.  John  M.  Chenault  presented  Dr.  Mil- 
ford 0.  Rouse,  President  of  AMA-ERF 
with  a record-breaking  check  for  AMA-ERF 
in  the  amount  of  $428,875.77,  and  in  addi- 
tion $10,647.00  was  raised  by  the  mem- 
bers as  a contribution  to  the  “Esther  Long 
Memorial  Fund.”  The  first  amount  repre- 
sented an  increase  of  $39,000  over  the  1967- 
1968  contribution. 

Four  State  Auxiliaries  were  honored  for 
achieving  the  largest  percent  of  increases 
over  the  preceding  year.  ( This  writer  hopes 
that  the  Nebraska  State  Auxiliary  will  be 
one  of  those  honored  at  the  Convention  in 
1970). 

Since  1953  the  Woman’s  Auxiliary  to  the 
AMA  has  contributed  more  than  $3,500,- 
000.00  to  medical  school  funds  and  to  student 
loan  funds. 

Dr.  Rouse  spoke  very  highly  of  the  effi- 
ciency of  the  Auxiliary  in  contributing  such 
an  amount.  He  said,  “The  achievement  of 
collecting  funds  for  AMA-ERF  is  not  just 
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the  work  of  one  individual,  but  of  many  and 
from  all  levels  — County,  State  and  Na- 
tional.” 

The  guest  speaker  for  the  Tuesday  morn- 
ing session  was  James  R.  Adams,  Ph.D., 
Associate  Director  for  Safety  Research.  His 
topic  was:  “Bending  Elbows  and  Bending 
Twigs.”  “Alcohol  relaxes  tensions,”  said 
Dr.  Adams,  “it  is  the  doorknob  that  takes 
us  from  competitiveness  to  sociability.”  He 
said,  “Perhaps  our  generation  — by  ‘Bend- 
ing Elbows’  — hasn’t  set  a good  example 
for  our  young  people,  but  affection  — hu- 
mans caring  for  another  — can  ‘Bend  the 
Twig’  effectively.”  Dr.  Adams  said  that 
the  majority  of  our  young  people  are  grow- 
ing up  being  clean,  cutting  their  hair,  and 
studying  in  the  traditional  way. 

The  luncheon  on  Tuesday  honored  all  Na- 
tional past  presidents,  officers,  directors, 
and  committee  chairmen.  The  guest  speak- 
er was  the  nationally  syndicated  columnist. 
Miss  Ann  Landers,  whose  topic  was  “Is 
There  a Doctor  in  the  House?”  Miss  Lan- 
ders said  “the  problem  with  teenagers  to- 
day is  that  they  have  the  disadvantage  of 
too  many  advantages.”  She  went  on  to  say 
that  we  are  paying  dearly  for  our  money- 
oriented  culture,  and  that  parents  are  too 
permissive.  She  said,  “the  kids  today  are 
different  from  what  we  were  — I won’t 
say  ‘worse,’  — just  different.  We  can’t 
evaluate  them  and  judge  them  as  we  were 
judged.  We  were  fighting  for  survival,  to- 
day it  is  a fight  for  motivation.” 

Miss  Landers  said  that  lack  of  communica- 
tion is  another  problem  not  only  between  par- 
ent and  child,  but  between  husband  and  wife 
as  well.  She  said  that  the  most  common  com- 
plaint she  receives  today  from  women  is  that 
they  don’t  have  anyone  to  talk  to. 

Miss  Landers  concluded  her  talk  by  say- 
ing: “Times  have  changed.  Today  you  have 
to  have  nerves  of  steel  just  to  be  a neurotic.” 

The  Wednesday  morning  session  saw  the 
installation  of  a new  slate  of  officers  for 
the  year  1969-1970: 

President  — Mrs.  John  Chenault,  De- 
catur, Alabama 

President-elect — Mrs.  R.  C.  L.  Robert- 
son, Houston,  Texas 


1st  Vice  President  — Mrs.  G.  Prentiss 
Lee,  Portland,  Oregon 

Treasurer  — Mrs.  Robert  Beckley,  Lock 
Haven,  Pennsylvania 

Constitutional  Secretary  — Mrs.  Nor- 
man H.  Gardiner,  East  Hampton, 
Connecticut 

In  her  inaugural  address  Mrs.  Chenault 
urged  that  the  Auxiliary  step  up  its  efforts 
in  helping  youth.  “Our  task  and  our  chal- 
lenge is  to  commit  ourselves  to  assisting 
our  young  people  as  well  as  mature  citi- 
zens,” said  Mrs.  Chenault.  “We  must  seek 
to  reach  their  goals  and  to  use  their  energy 
resources  and  imagination  to  solve  the  prob- 
lems of  our  times,  particularly  in  the  field 
of  health,”  she  said. 

Mrs.  Chenault  outlined  a plan  for  carrying 
out  the  theme  she  has  selected  for  her  term 
of  office  — “Active  Leadership  in  Com- 
munity Health  with  the  Accent  on  Youth.” 

She  encouraged  Auxiliary  members  to 
“study  the  health  resources  of  the  area  in 
which  they  live,  and  to  evaluate  the  human 
resources  with  which  they  have  to  work,” 
so  that  efforts  can  be  directed  to  achieving 
better  health  conditions  by  developing  proj- 
ects and  programs  which  will  meet  the  needs 
of  individual  communities. 

Mrs.  Chenault  also  encouraged  Auxiliary 
members  to  work  closely  with  their  hus- 
bands in  sponsorship  with  medical  societies 
to  “raise  the  level  of  health  care  for  all 
people.” 

“Let  us  always  be  ready  to  stand  up  and 
be  counted  as  we  speak  out  with  pride  for 
those  things  that  are  right  with  American 
medical  practice,”  she  said. 

She  emphasized  that  the  Auxiliary  is  in 
a better  position  than  any  other  group  to 
foster  health  education,  to  work  toward  im- 
provement of  health  facilities,  and  to  dis- 
cover health  needs  and  seek  to  meet  them. 

The  post  convention  conference  for  State 
Presidents  and  Presidents-elect  on  Wednes- 
day afternoon,  July  16,  1969,  brought  to  a 
close  the  forty-sixth  Annual  Convention  of 
the  Woman’s  Auxiliary  to  the  American 
Medical  Association. 

Irene  Kelley 
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ANATOMY  LESSON 

When  the  patient  says  he  has  a stomach- 
ache, he  may  mean  that  his  colon  is  hurting, 
but  he  does  not  know  that,  and  even  in  these 
days,  referring  to  the  lower  digestive  tract 
may  be  thought  indelicate.  The  stomach 
represents  the  entire  alimentary  system,  and 
discomfort  below  the  waist  is  assigned  to 
that  organ,  perhaps  under  the  delusion  that 
the  abdominal  cavity  contains  a huge  stom- 
ach and  nothing  else. 

But  parts  of  the  body  have  other  connota- 
tions, or  as  we  say  of  drugs,  side-effects. 
Stomach  may  mean  to  dislike,  or  simply  to 
endure,  as  one’s  being  able  to  stomach  some- 
thing or  someone.  He’s  all  heart  means  he 
is  the  soul  of  generosity.  The  soul,  incident- 
ally, was  supposed,  at  different  times,  to 
reside  in  the  abdomen  (soul-lar  plexus?)  and 
in  the  head.  The  backbone  may  refer  to 
one’s  courage,  as  does  keeping  your  chin  up 
and  having  a stiff  upper  lip.  If  you  are 
skilled,  you  are  handy,  and  if  you  are  not, 
why  then  you  are  all  thumbs. 

Then  there  are  such  well-known  expres- 
sions as  my  own  flesh  and  blood,  the  shoulder 
to  the  wheel,  to  give  tongue  to.  at  one’s 
finger-tips,  the  ear  to  the  ground,  on  his  last 
legs,  hip  and  thigh,  and  the  eye  to  the  future. 
Hearty  food  sticks  to  your  ribs.  The  human 
nose  is  an  absolute  treasury  of  these  sayings : 
there  is  cutting  off  one’s  nose,  keeping  the 
nose  to  the  grindstone,  spiting  your  nose, 
nose  to  nose,  and  putting  his  nose  out  of 
joint.  There’s  knuckle  under,  and  elbow  your 
way  in,  and  on  your  knees;  there  are  toe  to 
toe  and  toe  the  line,  and  probably  something 
for  every  part  of  the  body. 

To  confess  is  to  make  a clean  breast  of 
things  or  get  it  off  your  chest,  to  vent  one’s 
spleen  is  to  show  ill  temper,  and  an  acquaint- 
ance of  one’s  type  or  liking  is  a man  of  my 
own  kidney.  Even  the  bowel  was  once  a 
synonym  for  pity  or  compassion. 

But  getting  back  to  the  stomach,  we  say 
lie  down  on  your  stomach  when  we  mean 
prone,  hit  him  in  the  stomach  to  describe  a 


low  but  legal  blow,  pull  your  stomach  in,  and 
stomacher  for  an  article  of  dress. 

Pity  the  poor  stomach ; it  takes  the  blame 
for  so  many  things.  No  wonder  it  hurts. 

— F.C. 


WHERE’S  MEDICINE? 

In  our  own  field,  the  literature  of  a dozen 
years  ago  was  easy  to  read  and  was  a great 
help  to  the  reader.  But  journals  began  to 
change  then ; they  stopped  telling  you  how 
to  take  care  of  a patient,  and  articles  became 
more  and  more  technical  and  have  finally 
come  to  consist  of  a mixture  of  advanced 
physiology  and  pharmacology.  We  started 
our  career  with  a good  background  in  what 
was  considered  to  be  advanced  mathematics, 
and  while  we  have  undoubtedly  forgotten 
most  of  it,  we  cannot  understand  these  arti- 
cles, and  we  do  not  believe  that  others  can, 
either.  And  not  only  do  they  become  hope- 
lessly technical,  but  like  a cancer,  they  have 
invaded  each  journal  to  the  point  of  excluding 
all  other  articles,  and  they  appear  to  have 
taken  over  most  or  all  of  the  journals. 

We  love  research,  laboratory  work,  and  the 
science  of  medicine.  But  we  are  not  overly 
fond  of  this  change.  And  we  are  not  alone. 
Here  and  there  there  have  been  cries  in  the 
wilderness.  Only  a few  years  ago,  a letter 
to  the  editor  appeared  in  one  of  our  specialty 
journals,  asking  why  articles  were  becoming 
more  technical  and  less  helpful.  And  the 
answer  was  that  that  was  the  kind  of  articles 
he  was  getting.  In  the  east,  another  letter 
writer  asked  for  more  good  reviews,  for 
something  that  would  help  him  in  his  every- 
day practice.  And  only  recently,  an  editor 
has  just  raised  the  same  point.  Journals  are 
no  longer  of  value  to  the  clinician ; they  talk 
only  of  chemistry,  and  of  physiology  and 
pharmacology. 

Pharmacology  and  physiology  are  good,  but 
articles  that  are  pure  pharmacology  and 
physiology  belong  in  journals  devoted  to 
these  subjects,  and  there  is  more  of  a cry  for 
clinical  articles  than  we  might  suppose.  Re- 
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search  is  of  paramount  importance,  but 
specialty  journals  have  gone  too  far  when 
their  contents  consist  of  articles  that  are 
difficult  to  read  and  of  no  help  in  daily 
practice. 

— F.C. 


LET’S  STOP  VISITING  HOURS 

We  once  studied  all  deaths  on  a surgical 
service  during  a ten  year  period,  to  see  when 
patients  died.  We  thought  the  night  might 
be  dangerous,  since  the  nurse  staff  was  smal- 
ler, x-ray  and  laboratory  were  closed,  and  all 
the  doctors  were  home,  but  this  was  not  so. 
We  tried  weekends  and  winter  months,  but 
nothing  came  of  these.  Then  we  divided  the 
day  into  three  periods,  and  succeeded  only 
when  we  had  rotated  the  day’s  divisions 
centering  on  4 PM,  midnight,  and  8 AM.  The 
death  rate  was  2i/>  times  greater  at  4 PM 
than  all  during  the  day. 

Why  is  this? 

That’s  when  we  have  visitors.  They  bring 
infection  and  dirt,  they  stop  all  nurse’s 
work,  they  plague  her  with  foolish  questions, 
they  block  the  elevators,  they  annoy  the 
patient.  They  used  to  bring  food  and  they 
once  slept  in  the  hospital,  but  we  have  stop- 
ped that.  They  come  from  a sense  of  duty, 
and  we  think  the  patient  receives  them  with 
equal  reluctance.  They  sit  on  beds  and  tell 
the  helpless  patient  about  others  who  had 
his  illness  and  didn’t  survive.  They  do  not 
help;  they  hurt.  A get-well  card  or  flowers 
would  do  much  more  good. 

Why  do  we  tolerate  them?  They  are  an 
anachronism,  they  do  not  belong  in  a modern 
hospital.  The  hospital  today  is  not  its  fifty- 
year  old  counterpart.  It  is  clean  nearly  to 
the  point  of  sterility,  and  it  is  a model  of 
efficiency.  Its  work  cannot  be  interrupted 
several  times  a day  by  hordes  of  silly,  con- 
taminated visitors  who  come  from  a sense 
of  self-gratification,  and  who  serve  only  to 
keep  the  patient  from  getting  well.  If  there 
must  be  visiting,  let  it  be  done  after  the 
patient  gets  home. 

—F.C. 


PEOPLE  ARE  FUNNY 

A group  of  doctors  wrote  a letter  sugges- 
ting that  drug  advertisements  carry  retail 
prices.  We  have  no  objection  to  this,  but  the 
doctors  who  signed  the  letter  were  in  govern- 
ment service,  we  noted.  Drug  prices  do  not 
concern  them,  they  are  thinking  of  other 
doctors  and  of  other  patients,  not  theirs. 
We  could  call  this  kind  of  sympathy,  ration- 
alizing or  axe-grinding  of  a sort.  As  we 
said,  people  are  funny. 

—F.C. 


Treatment  of  Acute  Alcohol  Withdrawal 
State  — S.  C.  Kaim  (VA  Central  Office, 
Washington,  DC),  C.  J.  Klett,  and  B. 
Rothfeld.  Amer  J Psychiat  125:1640-1646 
(June)  1969. 

A double-blind  study  of  the  relative  ef- 
ficacy of  four  drugs,  chlordiazepoxide,  chlor- 
promazine,  hydroxyzine,  and  thiamine,  was 
carried  out  on  537  patients.  These  drugs 
are  commonly  used  in  treating  alcohol  with- 
drawal symptoms,  specifically  to  prevent  de- 
lirium tremens  and  convulsions.  Of  the  55 
patients  who  developed  these  symptoms,  2% 
were  in  the  chlordiazepoxide  group;  the  in- 
cidence ranged  from  11%  to  16%  in  the 
groups  treated  with  the  other  three  drugs. 
Chlordiazepoxide  appears  to  be  the  drug  of 
choice  among  those  tested. 

Lung  Cancer  in  Women  — D.  J.  B.  Ashley 
and  H.  D.  Davies  (Morriston  Hosp,  Swan- 
sea, England).  Thorax  24:446-450  (July) 
1969. 

A review  of  83  cases  of  lung  cancer  in 
women  is  presented.  The  tumors  in  women 
tended  to  be  less  well  differentiated  than  in 
men,  and  were  less  likely  to  be  resectable.  A 
lower  proportion  of  squamous  cell  carcinoma 
was  seen.  Immunological  defense  in  women 
is  better  than  in  men,  and  clinically  appar- 
ent tumors  are  those  which  because  of  their 
greater  intrinsic  malignancy  are  able  to  over- 
come the  defense  mechanisms. 
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The  Treatment  of  Arterial  Injuries 
Associated  with  Fractures* 


The  early  repair  of  injuries  to 
major  arteries  in  the  extrem- 
ities has  reduced  the  incidence 
of  limb  loss  from  50  percent  to  about  15 
percent.®’  The  salvage  has  been 

greater  with  penetrating  injuries  than  with 
closed  injuries,  because  the  arterial  injury 
is  recognized  more  often  and  treated  earlier. 
In  arterial  injuries  associated  with  frac- 
tures, the  injury  may  be  overlooked  while 
the  fracture  and  other  injuries  are  being 
treated.®’  The  seriousness  of  delayed 
treatment  is  illustrated  by  the  following 
cases. 

Case  1.  A 58-year-old  man  was  ad- 
mitted after  being  struck  by  an  auto- 
mobile. He  had  a fracture  deformity 
of  the  right  thigh.  He  had  abrasion 
and  ecchymosis  of  the  skin  on  the 
medial  aspect  of  the  thigh.  He  had  no 
pulses  distal  to  the  fracture.  The  thigh 
was  tense  with  a large  hematoma,  and 
the  leg  showed  patchy  cyanosis.  X-ray 
confirmed  a fracture  of  the  distal  fe- 
mur. Immobilization  with  balanced 
traction  restored  capillary  filling  in 
the  toes.  Two  hours  later,  a strong 
dorsalis  pedis  pulse  was  present.  The 
foot  developed  patchy  cyanosis  and  be- 
came edematous,  but  the  patient  could 
move  his  foot  and  toes.  By  the  next 
day,  serous  bullae  had  formed  in  the 
skin  over  the  medial  aspect  of  the 
thigh,  and  the  ecchymosis  had  increased. 
Blebs  formed  in  the  skin  of  the  leg 
that  had  become  brawny  with  edema. 
The  dorsalis  pedis  pulse  became  weak- 
er, the  foot  cooler,  the  blebs  larger, 
and  the  edema  more  intense.  The  pa- 
tient retained  motion  in  the  foot  but 
lost  sensation. 

Two  days  after  admission  to  the  hos- 
pital, fasciotomy  was  performed  over 
the  lateral  thigh,  because  it  was 
thought  that  pressure  from  edema  was 
interfering  with  venous  and  arterial 
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circulation.  Immediately,  the  circula- 
tion seemed  to  improve,  but  by  the  next 
day  the  thigh  had  again  become  tense, 
and  the  foot  and  leg  had  become  ob- 
viously ischemic.  The  ecchymosis  had 
extended  up  the  back  of  the  patient 
to  his  shoulder.  During  the  next  sev- 
eral days,  the  swelling  of  the  thigh  and 
leg  decreased.  The  patchy  cyanosis  of 
the  thigh  and  leg  cleared,  but  the  foot 
developed  dry  gangrene. 

Eight  days  after  admission,  a percu- 
taneous femoral  arteriogram  showed  a 
lateral  tear  of  the  superficial  femoral 
artery  with  a false  aneurysm  as  shown 
in  Figure  1.  It  also  showed  that  the 
arteries  distal  to  the  laceration  were 
patent.  The  hemorrhage  from  the  in- 
jury had  apparently  interfered  with 
the  venous  return.  Ten  days  after  ad- 
mission, the  false  aneurysm  was  re- 
sected with  an  end-to-end  repair  of 
the  artery.  This  operation  was  too 
late,  and  two  days  later  amputation  was 
performed  above  the  knee  through  the 
fracture  site. 

Case  2.  A 39-year-old  woman  was 
admitted,  unconscious,  after  a train  had 
struck  her  car.  She  had  severe  in- 
juries with  multiple  lacerations  of  the 
face  and  scalp,  and  a fracture  of  the 
skull.  She  had  a closed  fracture  of  the 
left  thigh  with  marked  swelling.  She 
also  had  an  open  fracture  of  the  left 
leg. 

’•From  the  Department  of  Surgei-y,  University  of  Nebraska 
College  of  Medicine.  Omaha,  Nebraska  68106. 

tResident  in  Plastic  Surgery,  University  of  Michigan  Medical 
Center,  Ann  Arbor,  Michigan  48104. 

tProfessor  and  Chairman,  Department  of  Surgery,  University 
of  Nebraska  College  of  Medicine,  Omaha,  Nebraska  68105. 
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The  wound  of  the  leg  was  thoroughly 
cleaned  and  debrided.  The  fracture  of 
the  tibia  was  manipulated  and  the 
wound  closed.  Because  of  poor  circula- 
tion to  the  foot,  fasciotomy  was  per- 
formed over  the  lateral  thigh,  and  a 
large  hematoma  was  evacuated.  We 
found  no  source  for  the  bleeding.  A 
femoral  arteriogram  at  operation 
showed  transection  of  the  superficial 
femoral  artery  in  mid-thigh  as  shown 
in  Figure  2.  The  artery  was  repaii'ed 
with  a saphenous  vein  graft.  The  fe- 
mur was  stabilized  with  bone  plates. 
After  this,  an  arteriogram  showed  pat- 
ency of  the  repair  and  good  run-off. 


The  patient  received  20  units  of  blood 
during  resuscitation  and  operation. 

After  operation,  good  pulses  returned 
to  the  leg  and  foot.  The  next  day  the 
foot  was  cold  with  blotchy  cyanosis, 
and  showed  poor  capillary  return.  Mas- 
sive swelling  was  present  at  the  site 
of  the  tibial  fracture.  Fasciotomy  was 
considered,  but  not  done.  By  the  fol- 
lowing day,  the  foot  was  obviously  lost. 
Amputation  was  carried  out  below  the 
knee. 

A review  of  the  arteriogram  done 
following  repair  of  the  superficial  fe- 
moral artery  showed  a laceration  of 


Fitrure  1.  (a)  Femoral  arteriogram  showing  a false  aneurysm  adjacent  to 

the  fracture  in  the  femur.  Note  the  patency  of  the  artery  beyond  the  laceration. 
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the  anterior  tibial  artery  that  had  been 
missed.  The  repair  of  the  femoral  ar- 
tery had  been  successful,  and  this  had 
resulted  in  extravasation  of  blood  in 
the  leg  causing  first  venous  compression 
and  then  arterial  compression. 

Discussion 

DeBakey  and  Simeone^  documented  the 
poor  prognosis  of  traumatic  arterial  injury 
treated  without  repair.  In  a study  of  2,471 


Figure  1.  (b)  Diagrammatic  sketch  to  explain  A. 


battle  injuries  to  major  arteries  they  found 
that  ligation  resulted  in  an  amputation  rate 
of  49  percent. 

Early  in  the  Korean  War,  the  repair  of 
injured  arteries  by  direct  suture  was  tried 
with  encouraging  results. Hughes®  re- 
viewed the  total  experience,  and  demonstrat- 
ed an  amputation  rate  of  only  13  percent 
in  269  repairs.  Since  then,  many  reports 
have  documented  the  importance  of  early 
recognition  and  repair  of  arterial  injuries 
in  civilian  practice. 

Arterial  injuries  occur  less  commonly  with 
fractures  or  dislocations  than  with  penetrat- 
ing injuries.  Fisher,®  in  a review  of  all 
acute  arterial  injuries  treated  in  United 
States  Army  hospitals  in  Vietnam  during  a 
nine-month  period,  found  only  4.6  percent 
resulting  from  blunt  trauma.  At  least  one 
of  four  arterial  injuries  of  the  lower  ex- 
tremity was  recognized  late  and  required 
amputation. 

The  cases  we  have  reported  illustrate  the 
poor  results  of  delayed  treatment  of  ar- 
terial injuries.  Unfortunately,  delay  oc- 
curs too  frequently.  A recent  review  of 
injuries  to  peripheral  arteries  by  Goldman, 
Firor,  and  Key®  showed  that  50  percent  of 
arterial  injuries  were  recognized  late  or  not 
at  all.  This  reflects  failure  to  carefully 
evaluate  patients  or  a lack  of  awareness  of 
the  dangers  of  overlooking  arterial  injury. 
Shock,  the  presence  of  other  injuries,  and 
concern  with  the  treatment  of  the  fracture 
may  divert  attention  from  arterial  injury. 
Traction,  splints,  and  casts  hide  signs  of 
ischemia. 

We  m.ay  find  excuses  for  procrastination 
because  of  hesitation  to  open  the  site  of  a 
closed  fracture  and  for  other  reasons.  We 
hope  that  reduction,  traction,  and  fixation 
will  relieve  the  ischemia.  We  explain 
ischemia  as  the  result  of  elevation  of  the 
extremity,  arteriosclerosis,  advanced  age,  or 
alcoholism.  We  attribute  evidence  of  ar- 
terial insufficiency  to  arterial  spasm  or  com- 
pression by  edema.  We  accept  a large,  ex- 
panding hematoma  as  an  expected  con- 
comitant of  the  fracture.  We  temporize 
with  fasciotomy  and  fail  to  evacuate  the 
hematoma  and  expose  the  vessel  at  the  frac- 
ture site. 
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Hoover'^  in  a review  of  12  cases  of  ar- 
terial injury  declared  that  “delay  of  oper- 
ation is  caused  by  unjustified  optimism.” 
Eastcott^  recently  editorialized,  “Masterly 
inactivity  has  undoubted  attraction,  but  only 
when  the  prognosis  is  good.” 

Early  diagnosis  and  operation  are  of 
prime  importance  in  the  success  of  repair 
of  arterial  injuries.  Miller  and  Welches 
ligated  the  femoral  artery  in  dogs,  and  car- 
ried out  resection  and  anastomosis  after 
various  intervals  of  time.  Repair  within 
six  hours  resulted  in  90  percent  survival  of 
the  limbs.  Delay  greater  than  12  hours 
resulted  in  only  50  percent  survival.  More 


significantly  all  of  the  animals  in  the  first 
group  regained  “nearly  normal  function,” 
while  all  the  limbs  involved  in  the  second 
had  muscular  atrophy  and  limitation  of  mo- 
tion. Kirkupi2  and  Klingensmith^®  each  re- 
ported a small  series  of  arterial  injuries 
associated  with  fractures  in  which  early 
diagnosis  and  repair  resulted  in  restoration 
of  normal  function. 

Makin,  Howard,  and  Green^^  in  a review' 
of  16  patients  urged  more  aggressive  treat- 
ment of  arterial  injuries  associated  with 
fractures.  Only  six  patients  in  their  series 
received  treatment  of  the  arterial  injury 
w'ithin  12  hours.  Of  ten  patients  receiving 


Figure  2.  (a)  Femoral  arteriogram  showing  badly  comminuted  fracture 

and  transected  femoral  artery  with  extravasation  of  dye  into  the  tissues. 
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treatment  beyond  this  interval,  all  developed 
a major  disability  of  the  injured  limb  or  lost 
the  limb. 

Because  of  the  unfavorable  results  with 
delay,  Hoover"^  concluded  that  “anything  less 
than  noraial  circulation  demands  immediate 
surgical  attention.”  The  time  of  treatment 
is  the  most  important  common  denominator 


in  the  failure  or  the  success  in  the  treatment 
of  arterial  injuries. 

As  emphasized  by  Collins  and  Jacobs,^ 
the  symptoms  and  signs  of  arterial  injury 
are  characteristic  and  easily  recognized. 
These  include  pallor,  coldness,  insensitivity, 
and  absent  pulses.  And  Spencer,^®  after  a 
study  of  the  reliability  of  signs  of  peripheral 
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vascular  injury,  emphasized  that  a palpable 
pulse  does  not  rule  out  significant  vascular 
injury.  Other  important  and  significant 
signs  include  a large,  expanding  hematoma 
and  a patchy  blue  discoloration  of  the  foot. 

Arteriography  permits  accurate  diagnosis 
of  injury  or  obstruction  and  avoids  delay. 
In  addition  it  may  provide  valuable  informa- 
tion as  to  the  relationship  of  the  injured 
vessel  to  the  fracture  and  the  state  of  other 
vessels. 

Arterial  injury  in  association  with  a frac- 
ture demands  early  diagnosis  and  treatment. 
We  must  recognize  presumptive  signs  of 
arterial  injury  including  the  early,  minimal 
signs  as  shown  in  Table  I. 

Table  1 

PRESUMPTIVE  SIGNS  OF  ARTERIAL  INJURY 

INCLUDING  EARLY,  MINIMAL  SIGNS 

1.  Patchy  cyanosis  distal  to  a fracture 

2.  Variable  pulse,  poor  capillary  return, 
poorly  filled  veins  in  a cold  extremity. 

3.  A large  expanding  hematoma. 

4.  Venous  occlusion  leading  to  considera- 
tion of  need  for  fasciotomy. 

5.  Continued  blood  loss. 

6.  Anesthesia  or  paralysis  distal  to  a frac- 
ture in  the  absence  of  neurologic  injury. 

Summary 

We  have  presented  two  cases  in  which 
failure  to  recognize  an  injury  of  a major 
artery  in  association  with  fracture  of  a long 
bone  resulted  in  amputation. 

To  avoid  delay  in  operation,  we  should 

1.  Consider  the  possibility  of  injury  to 
an  artery  in  every  case  of  fracture  of 
a long  bone. 

2.  Recognize  the  importance  of  early, 
minimal  evidence  of  arterial  injury. 

3.  Perform  arteriography  immediately  if 


signs  and  symptoms  suggest  injury 
to  an  artery. 

4.  Consider  the  possibility  of  injury  to 
more  than  one  artery. 
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Mammography  and  Its  Present  Status* 


PART  I 

Mammography,  the  radio- 

graphic  examination  of  the 
breast,  has  probably  received 
more  publicity  in  the  last  eight  years  than 
any  other  single  radiographic  procedure. 
The  concept  of  diagnosing  abnormalities  of 
the  breast  goes  back  to  about  1913,  when 
specimens  were  examined  following  sur- 
gery. In-vivo  examinations  were  first  re- 
ported in  1929,  but  the  development  of  mam- 
mography proceeded  in  a rather  sluggish 
fashion  for  many  years.  During  this  time. 
Dr.  J.  Gershon-Cohen  of  Philadelphia  did 
much  to  improve  the  techniques,®  but  in 
1960  Dr.  Robert  Egan’s  work  brought  about 
a tremendous  resurgence  of  interest  in  the 
subject  by  many  radiologists  and  surgeons.^ 

Dr.  Egan  refined  the  technique  by  intro- 
ducing the  use  of  very  fine  grain,  but  slow, 
industrial-type  film.  The  resultant  radio- 
graphs were  much  more  easily  demonstrated 
and  interpreted,  and  were  able  to  show  im- 
portant diagnostic  criteria.  The  consider- 
able interest  in  mammography  by  many 
different  medical  groups  is  undoubtedly  due 
to  the  high  incidence  of  breast  cancer  in 
our  population  and  the  unchanging  death 
rate  from  this  disease  during  the  last  several 
decades  in  spite  of  more  radical  and  im- 
proved surgery. 

It  has  been  hoped  that  through  the  use 
of  mammography  earlier  diagnosis  would 
be  achieved  and  hopefully  an  improvement 
in  the  death  rate  would  ensue,  since  it  is  gen- 
erally accepted  that  in  cases  with  small  le- 
sions without  spread  to  axillary  nodes,  a 
five  year  cure  rate  of  80%  is  obtainable, 
while  the  results  in  more  advanced  cases  ap- 
proximate 30%. 

Indications 

The  indications  for  mammography  in  the 
individual  are  numerous.  The  most  obvious 
is  the  finding  of  a mass  in  the  breast.  There 
may  be  some  question  as  to  why  this  is 
necessary,  in  view  of  the  usual  teaching  that 
the  presence  if  a mass  is  indication  for  sur- 
gery. 


MARC  S.  LAPAYOWKER,  M.D. 
Associate  Professor  of  Radiology, 
Temple  University  School  of  Medicine 
Philadelphia,  Pennsylvania 


Mammography  is  a substitute  for  biopsy 
in  only  a very  limited  number  of  cases,  but 
it  can  be  very  helpful  as  a supplement  in 
cases  of  this  type.  Many  of  the  surgeons  in 
our  area  like  the  confirmatory  evidence  of 
a picture  demonstrating  the  classical  appear- 
ance of  a carcinoma  prior  to  surgery.  This 
can  sometimes  be  used  to  convince  a doubt- 
ful or  hesitant  patient,  in  that  it  presents 
a second  opinion  urging  biopsy  without 
delay. 

In  rare  cases,  a radical  mastectomy  can 
be  performed  without  biopsy  when  the  clin- 
ical and  radiographic  evidence  is  unequi- 
vocal. 

In  certain  cases,  a lipoma  or  lobule  of  fat 
can  be  palpated  as  a mass,  and  mammog- 
raphy will  reveal  a breast  absolutely  clear 
of  disease,  and  surgery  can  be  avoided. 

The  finding  of  a carcinoma  in  one  breast 
is  associated  with  an  increased  incidence  of 
cancer  in  the  other  breast,  either  metastatic 
or  a second  primary.  In  some  reports  this 
has  been  as  high  as  6%,  so  that  mammog- 
raphy has  an  excellent  chance  of  finding 
an  early  or  unsuspected  lesion  on  that  side. 

Fibrocystic  disease  is  an  indication  for 
mammography  for  several  reasons.  The 
presence  of  multiple  nodules  can  confuse  and 
disguise  a carcinoma  which  may  be  picked 
up  radiographically,  or  it  can  provide  a 
baseline  to  possibly  prevent  repeated  biop- 
sies. Unfortunately,  there  may  be  no  dis- 
tinguishing radiographic  characteristics  be- 
tween fibrocystic  disease  and  some  malig- 
nancies, and  in  these  cases  biopsy  must  be 
performed.  This  problem  is  a joint  one  for 
the  practitioner,  surgeon,  and  radiologist, 
since  most  of  the  younger  patients  have  con- 
siderable active  breast  tissue,  and  some  de- 

•Presented  before  Omaha  Mid-West  Clinical  Society  36th 
Annual  Session,  October  29,  1968. 
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gree  of  fibrocystic  disease  which  clinically 
and  on  radiographs  may  disguise  malig- 
nancy. 

Nipple  discharge  and  breast  pain  are  also 
indications  for  mammography,  although 
pain  is  rarely  associated  with  carcinoma. 

The  finding  of  an  adenocarcinoma  else- 
where, usually  in  the  axillary  or  supi’a- 
clavicular  nodes,  should  also  be  followed  by 
mammography  for  possible  detection  of  a 
small  nonpalpable  primary  lesion. 

The  patient  with  large,  pendulous,  diffi- 
cult to  examine  breasts  is  a good  subject 
for  mammography,  since  this  type  of  breast 
with  much  fatty  tissue  is  ideal  for  radio- 
graphic  study,  and  will  yield  a high  degree 
of  accuracy. 

The  final  group  who  should  be  examined 
are  those  with  cancerophobia,  hoping  that 
the  mammography  will  give  a completely 
negative  result,  and  those  with  a strong 
family  history  of  breast  carcinoma,  where 
a baseline  study  may  bring  about  earlier 
diagnosis  if  a lesion  develops. 

Technique 

The  technique  which  we  use  is  a modifica- 
tion of  the  Egan  technique. 

Two  projections  are  used.  The  first  is  the 
cephalocaudal,  with  the  patient  sitting.  The 
x-ray  beam  comes  from  above,  and  the  film 
is  placed  under  the  breast  as  close  to  the 
chest  wall  as  possible.  If  the  breast  is  large, 
a second  view  can  be  used  with  the  film 
swung  out  laterally  to  include  the  axillary 
tail  of  the  breast. 

The  mediolateral  view  is  taken  with  the 
patient  lying  down.  The  patient  is  rolled 
about  45  degrees  toward  the  side  of  exam- 
ination, and  the  breast  supported. 

In  addition,  a film  of  the  axilla  is  also 
made  in  essentially  the  same  position,  but 
with  the  breast  support  removed  and  the 
beam  centered  in  the  axilla. 

We  use  a combination  of  two  industrial 
films  in  the  same  cardboard  holder.  One  of 
these  films  is  faster  and  more  sensitive,  and 
the  exposure  is  adjusted  to  show  the  deeper 
portion  of  the  breast  on  this  film.  The  sec- 
ond, slower  film  will  be  less  well  exposed. 


but  shows  the  skin  and  subcutaneous  tissue 
in  more  detail.  The  use  of  the  two  film 
technique  also  gives  the  examination  a 
wider  latitude  so  that  repeat  studies  are  in- 
frequent. 

The  films  are  viewed  wet  for  technical 
quality  before  the  patient  leaves,  but  film 
reading  is  done  when  they  are  dry,  since 
bright  light  must  be  used  in  certain  areas, 
and  a magnifying  glass  is  helpful. 

Another  consideration  comes  up  at  this 
point.  Many  radiologists  take  histories 
from  the  patients  and  examine  them.  Oth- 
ers fix  small  metallic  markers  over  palpable 
lesions  and  scars.  I personally  do  not  do  this 
and  most  often  know  only  a very  brief  his- 
tory. I think  that  this  helps  to  give  a more 
objective  radiologic  consultation,  and  in  a 
recent  large  series  among  several  Philadel- 
phia hospitals,  the  percentage  of  accuracy 
of  reports  from  our  hospital  was  among  the 
highest. 

I think  that  the  philosophy  on  this  par- 
ticular problem  depends  upon  the  experience 
and  capability  of  the  referring  physicians. 
We  have  a small  group  that  sends  us  most 
of  the  patients,  and  they  are  much  better 
and  more  experienced  at  breast  palpations 
than  I am.  They  much  prefer  having  a 
purely  objective  radiologic  examination,  but 
this  may  not  be  so  at  other  institutions. 

Radiographic  Criteria 

The  internal  radiographic  appearance  of 
the  breasts  should  generally  be  symmetric. 
The  appearance  generally  varies  consider- 
ably with  age.  Categories  can  be  appreciat- 
ed, with  the  virginal  type  seen  in  the  very 
young.  This  breast  presents  very  dense 
tissue  with  almost  no  internal  distinguish- 
ing characteristics.  The  active  breast  in  the 
child-bearing  era  usually  has  varying 
amounts  of  fat  present  intermixed  with 
active  tissue,  and  separate  lobulations  can 
be  better  outlined. 

In  the  postmenopausal  group,  most  of  the 
breast  consists  of  fatty  tissue,  with  perhaps 
some  residual  active  breast  tissue  seen  in  the 
upper  outer  quadrant.  Diagnostically, 
these  are  the  best  for  defining  neoplastic 
lesions,  since  small  soft  tissue  masses  have 
great  contrast  with  the  fat. 
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The  major  diagnostic  feature  is  the  pres- 
ence of  a mass.  Malignant  masses  usually 
have  an  irregular  border  or  at  least  not  a 
smoothly  marginated  sharply  circumscribed 
outline.  Spiculations  may  extend  outward 
from  the  mass,  or  the  mass  may  be  poorly 
defined  and  present  as  an  area  of  asymmetry 
when  the  breasts  are  compared. 

Fibroadenomas  or  cysts  may  present 
as  well  defined  dominant  masses,  but 
these  are  generally  round,  shai-ply  margin- 
ated, and  have  a radiolucent  periphery  due 
to  surrounding  fatty  tissue. 


Calcifications  are  another  major  diagnos- 
tic feature.  There  are  many  types  of  cal- 
cifications seen  in  the  breast,  but  the  clas- 
sical sign  of  malignancy  is  the  presence  of 
multiple  tiny  punctate  or  linear  calcifica- 
tions. These  are  present  in  approximately 
40%  of  carcinoma,  and  have  been  found  in 
all  types  of  breast  cancer. 

Small  linear  calcifications  are  also  seen 
in  intraductal  papillomatosis.  Frequently  in 
diffuse  intraductal  disease,  at  least  one  area 
of  malignancy  will  be  found  if  this  type  of 
calcification  is  present. 


October,  1969 


663 


A Critical  Review  of  the  Treatment 
Of  Peptic  Ulcer 


IT  is  estimated  that  about  ten 
percent  of  the  general  popula- 
tion at  one  time  or  another  will 
have  peptic  ulcer  disease.  About  90  percent 
of  peptic  ulcers  are  duodenal.  There  is  a def- 
inite male  preponderance  in  this  disease  of 
youth  and  middle  age,  and  it  is  less  common 
in  the  aged.  The  exact  etiology  is  unknown, 
but  the  causes  can  obviously  be  multiple. 

Pathophysiology  of  Peptic  Ulceration 

Tannei’i  has  systematically  reviewed  the 
literature  of  this  complicated  subject  and 
has  elucidated  the  factors  which  contribute 
to  the  etiology  of  peptic  diathesis  and  normal 
gastric  physiology. 

It  was  the  famous  physiologist,  Pavlov, 
who  discerned  the  cephalic  phase  of  gastric 
secretion  mediated  via  the  vagus  nerves. 
His  original  work  ably  demonstrated  that 
sight  and  taste  of  food  stimulates  gastric 
secretion  (the  Pavlov  reflex). 

The  secretagogue  gastrin  was  later  dis- 
covered by  Edkins^  in  1906;  he  extracted  it 
from  pyloric  mucosa.  Gastrin  also  appears 
as  the  result  of  food  being  present  in  the 
antrum,  and  has  been  noted  to  appear  even 
by  distention  of  the  antrum,  and  by  vagal 
stimulation.® 

Another  phase  of  gastric  secretory  control 
is  the  intestinal  phase.  Sircus^  demonstrat- 
ed a gastrin-like  secretagogue  released  by 
the  passage  of  gastric  contents  into  the  duo- 
denum. 

Then  there  are  numerous  other  factors 
which  may  lead  to  peptic  ulcer  disease  but 
their  modus  operandi  is  unknown.  Severe 
buims  and  stress  situations  have  caused  not 
only  simple  peptic  ulcers  but  often  compli- 
cated ulcers  that  bleed  or  perforate.  Drugs 
such  as  aspirin,  phenylbutazone,  and  reser- 
pine  have  been  documented  as  causative 
agents  of  peptic  ulcer.  Honnones,  including 
ACTH  and  cortisone,  are  in  the  forefront  of 
ulcerogenic  substances,  probably  because 
they  inhibit  the  secretion  of  gastric  mucus. 
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which  is  the  main  protective  barrier  that 
prevents  autodigestion  of  gastric  and  in- 
testinal mucosa.  The  analogs  of  cortisone 
are  perhaps  a little  less  ulcerogenic. 

Some  pancreatic  tumors  have  been  incrim- 
inated as  ulcer-generating  (Zollinger-Elli- 
son  Syndrome).  Tumors  of  the  parathy- 
roids, pituitary,  and  adrenal  cortex  can  also 
cause  severe  peptic  ulcer  disease,  and  often 
in  ectopic  locations  with  frequent  bleeding 
or  perforation.  Intracranial  disease  has 
been  shown  by  Cushing  in  the  early  nineteen 
thirties  to  cause  peptic  ulcers  on  occasion. 

Treatment  of  Peptic  Ulceration 

Most  peptic  ulcer  victims  can  be  adequate- 
ly treated  medically,  and  remain  quite  com- 
fortable. However,  the  classical  indications 
for  surgery:  hemorrhage,  perforation,  and 
obstruction  must  now  be  extended  with  the 
wider  employment  of  an  extremely  satisfac- 
tory surgical  procedure  that  carries  low  mor- 
tality and  morbidity  rates  and  few  known 
late  sequelae;  namely,  vagectomy  and  Fin- 
ney gastroduodenostomy. 

The  history  of  peptic  ulcer  surgery  pre- 
sents an  interesting  study  in  surgical  evolu- 
tion and  refinements  due  mainly  to  a better 
understanding  of  the  physiopathology  of  the 
peptic  diathesis. 

The  earliest  surgical  treatment  for  peptic 
ulcer  was  simple  excision.  Recurrence  made 
this  procedure  soon  obsolete.  The  next  sur- 
gical vogue  which  survived  longer  and  is 
still  occasionally  performed  was  gastrojejun- 
ostomy. But  here  too,  the  high  recurrence 
rate  forced  its  abandonment.  Gastrectomy 

♦Senior  Medical  Student,  Creighton  Medical  School,  Omaha, 
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in  its  many  forms  is  still  the  most  popular 
method  in  the  surgical  treatment  of  duo- 
denal and  gastric  ulceration.  Its  obvious 
drawbacks  are  its  magnitude,  mortality,  mor- 
bidity and  late  crippling  sequelae.  Even  gas- 
trectomy carries  a significant  recurrence 
rate. 

The  present  surgical  therapy  we  advocate, 
along  with  an  increasing  number  of  other 
surgeons,  is  the  vagectomy  and  Finney 
pyloroplasty, better  termed  a gastroduo- 
denostomy.  This  procedure  is  not  unusually 


c.  Stapling 

Figure  1.  Technique  for 


difficult,  and  can  be  rapidly  performed  un- 
der most  circumstances.  It  should  there- 
fore extend  the  indications  for  peptic  ulcer 
surgery,  if  our  optimism  is  borne  out  by  the 
test  of  time,  to  many  who  now  swallow  a 
myriad  of  pills  to  control  the  pain  and  dis- 
comfort of  their  disease. 

Technique  of  Vagectomy  and  Finney 
Gastroduodenostomy 

In  the  past  18  months  we  have  carried 
out  this  procedure  in  90  cases  of  peptic 
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ulcer.  Our  results  to  date  have  been  grati- 
fying'. The  immediate  postoperative  course 
is  unusually  benign,  and  alimentation  can  be 
usually  started  within  three  days.  Selection 
of  patients  was  initially  done  on  the  radio- 
graphic  appearance  of  the  ulcer,  the  history 
of  the  disease,  and  the  gastric  analysis. 
Since  wide  variations  in  the  gastric  analysis 
are  common  and  correlation  was  difficult, 
we  depend  on  radiographic  findings  plus  his- 
tory to  make  our  decision.  The  truncal 
vagotom^'  and  Finney  gastroduodenostomy 
are  routinely  employed  for  chronic  peptic 
ulcer  disease  in  our  clinic. 

Truncal  vagotomy  is  the  only  method  we 
have  found  satisfactory  for  annihilating  the 
vagus  influence.  The  high  midline  incision 
gives  best  exposure.  This  may  be  diffi- 
cult in  obese  individuals  or  in  those  having 
previous  subdiaphragmatic  disease.  The 
vagal  trunks  can  be  easily  palpated  as  taut 
cords.  The  posterior  vagus  usually  lies  be- 


hind the  esophagus  at  a distance  of  one  or 
two  centimeters.  The  McDermott  metal  clip 
applicator  is  an  easy  way  to  provide  hemo- 
stasis and  identification  of  the  vagal  inter- 
ruption. It  is  used  to  place  a metal  locking 
staple  on  the  distal  nerve  trunk  and  a second 
staple  on  the  proximal  nerve  end,  allowing 
a specimen  to  be  removed  as  a vagus  seg- 
ment for  the  pathologist.  A laparotomy 
sponge  is  always  used  to  protect  the  spleen 
during  vagectomy.  Splenectomy  is  rarely 
needed  if  this  organ  is  carefully  protected. 
When  the  subdiaphragmatic  portion  of  the 
surgery  is  concluded,  attention  is  turned 
toward  the  pyloric  area. 

A suture  is  used  as  a traction  guide  placed 
on  the  superior  portion  of  the  pylorus  and 
kept  taut  by  an  assistant.  The  duodenum 
is  mobilized  by  Kocherization,  while  the 
greater  curvature  of  the  stomach  is  freed 
of  any  superficial  portion  of  the  gastrocolic 
ligament.  Throughout  the  two  layer  anas- 


Figure  2.  GIA  instrument  applied. 
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Figure  3.  Appearance  of  stapled  gastroduodenostomy. 


Figure  4.  Closure  of  stab  wound  needed  to  insert  GIA  instrument. 
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tomotic  procedure,  interrupted  4-0  silk  is 
used. 

We  have  recently  employed  the  use  of  an 
automatic  stapling  device*  that  can  com- 
petently and  quickly  produce  the  gastro- 
duodenal anastomosis  with  one  simple  stroke 
of  the  mechanism,  especially  in  patients  with 
a mobile  stomach  and  duodenum.  See  Fig- 
ures 1,  2,  3,  4 and  5. 

The  first  step  in  creating  the  Finney  gas- 
troduodenostomy  is  approximating  the  great- 
er curvature  of  the  stomach  to  the  medial 
wall  of  the  first  part  of  the  duodenum, 
(Figure  6).  This  is  a through  and  through, 
interrupted  seromuscular  stitch.  The  next 
step  involves  an  inverted  “U”  incision 
through  the  full  wall  of  the  joined  duodenum 
and  stomach  transecting  the  midportion  of 

♦Surgical  Stapling  Instrument  Model  G.I.A.,  United  States 
Surgical  Corp. 


the  pyloric  ring,  (Figure  7).  The  anasto- 
mosis is  then  completed  with  two  additional 
rows  of  sutures  creating  a gastroduodenos- 
tomy  and  producing  an  opening  between  the 
stomach  and  duodenum  about  five  centi- 
meters long,  (Figure  8).  Before  leaving  the 
site,  fibrofatty  tissue  of  omentum  or  gas- 
trocolic ligament  is  pulled  over  the  anterior 
surface  of  the  anastomosis  as  a further 
buttress  against  leakage. 

The  abdominal  cavity  is  lavaged  copious- 
ly with  saline,  and  a drain  is  left  in  the  sub- 
hepatic  space  and  brought  out  through  a 
stab  wound.  The  abdominal  wall  is  closed. 
A Levin  tube  placed  at  the  beginning  of  the 
operation  is  usually  allowed  to  remain  for 
two  or  three  days. 

Conclusion 

Peptic  ulcer  diathesis  has  been  reviewed. 
Literature  of  the  last  15  years  reflects  two 


Figure  5.  Final  appearance  of  completed  stapled  antastomosis. 
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Figure  7.  Stomach  and  duodenum  incised  through  full  anterior  wall 
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parallel  trends  in  the  management  of  peptic 
ulcer  disease.  These  are:  growing  dissatis- 
faction with  gastric  resection  and  a search 
for  newer  methods  of  controlling  peptic 
ulcer  diathesis.  We  advocate  the  wider 
usage  of  this  relatively  new  procedure  of 
vagotomy  and  Finney  gastroduodenostomy 
as  the  most  satisfactory  method  of  treating 
the  complicated  or  intractable  duodenal  ulcer. 
Automatic  stapling  devices  are  helpful  and 
speed  the  surgery.  The  same  operation  has 
been  used  for  benign  gastric  ulcer  after  total- 


ly excising  the  ulcer  for  pathologic  study, 
or  in  some  cases  simple  biopsy.  The  opera- 
tion has  also  been  used  as  an  adjunct  to  the 
repair  of  hiatal  hernia.  We  are  gratified 
by  the  short  term  results  of  Truncal  vagoto- 
my and  Finney  gastroduodenostomy  and  it 
seems  that  this  method  will  supplant  more 
radical  ulcer  surgery  so  widely  practiced  in 
the  past  four  decades. 

References  available  from  author 
(M.C.). 
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Shriners  Burns  Institute  — 

Early  Care  of  the  Acutely  Burned  Child* 


PART  I 

SINCE  1922,  the  Shriners  of 
North  America  have  operated 
orthopedic  hospitals.  Today, 
19  of  these  hospitals  exist  in  the  United 
States,  Canada,  and  Mexico.  In  1962,  the 
Shriners  of  North  America  resolved  to 
establish  three  institutes  for  the  treatment 
of  children  suffering  from  burns,  and  by 
1963,  the  decision  was  made  to  place  the 
institutes  at  Harvard  Medical  School,  The 
University  of  Texas  Medical  Branch,  and  at 
the  University  of  Cincinnati.  Interim  oper- 
ations began  at  the  Galveston  Unit  on  No- 
vember 1,  1963.  and  were  located  in  the 
University  hospitals.  Construction  of  the 
Galveston  Unit  began  in  June,  1964,  and  the 
first  patients  admitted  in  April,  1966.  At 
the  present  time,  over  800  children  have 
been  admitted  to  the  Institute.  These  chil- 
dren have  come  from  almost  every  state  in 
the  nation,  including  Alaska  and  Hawaii. 
Other  children  have  come  from  Canada  and 
Mexico.  Any  child  who  is  14  years  of  age 
or  under,  and  has  either  an  acute  burn  or 
residual  scar  deformities  secondary  to  burns, 
may  be  admitted  to  the  Burns  Institute  and 
receive  care  without  charge  until  he  reaches 
the  age  of  15. 

The  Burns  Institute  consists  of  31/2  floors 
which  have  the  capacity  of  30  burned  chil- 
dren. Most  of  the  Institute’s  space  is  dedi- 
cated to  research.  The  staff,  totaling  180, 
includes  physicians  and  scientists  who  work 
together  in  a team  approach  dedicated  to 
the  common  cause  of  research  and  treatment 
of  thermal  injuries.  This  staff  includes 
plastic  surgeons,  general  surgeons,  anes- 
thesiologists, pediatricians,  psychiatrists, 
hematologist  - immunologists,  biochemists, 
microbiologists,  physiologists,  immunochem- 
ist,  pathologist,  nurses,  physical  and  occupa- 
tional therapists,  school  teachers,  social 
workers,  dietitian,  housekeepers,  photog- 
raphers, medical  illustrators,  sculptors,  and 
engineers.  The  medical  and  scientific  staff 
of  the  Burns  Institute  hold  full  faculty  ap- 
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pointments  in  The  University  of  Texas  Medi- 
cal Branch  hospitals. 

The  protocol  for  admitting  a burned  child 
consists  of  the  arriving  at  a decision,  by 
the  local  physician  and  parents,  to  transfer 
the  child  to  the  Institute.  They  contact  a 
local  Shriner  who,  in  turn,  agrees  to  sponsor 
the  child.  The  local  physician  then  contacts 
a physician  in  the  Burns  Institute,  and  if  a 
bed  is  available,  plans  are  made  to  transport 
the  child  from  the  local  hospital  to  the  Burns 
Institute.  The  application  to  be  completed 
must  contain  signatures  of  the  parents,  the 
local  physician,  and  a Shriner.  When  the 
child  has  completed  his  care  at  the  Burns 
Institute,  he  is  referred  back  to  the  local 
physician  for  further  care.  If  reconstruc- 
tive surgery  or  additional  care  is  indicated, 
the  child  may  return  to  the  Institute  until 
he  is  15  years  of  age. 

The  Shriners  Burns  Institute  has  been  de- 
veloped exclusively  for  research  in  burns  and 
care  of  the  burned  child.  The  third  floor  is 
composed  of  two  radial-observation  15-bed 
units,  between  which  are  housed  various 
services  supporting  patient  care.  Three 
private  rooms  and  three  four-bed  units  sur- 
round the  nursing  station.  The  glazed  par- 
tition which  separates  each  patient  room 
from  the  visitors’  corridor  on  the  perimeter 
of  the  third  floor  permits  them  to  see  the 
children  at  any  time.  When  a visitor  is 
allowed  to  enter  a room,  he  will  put  on  a 
special  gown  and  shoe  coverings  and  enter 
after  the  nurse  at  the  central  nursing  sta- 
tion has  opened  the  electrically  controlled 
visitor  door.  No  visitor  will  be  permitted, 
however,  to  enter  the  nursing  station  or  the 

♦Presented  before  Omaha  Mid-West  Clinical  Society  36th 
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inner  clean  corridor.  Each  of  these  15-bed 
units  has  a special  tub  room,  where  burned 
patients  can  be  given  daily  baths  and  dress- 
ing changes. 

Air  systems  have  been  developed  in  such 
a manner  that  air  flows  from  the  nursing 
station  to  the  patient’s  room  and  to  the  vis- 
itors’ corridor,  because  of  the  decrease  in 
pressure  between  the  three  areas.  Above 
each  child  there  is  an  air  duct,  which  allows 
air  to  enter  from  the  outside  after  it  has 
been  filtered  by  three  special  filters,  one  be- 
ing electrostatic,  prior  to  its  blowing  gently 
across  the  child.  These  systems  help  to 
maintain  bacterial  contamination  to  a mini- 
mum. 

Early  Care  of  the  Acutely  Burned  Child 

When  the  child  enters  the  treatment  room 
on  admission,  he  is  placed  on  an  operating 


table  designed  by  the  Institute  to  care  for 
the  burned  patient.f  From  each  side  of  the 
table,  a short  hose  with  an  aerated  water 
nozzle  can  be  controlled  manually.  This  al- 
lows copious  amounts  of  water  to  be  utilized 
for  removing  the  dressings  as  painlessly  as 
possible,  and  facilitates  washing  burn 
wounds  thoroughly.  The  wash  water  passes 
through  a drain  in  the  bottom  of  the  operat- 
ing table  and  to  a drain  in  the  floor.  After 
the  dressings  have  been  removed  and  the 
child  has  been  quickly  washed  from  head 
to  foot  with  a mild  detergent,  such  as  Cream 
Suds,J  and  copious  amounts  of  water,  an 
estimate  is  made  of  the  extent  of  the  burn 
injury.  This  can  be  quickly  evaluated  from 
the  “rule  of  nines”  which  has  been  modified 
for  children.  Note  4 percent  is  added  to  the 

fProduced  by  the  Brookline  Company 
^Product  of  Proctor  & Gamble 
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head  each  time,  whereas  2 percent  is  sub- 
tracted from  the  leg. 


Figure  A 


The  depth  of  the  burn,  as  well  as  the  ex- 
tent, is  charted  to  enable  the  staff  to  predict 
chances  of  survival,  and  to  plan  the  total 
care  program.  The  depth  of  bums  is  divided 
into  first,  second,  and  third  degrees.  First 
degree  burns  have  a redness;  second  degree, 
blisters;  and  third  degree,  full  thickness  in- 
jury. First  and  second  degree  burns  are  par- 
tial thickness  injury  and  will  heal  spon- 
taneously, if  infection  does  not  supervene.^ 
Third  degree  is  brown  or  gray,  has  consid- 
erable resiliency,  and  is  dry  and  anesthetic. 
The  second  degree  burn,  however,  is  red,  wet, 
soft,  and  pliable:  and  sensation  is  usually 
present. 

If  the  burn  wound  covers  more  than  15 
percent  of  the  body  surface,  intravenous 
fluids  will  be  required.  Fluid  resuscitative 
therapy  is  the  most  important  factor  in  the 
early  care  of  the  burned  child,  to  counteract 
the  severe  hypovolemia  associated  with  the 
injury.  This  hypovolemia  is  secondary  to 
fluid  loss  into  the  wound  as  obligatory 
edema  and  to  evaporate  fluid  loss  from  the 
burn  wound.  Obligatory  edema  appears  to 
be  secondary  to  an  increase  in  vascular  per- 
meability of  venules  mediated  by  histamine 
or  serotonin.  Exudation  into  the  burn 
wound  is  also  caused  by  severe  thermal  in- 
jury directly  to  arterioles,  small  veins, 
venules,  and  capillaries  which  show  endo- 
thelial necrosis. 2 The  majority  of  the  edema 
occurs  within  the  first  8 hours  of  burns,  but 
continues  to  form  throughout  the  first  24 
to  36  hours.  To  give  an  example  of  the 
amount  of  fluid  involved,  2V^  liters  of  fluid 
can  be  lost  in  an  adult  with  circumferential 
burns  of  a lower  extremity.  Evaporative 
fluid  loss  from  the  burn  surface  has  been 


measured  by  numerous  investigators,  and 
shown  to  be  as  much  as  3 to  5 liters  of 
fluid  per  square  meter  of  burn  per  24  hours 
(50  percent  burn  in  an  adult)  The  evap- 
orative loss  from  the  burn  wound  is  im- 
portant not  only  for  the  fluid  lost  but  the 
caloric  expenditure  caused  by  this  evapora- 
tion. Each  liter  of  fluid  evaporated  from  the 
burn  wound  is  associated  with  a loss  of  576 
K.  calories  of  heat.  Therefore,  a 5 liter 
evaporative  loss  from  the  burn  wound  would 
also  lose  approximately  3000  K.  calories  of 
heat.  To  replace  this  rapid  fluid  loss,  a num- 
ber 16  catheter  is  threaded  into  one  of  the 
peripheral  veins  and  sutured  securely  in 
place.  As  soon  as  the  catheter  is  in  place. 
Ringer’s  lactate  is  given  rapidly  until  a urine 
output  of  15  to  25  cc/hour  is  established. 
Immediately  after  placing  the  intravenous 
catheter,  a Foley  catheter  is  inserted  into 
the  bladder  to  enable  the  nurses  to  determine 
hourly  output  of  urine. 

Numerous  burn  formulae  have  been  pro- 
posed to  judge  the  amount  of  fluid  required 
for  the  burned  patient.  These  foiTnulae  dif- 
fer grossly;  however,  all  seem  to  have  sim- 
ilar good  results.  For  instance,  the  Evans 
formula®  consists  of  an  electrolyte  to  col- 
loid ratio  of  1:1.  The  Brooke  formula®  con- 
sists of  a ratio  of  electrolyte  to  colloid  of 
3:1.  The  Dallas  formula'^  calls  for  a ratio 
of  electrolyte  to  colloid  of  1:0,  i.e.,  only 
Ringer’s  lactate  is  usually  given  for  the  first 
48  hours.  Finallv,  the  Harvard  formula*  has 
a ratio  of  electrolyte  to  colloid  of  1:9.  The 
physician  who  reviews  the  literature  to  deter- 
mine fluid  requirements  for  a burned  pa- 
tient becomes  confused  by  the  numerous  for- 
mulae proposed.  In  reviewing  the  statis- 
tics reported  in  comparing  the  use  of  a for- 
mula such  as  the  Brooke  formula,  where 
some  colloid  is  given,  with  the  Dallas  for- 
mula where  no  colloid  is  given,  it  is  soon 
apparent  that  the  no-colloid  fonnula  requires 
3 to  5 liters  of  extra  fluids  to  maintain  the 
urinary  output  in  the  first  48  hours.  In  our 
experience,  the  use  of  electrolytes  with  no 
colloid  in  resuscitating  the  burn  patient 
works  well  in  the  smaller  burns  below  40  per- 
cent of  the  body  surface.  However,  in  the 
larger  burns,  most  will  require  some  colloid. 
Our  present  fluid  regime  consists  of  giv- 
ing Ringer’s  lactate  in  sufficient  amounts 
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to  maintain  urinary  output  between  13  to  25 
cc/hour.  Salt  poor  human  albumin  in 
amounts  of  1 gm  per  kg  of  body  weight  per 
24  hours  is  given  by  a piggy-back  infusion 
into  the  intravenous  polyethylene  tubing. 
This  fluid  regimen  is  given  for  the  first  48 
hours;  thereafter,  the  fluids  administered 
depends  on  the  serum  electrolytes.  No  whole 
blood  is  given  during  the  first  48  hours  un- 
less an  anemia  or  blood  loss  is  present,  be- 
cause fluid  loss  accompanying  burns  is 
three-fold  greater  than  red  cell  loss.’^ 

If  the  patient  has  an  extensive  burn 
where  the  physician  may  have  difficulty  in 
fluid  resuscitation,  a central  venous  pres- 
sure catheter  may  be  inserted  either  through 
the  external  jugular  vein  or  through  a peri- 
pheral vein  passing  into  either  the  superior 
or  inferior  vena  cava.  A water  manometer 
is  then  placed  at  the  bedside  at  the  level 
of  the  heart  for  pressure  readings  to  be 
obtained.  Fluids  can  be  administered  rapid- 
ly to  the  patient  as  long  as  the  central  venous 
pressure  remains  below  15  cm  of  water. 
There  are  few  reports  stating  an  occasional 
case  where  the  central  venous  pressure  was 
within  normal  ranges ; however,  the  pulmon- 
ary artery  pressures  were  elevated.®  There- 
fore, the  central  venous  pressure  may  not  be 
completely  accurate;  however,  in  the  greater 
majority  of  cases,  the  central  venous  pres- 
sure may  be  a helpful  adjunct  to  fluid  ther- 
apy. 

The  patient  on  admission  is  very  often 
restless,  hyperactive,  and  difficult  to  man- 
age, therefore  requiring  some  type  of  seda- 
tion. It  has  been  our  policy  to  administer 
the  narcotic  intravenously  rather  than  intra- 
muscularly because  of  the  sporatic,  unreli- 
able absorption  of  the  intramuscular  prepar- 
ation in  the  immediate  postburn  period.  The 
hyperactivity  observed  in  the  patient  may 
be  secondary  to  the  hypoxia,  and  occasional- 
ly these  patients  will  rest  more  quietly  fol- 
lowing the  administration  of  oxygen. 

The  majority  of  surgeons  wash  burn 
wounds  with  3 percent  hexachlorophene  de- 
tergents. Because  of  the  increased  incidence 
of  convulsions  in  our  burn  patients  treated 
routinely  with  3 percent  hexachlorophene 
baths,  the  laboratory  animal  demonstration 
of  transtegumentary  (intact  or  injured) 


absorption  of  hexachlorophene  with  increas- 
ing serum  concentrations  and  the  demonstra- 
tion of  hexachlorophene  storage  in  tissues, 
we  have  avoided  the  use  of  hexachlorophene 
in  the  care  of  chronic  wounds  requiring  re- 
peated exposure  or  involving  significant 
body  surface  areas.  I may  add,  however, 
that  this  absorption  of  hexachlorophene 
through  burn  tissue  has  brought  up  the 
question  of  whether  there  is  absorption  of 
hexachlorophene  through  intact  skin.  We 
have  examined  serum  levels  of  surgeons  and 
nurses  coming  in  continuous  contact  with  3 
percent  hexachlorophene  detergents,  as  well 
as  children  in  the  nursery,  and  have  seen  no 
significant  levels  of  hexachlorophene  in  the 
serum.  If  3 percent  hexachlorophene  is 
utilized  to  wash  the  bum  wound,  the  sur- 
geon should  be  aware  of  the  possibility  of 
toxicity  secondary  to  absorption,  and  conse- 
quently should  take  great  care  in  diluting 
the  detergent,  and  making  certain  that  as 
much  as  possible  is  removed  from  the  sur- 
face. 

After  washing  the  burn  wound,  the  ques- 
tion then  arises  as  to  what  type  of  local  anti- 
bacterial compound  should  be  applied  to  the 
burn  surface.  Popular  local  care  of  the  burn 
wound  consists  of:  (1)  0.5  percent  silver  ni- 
trate soaks,^®  (2)  Gentamycin  or  Garamy- 
cin  ointment  and  cream,ii  (3)  10  percent 
Sulfamylon  cream,^®  and  (4)  silver  sulfadia- 
zine cream. Approximately  6 months  ago, 
8 of  us  met  at  the  University  of  Michigan 
to  review  3,000  reported  cases  from  around 
the  country  to  evaluate  efficacy  of  the  differ- 
ent therapies.  It  was  the  conclusion  of  this 
group  that  after  reviewing  3,000  cases,  an- 
other 2,000  or  3,000  cases  would  be  needed 
before  any  definite  conclusion  could  be 
reached  regarding  the  different  modes  of 
local  therapy,  for  no  one  therapy  appeared 
to  be  far  superior  to  the  others. 

From  our  experience  with  130  cases  in 
the  use  of  0.5  percent  silver  nitrate  soaks, 
23  cases  of  Gentamycin  ointment  and  200 
cases  of  Sulfamylon  cream,  these  advantages 
and  disadvantages  were  apparent.  Advant- 
ages of  0.5  percent  silver  nitrate  soaks  con- 
sisted of:  (1)  a decrease  in  fluid  loss  from 
the  burn  wounds,  (2)  a decreased  bacterial 
colonization  of  the  burn  wounds,  and  (3) 
a con.fortable  dressing.  Disadvantages  of  0.5 
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percent  silver  nitrate  soaks  consisted  of: 
(1)  the  black  discoloration  of  anything  con- 
tacting the  silver  nitrate,  (2)  the  hypotoni- 
city  of  the  wet  dressings  favoring  electrolyte 
derangements,  i.e.,  low  serum  sodium,  potas- 
sium, and  chlorides,  (3)  that  once  infection 
was  established  in  the  burn  wound,  the  silver 
nitrate  was  ineffective  as  it  penetrated  only 
1 to  2 mm,  and  (4)  there  have  been  some  re- 
ports of  methemoglobinemia  associated  with 
the  conversion  of  nitrate  to  nitrite  by  bac- 
terial^ One  tenth  percent  Gentamycin 
(Garamycin)  ointment  was  used  on  23 
burned  children  with  poor  results,  as  3 died 
of  Pseudomonas  sepsis,  and  most  of  the 
bum  wounds  were  covered  with  a heavy 
inoculum  of  Pseudomonas  organisms.  Gen- 
tamycin cream  has  been  placed  on  a small 


number  of  cases  and  found  to  be  much  more 
effective  than  the  Gentamycin  ointment. 
This  has  also  been  the  experience  of  others. 
Ten  percent  Sulfamylon  acetate  cream  has 
been  utilized  in  200  patients,  and  the  advant- 
ages found  were;  (1)  it  was  easily  applied 
(2)  it  not  only  controlled  the  surface  bac- 
teria, but  was  effective  in  established  burn 
wound  infection,  as  it  penetrated  the  burn 
wound  readily.  Disadvantages  were:  (1) 
10  to  15  percent  of  the  patients  developed 
sensitivity  reactions,  i.e.,  maculopapular 
rash,  (2)  it  was  quite  painful  for  about  five 
minutes  after  applying,  (3)  metabolic  aci- 
dosis was  quite  common  secondary  to  the 
carbonic  anhydrase  inhibitory  effect  of  the 
Sulfamylon  which  resulted  in  decreased 
available  base.^® 
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Childhood  Lead  Poisoning: 

A Major  Urban  Health  Problem 


The  occurrence  of  lead  in  soil, 
water,  food  and  ambient  air 
results  in  a constant  exposure 
and  a range  of  daily  intake  of  0.1  to  0.6 
mgm.  (mean  0.33  mgm.).  Approximately 
5 to  10%  of  the  ingested  lead  is  excreted 
via  the  alimentary  tract  with  an  average 
daily  fecal  output  of  0.3  mgm.  The  urinary 
average  is  0.03  mgm.^ 

Historically,  as  early  as  2500  B.C.  large 
quantities  of  lead  were  smelted  in  southwest 
Asia  and  in  Europe  in  order  to  extract 
silver  from  the  ore.  The  Romans  are  claimed 
to  have  produced  60,000  tons  of  lead  each 
year  for  400  years.  The  major  portion  of 
this  was  sent  to  Italy  to  be  utilized  by  the 
people  at  a per  capita  consumption  of  0.004 
tons  per  year.  The  industrial  per  capita 
consumption  of  lead  in  urban  United  States 
is  approximately  0.006  tons  per  year. 

A provocative  article^  by  Gilfallan,  en- 
titled “Lead  Poisoning  and  the  Fall  of 
Rome,”  suggests  that  the  “decay  of  Rome, 
the  decline  ...  of  her  civilization,  . . , 
the  debasement  of  her  arts  . . .,  the  com- 
plete disappearance  of  science  after  the  sec- 
ond century  was  closely  related  to  lead  in- 
toxication.” The  consumption  of  lead  was 
the  result  of  contact  with  food  or  water. 
Copper  poisoning  was  recognized  readily  by 
color,  taste  and  almost  immediate  illness ; 
however,  lead  poisoning  was  neither  imme- 
diate nor  recognizable.  Bronze  and  copper 
vessels  were  replaced  or  lined  with  lead; 
copper  and  tin  were  alloyed  with  lead  (lead, 
bronze,  and  pewter)  to  overcome  any  pos- 
sible poisoning.  Water  pipes,  toys,  paints, 
cosmetics,  coins,  solder,  roofing,  medications, 
tonics,  and  wines  were  made  completely  of 
lead  or  through  the  use  of  lead.  The  afflu- 
ence of  the  aristocracy  resulted  in  greater 
use  of  these  lead-containing  substances  and 
“aristothanasia,”  through  infertility,  and  in- 
tellectual degeneration. 

Clair  C.  Patterson,®  a geochemist  alerts 
all  of  us  to  the  “definite  indications  that 
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residents  of  the  United  States  are  under- 
going severe  chronic  lead  insult.”  His  pri- 
mary concern  is  that  in  spite  of  the  evidence 
that  (1)  “Existing  average  body  burdens  of 
lead  are  about  100  times  larger  than  natural 
burdens.  (2)  Existing  rates  of  average  lead 
absorption  are  about  30  times  higher  than 
natural  rates.”  The  entire  process  is  and 
has  been  viewed  with  complacency  by  scien- 
tist and  public  alike. 

In  August  1955,  an  article  entitled  “Chron- 
ic nephritis  in  Queensland”^  was  published 
by  D.  A.  Henderson  in  the  Australian  An- 
nals of  Medicine.  His  observations  indicate 
that  a nephrotoxic  agent  was  introduced  into 
the  Queensland  environment  about  1870,  and 
decreased  its  activity  about  1920.  This  agent 
was  postulated  to  have  initiated  changes  in 
the  kidney  which  resulted  in  death  from 
chronic  nephritis  in  10  to  40  years.  Chronic 
nephritis  was  one  of  the  commonest  causes 
of  death  in  the  age  group  under  40  years. 
The  annual  number  of  deaths  from  chronic 
nephritis  was  increased  by  160  for  persons 
10  to  60  years.  The  suggestion  is  that  the 
agent  was  excessive  lead  absorption  in  child- 
hood. 

Experimental  lead  studies  in  the  rabbit 
and  in  the  rat  have  been  performed  at  Pres- 
byterian-St.  Luke’s  Hospital  by  C.  M.  Hass® 
and  his  staff  during  the  past  8 to  9 years. 
This  work  has  posed  some  interesting  patho- 
logic and  chemical  findings,  with  eventual 
implications  to  human  disease.  In  the  rat, 
the  problem  of  neoplasia  is  most  outstand- 
ing. Single  and  multiple  tumors  develop  in 
the  kidneys  over  a period  of  12  to  15  months. 
These  are  true  epithelial  tumors,  and  often 
resemble  the  childhood  and  adult  types  of 
hypernephromas.  The  second  type  of  tumor 
which  has  become  increasingly  important  in 
the  rat  is  a cerebral  glioma,  which  occurs 
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in  about  7%  of  the  animals  on  a lead  diet 
for  more  than  8 months.  It  has  also  become 
apparent  that  the  ingestion  of  lead  in  small 
amounts  produces  very  severe  renal  dam- 
age in  the  rat  which  is  deficient  in  mag- 
nesium. This  suggests  a relationship  be- 
tween the  depletion  of  a normal  metallic  ion 
in  a child  and  an  enhancing  toxicity  when 
lead  ions  are  available  to  replace  the  normal 
ion. 

A second  observation  is  a very  severe 
retinopathy  which  occurs  in  the  rabbit  dur- 
ing the  course  of  prolonged,  low  grade  lead 
intoxication.  The  lesion  involves  the  retinal 
epithelium  where  visual  purple  is  normally 
generated.  Once  established  the  lesion  per- 
sists even  though  the  animal  is  restored 
to  a normal  diet. 

A third  observation  in  the  rabbit  during 
the  course  of  low-grade  lead  intoxication  is 
an  interruption  of  the  formation  of  osteoid 
and  collagenous  matrices.  Lead  interferes 
in  some  way  with  the  normal  synthetic  ac- 
tivity of  osteoblasts  and  fibroblasts. 

Exposure  to  increased  quantities  of  lead, 
alteration  in  the  equilibrium  of  output  and 
intake,  or  imbalance  of  homeostasis  of  the 
host  with  excessive  tissue  accumulation  can 
result  in  the  production  of  signs  or  symp- 
toms of  intoxication.  The  diagnosis  of  in- 
toxication can  be  suspected  when  one  or 
more  of  the  following  are  present:  1.  His- 
tory of  pica.  2.  X-ray  evidence  of  radio- 
opaque material  in  the  GI  tract.  3.  X-ray 
evidence  of  lead  lines  at  the  metaphyseal 
ends  of  the  long  bones.  4.  Elevated  blood 
or  urine  lead  level.  5.  Central  nervous  sys- 
tem signs  or  symptoms.  6.  Vomiting  or 


other  gastrointestinal  disturbances.  7.  Posi- 
tive test  for  coproporphyrin  III  in  the  urine. 
8.  Reducing  substance  in  the  urine.  9.  Ane- 
mia. 10.  Basophilic  stippling  of  red  blood 
cells. 

Items  1,  2,  and  3 constitute  suspicious  evi- 
dence of  lead  poisoning;  4 (blood  and  urine 
levels)  can  be  considered  as  equivocal,  and 
5 through  10  are  signs,  symptoms,  or  lab- 
oratory evidence  strongly  indicating  lead 
intoxication. 

During  the  six  year  period  from  January 
1,  1959  through  December  31,  1964  a total 
of  22,898  cases  of  accidental  poisoning  was 
reported  to  the  Poison  Control  Center  of  the 
Chicago  Board  of  Health.  The  total  number 
of  cases  of  lead  intoxication  during  this  same 
period  was  926  or  4%  of  the  total.  See 
Table  1. 

In  July  1963  the  City  Council  of  the  city 
of  Chicago  passed  a resolution  “.  . . that 
it  shall  be  the  duty  of  every  physician, 
dentist,  other  practitioner,  hospital,  attend- 
ant, nurse,  laboratory,  parent,  householder, 
school  authority,  or  any  other  person  hav- 
ing knowledge  of  a known  or  suspected  case 
of  lead  poisoning,  in  the  city  of  Chicago, 
to  report  promptly  such  case,  suspected  case 
or  death  in  writing  or  by  telephone  to  the 
Chicago  Board  of  Health.” 

Total  deaths  due  to  accidental  poisoning 
for  the  six  year  period  were  160.  The  mor- 
tality from  lead  intoxication  was  116  or 
71%  of  the  total  deaths  due  to  accidental 
poisoning.  (Table  1). 

Pica  or  the  indiscriminate  ingestion  of 
nonedible  substances  was  significantly  relat- 


Table  1 

INCIDENCE  OF  LEAD  POISONINGg 


^ of  AH  Comparison 

Cases  % of  Deaths 

Accidental  Being 


Accidental 

Lead 

Poisoning 

From  Lead 

Year 

Poisonings 

Poisonings 

Dying 

Poisoning 

1959 

3,156 

( 

22) 

159 

( 

21), 

5% 

(95%) 

1960 

3,254 

( 

35) 

153 

( 

30) 

4.7% 

(86%) 

1961 

, „ 3,443 

( 

28) 

117 

( 

16) 

3.4% 

(57%) 

1962 

3,828 

( 

27) 

154 

( 

22) 

4% 

(81%) 

1963 

4,553 

( 

30) 

203 

( 

19) 

4% 

(63%) 

1964 

4,664 

( 

18) 

180 

( 

8) 

3% 

(44%) 

Total 

22,898 

(160) 

926 

(116) 

4% 

(71%) 

( ) Number  of  deaths 
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ed  to  lead  poisoning.  In  the  926  reported 
cases,  575  or  62%  indicated  the  presence 
of  pica  with  the  ingestion  of  lead  containing 
material.  (Table  2). 

The  highest  incidence  and  the  highest 
mortality  rate  of  reported  cases  was  be- 
tween the  ages  of  one  year  and  three  years. 
Four  cases  were  reported  under  one  year 
of  age;  375  (43  deaths)  were  one  year  of 


age;  376  (56  deaths)  were  two  years  of  age; 
119  (13  deaths)  were  three  years  of  age; 
and  31  (3  deaths)  were  four  years  of  age. 
Only  one  death  (age  6 years)  occurred  over 
four  years  of  age.  (Table  3). 

Seasonal  occurrence  of  lead  poisoning  is 
characteristically  higher  during  June,  July, 
August,  and  September.  (Table  4). 

The  sex  distribution  was  not  significant. 


Table  2 

RELATIONSHIP  OF  PICA  TO  LEAD  POISONINGS 


Pica  With 

Pica  Without 

Lead 

Lead 

Year 

Ingestion 

Ingestion  Inhalation  Unknown 

Denied 

Total 

1959 

98 

2 

17 

42 

159 

1960 

94 

__ 

__ 

59 

153 

1961 

64 

9 



44 

117 

1962 

. _ . _ 92 

4 

__ 

58 

154 

1963 

156 

13 



23 

11 

203 

1964 

_ 71 

3 



55 

11 

140 

Total 

575 

31 

17 

926 

Table 

3 

AGE 

DISTRIBUTION  OF  PATIENTS 

WITH 

LEAD  POISONING6 

Age  (Years) 

1959 

I960 

1961 

1962 

1963 

1964 

Total 

Under  1 

1 

1 

1 

1 

4 

1 

62 

( 

5) 

70  (14) 

48  ( 6) 

63 

(10) 

82 

( 5) 

50 

( 

3) 

375 

( 

43) 

2 

. 55 

(12) 

59  (14) 

50  ( 7) 

64 

(10). 

91 

(11) 

57 

( 

2) 

376 

( 

56) 

3 

17 

( 

2) 

19  ( 2) 

11  ( 1) 

23 

( 

2) 

25 

( 3) 

24 

( 

3) 

119 

( 

13) 

4 

11 

( 

1) 

5 

6 ( 2) 

2 

( 

0) 

2 

( 0) 

5 

( 

0) 

31 

( 

3). 

5 

7 

( 

0), 



1 ( 0) 

2 



1 

11 

( 

0) 

6 

1 

( 

1) 







1 

1 

3 

( 

1) 

7 

8 

2 

1 

— 

— 

— 

1 

1 

4 

1 

9 

Unknown  _ 

2 

— 

— 

— 

— 

2 

4 

Total 

__159 

(21) 

153  (30) 

117  (16) 

154 

(22) 

203 

(19) 

140 

( 

8) 

926 

(116) 

( ) Number  of  deaths 

Table 

4 

SEASONAL 

OCCURRENCE  OF  LEAD  POISONING 

Month  of 

Occurrence 

1959 

I960 

1961 

1962 

1963 

1964 

Total 

January  



__ 

2 

6 

2 

2 

12 

February  _ 



1 ( 1) 

3 

2 

1 

3 

10 

( 

1) 

March 

2 ( 1) 

2 

2 

5 

5 

16 

( 

1) 

April 

2 

2 ( 1) 

7 

5 

( 1) 

3 

19 

( 

2) 

May  _ 

2 

( 

1) 



5 ( 1) 

26 

( 

3) 

5 

( 1) 

14 

52 

( 

6). 

June 

29 

( 

6) 

18  ( 4) 

15  ( 1). 

21 

( 

5) 

34 

( 3) 

24 

( 

2) 

141 

( 21) 

July 

- 32 

( 

6) 

43  (10) 

31  ( 4) 

22 

( 

4). 

69 

( 8) 

27 

( 

2) 

224 

( 

34) 

August 

__  35 

( 

4) 

47  ( 7), 

20  ( 4) 

33 

( 

5) 

51 

( 4) 

23 

( 

3) 

209 

( 

27) 

September 

_ 24 

24  ( 7) 

29  ( 4) 

26 

( 

4) 

16 

( 2) 

18 

137 

( 

17) 

October  

__  13 

8 

5 ( 1) 

5 

7 

8 

( 

1) 

46 

( 

2) 

November 

__  4 

( 

2) 

5 

2 

4 

( 

1) 

3 

5 

23 

( 

3) 

December 

__  20 

( 

2) 

3 

1 

__ 

5 

8 

37 

( 

2) 

Total 

—159 

(21) 

153  (30) 

117  (16) 

154 

(22). 

203 

(19) 

140 

( 

8) 

926 

(116) 

( ) Number  of  deaths 
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However,  the  race  distribution  is  delusive 
insofar  as  the  areas  involved  in  this  sur- 
vey were  primarily  non-white.  (Table  5-6). 

All  children  with  elevated  screening  values 
of  50  mcg.%  were  referred  to  the  pediatric 
departments  of  teaching  hospitals  for  diag- 
nostic procedures.  The  results  of  these  diag- 
nostic procedures  were  used  to  determine 
whether  inpatient  or  outpatient  therapy  was 
indicated.  In  Table  7 the  results  of  this 
study  are  presented.  (Table  7). 

Observations  on  the  582  children  treated 
for  lead  poisoning  are  shown  in  Table  8. 

(Table  8). 

There  was  no  significant  change  in  dis- 
tribution according  to  age,  seasonal  occur- 
rence, sex,  or  race  as  compared  to  the  1959- 
1964  results. 

The  general  plan  for  management  for  chil- 
dren with  lead  intoxication  which  has  been 
successful  during  the  past  3 years  is  as.  fol- 
lows : 

1.  Each  suspect  patient  should  have  been 
previously  screened  by  one  or  more 
urinary  coproporphyrin  test  and  a 
blood  serum  lead  determination. 

2.  Venous  blood  lead  levels  of  50  mcg.% 
should  be  considered  significant.  Pa- 
tients with  50  mcg.%  or  more,  may 
or  may  not  have  symptoms. 

3.  Asymptomatic  children  should  be 
evaluated  as  follows: 

a.  Complete  history  to  include  birth 
history,  growth  and  development. 


Table 


Sex 

Distribution 

1959 

I960 

1961 

Males 

_ 75  ( 9) 

82  (15) 

56 

( 6) 

Females  _ 

__  84  (12) 

71  (15). 

61 

(10) 

Total 

—159  (21) 

153  (30) 

117 

(16) 

( ) Number  of  deaths 

Table 

Race 

Distribution 

1959 

I960 

1961 

Non-white 

—139  (19) 

141  (24) 

97 

(12) 

White 

- 10  ( 2) 

11  ( 6) 

20 

( 4) 

Unknown  _ 

__  10  ( 0). 

1 ( 0) 



Total 

—159  (21) 

153  (30) 

117 

(16) 

( ) Number  of  deaths 

illnesses,  injuries,  surgerj',  and 
pica  (duration). 

b.  In  the  family  history,  the  signifi- 
cant factors  are  length  of  resi- 
dence in  Chicago,  address  or  ad- 
dresses, condition  of  dwelling  (s) 
with  special  reference  to  loose 
paint  or  plaster,  and  number  and 
ages  of  siblings  with  pica  or  lead 
poisoning. 

c.  Inquiry  concerning  previous  screen- 
ing for  lead  poisoning. 

d.  Complete  physical  examination,  in- 

Table  76 
1967-68 

POPULATION  SUMMARY 
BLOOD  LEAD  SCREENING  PROGRAM 
IN  CHILDREN 

No.  of 
Children 


Blood  lead  determined 27,959 

Blood  lead  > 50  mg/100  ml 2,379 

Evaluated  in  Clinic 2,500 

Treated 582 


Table  8® 

1967-68 

OBSERVATIONS  IN  582  CHILDREN  TREATED 
FOR  LEAD  POISONING 
(Blood  Lead  50  mg/lOOml) 


Finding 

No.  of 
Patients 

% of 
Total 

Pica  (paint  and  plaster) 

_ 458 

78.7 

Radiographic:  metaphyseal 
lines  in  long  bones 

- 459 

78.8 

Abdominal  radio-opacities 

_ 205 

35.2 

Lead  in  urine  > 1000  mg/liter. 

—258 

44.3 

Overt  clinical  symptoms 

_ 71 

12.2 

56 


1962 

1963 

1964 

Total 

86 

(12) 

102 

( 8) 

68 

( 

2) 

469 

( 52) 

68 

(10) 

101 

(11) 

72 

( 

6) 

457 

( 64) 

154 

(22). 

203 

(19) 

140 

( 

8) 

926 

(116) 

66 

1962 

1963 

1964 

Total 

123 

(16) 

175 

(15). 

119 

( 

6) 

794 

( 92) 

31 

( 6) 

28 

( 4) 

21 

( 

2). 

121 

( 24) 
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154 

(22) 

203 

(19) 

140 

( 

8) 
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(116) 
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eluding  gross  neurological  and  de- 
velopmental assessment. 

e.  Laboratory  Studies : 

(1)  Repeat  serum  lead 

(2)  CBC,  including  basophilic 
stippling 

(3)  Urinalysis,  including  sugar 
and  protein 

(4)  Urinary  coproporphyrin 

(5)  X-rays:  Flat  plate  of  the  ab- 
domen and  long  bones 

f.  Lead  Serum  Determination 

(1)  50  meg.  or  less  — No  treat- 
ment necessary.  Close  fol- 
low up  should  include  urinary 
coproporphyrin  monthly, 
physical  examination  month- 
ly, serum  lead  as  recom- 
mended by  M.D.,  diagnostic 
stimulating  dose  in  patients 
with  excessive  tissue  ac- 
cumulation of  lead. 

(2)  50-100  meg.  — Treatment  is 
probably  indicated.  If  the 
x-rays  and  the  long  bones  in- 
dicate accumulation  of  lead 
and/or  blood  and  urine  indi- 
cate tissue  accumulation, 
treatment  is  indicated. 

(3)  Over  100  meg.  — Treatment 
is  definitely  indicated. 

4.  Symptomatic  Children  — At  the  time 
of  hospitalization,  an  evaluation  of  the 
existing  symptoms  and  signs  are  es- 
sential. The  laboratory  studies  listed 
above  for  asymptomatic  children 
should  be  performed  immediately  and 
treatment  started  as  soon  as  the  diag- 
nosis can  be  absolutely  confirmed. 

5.  Treatment. 

a.  If  x-rays  indicate  the  presence  of 
lead  in  the  gastrointestinal  tract, 
it  is  imperative  that  it  be  removed 
prior  to  the  initiation  of  therapy. 

b.  Patients  must  not  receive  addition- 
al lead  by  any  route  during  treat- 
ment. 


c.  Duration  of  Treatment  — 5 days. 
Repeat  serum  lead.  3 days  after 
determination  of  therapy.  If  this 
is  over  50  meg.,  a repeat  5 day 
course  is  indicated. 

d.  Medication 

(1)  Sodium  dicalcium  versenate, 
60  - 70  milligrams/kilo/24 
hours  in  two  divided  doses. 
One  dose  of  50  mgm/kilo 
may  be  sufficient. 

(2)  Penicillamine  may  be  used 
in  alternate  cases  or  when- 
ever the  physician  feels  it  is 
indicated. 

(3)  If  the  first  course  of  verse- 
nate is  ineffective,  an  addi- 
tion of  BAL  may  be  indicat- 
ed. 

6.  Follow-up 

a.  A narrative  description  of  hos- 
pitalization and  clinical  course 
must  be  completed,  in  addition  to 
the  usual  summary,  at  the  time 
of  the  patient’s  discharge. 

b.  Instructions  should  be  given  to  the 
parents,  including  measures  to  be 
taken  by  the  parents  to  prevent 
recurrence. 

c.  Building  code  violations  should  be 
confirmed  by  a home  visit  by  the 
Public  Health  Nurse  of  the  Chi- 
cago Board  of  Health  in  the  dis- 
trict in  which  the  patient  resides. 
Any  violations  confiiTned  by  the 
Board  of  Health  Nurse  will  be  re- 
ported to  the  Commissioner  of 
Buildings  so  that  appropriate  ac- 
tion can  be  taken. 

d.  If,  at  the  time  of  discharge,  the 
patient’s  blood  lead  level  is  great- 
er than  50  micrograms,  appropri- 
ate arrangements  should  be  made 
for  the  patient  to  return  to  a cen- 
ter or  the  teaching  hospital  in  a 
specific  number  of  days  for  a 
blood  lead  determination  so  that 
further  treatment  or  follow  up  can 
be  prescribed  as  indicated. 
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Summary 

Historical,  epidemiological,  research,  diag- 
nostic and  therapeutic  considerations  of  lead 
poisoning  have  been  presented.  Awareness 
of  the  problem  is  necessary  if  the  incidence 
is  ever  to  be  truly  assessed.  Education  and 
case  finding  is  necessary  to  reduce  the  high 
morbidity  and  mortality  in  the  pediatric  age 
group.  A preventable  disease  should  not  be 
permitted  to  flourish  in  an  environment  of 
complacency. 
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The  Doctor's  Dilemma 


PRESIDENT’S  PAGE 

During  the  congressional  debate  on  Medi- 
care and  Medicaid,  a good  percentage  of  the 
practicing  physicians  voiced  much  opposition, 
and  as  American  citizens  this  was  their  pre- 
rogative. These  doctors  opposed  this  law  for 
many  reasons,  among  which  was  a fear  of 
socialized  medicine  and  many  misgivings  that 
the  overly  optimistic  estimates  as  to  the  cost 
were  not  realistic. 

However,  after  the  law  was  passed,  the 
physicians,  being  good  citizens,  bowed  to  the 
will  of  the  majority,  and  for  the  most  part 
they  cooperated.  They  not  only  worked  with 
the  law,  but  anticipated  many  of  the  prob- 
lems that  were  to  arise. 

Nebraska  physicians  furnished  guide-lines 
for  both  Medicare  and  Medicaid  so  that  the 
fiscal  agents  could  operate  more  efficiently. 
In  addition,  Nebraska  physicians  anticipated, 
and  set  up  a strong  peer  group  review  many 
months  before  HEW  realized  the  need  for 
such  a group.  Just  recently  HEW  issued  a 
directive  requiring  guide  lines  and  peer  group 
review  which  the  Nebraska  physicians  had 
compiled  and  used  many  months  ago. 

With  the  advent  of  Medicare  and  Medicaid, 
the  already  overworked  doctor  had  his  pa- 
tient load  increased  about  30%.  From  a 60 
hour  week  he  moved  to  a 75  hour  week.  But 
despite  some  complaining,  the  physician  ac- 
cepted the  load. 

The  Congress  said  at  the  time  these  laws 
were  passed  that  they  wanted  better  medical 
care  for  many  people  who  had  been  unable 
to  receive  it  heretofore.  Too,  the  patient 
could  go  to  the  doctor  of  his  choice  — this 
was  all  well  and  good. 

The  physicians,  being  humanitarians,  ac- 
cepted this.  Most  of  them  didn’t  know  or 
care  whether  a patient  was  on  Medicare  or 
Medicaid  or  was  paying  his  own  fees.  A sick 
patient  is  a human  being  in  either  case,  and 
the  very  nature  of  the  physician  kept  him 
from  treating  one  patient  differently  from 
another.  We  treat  each  patient  as  his  illness 
demands  and  give  no  thought  to  the  finances 
until  the  patient  is  dismissed. 


Many  physicians,  especially  family  doc- 
tors who  live  in  areas  of  deprivation,  and 
internists  and  psychiatrists,  find  that  many 
patients  who  formerly  had  gone  to  state  in- 
stitutions or  dispensaries  now  preferred  pri- 
vate care.  Taking  Congress  at  its  word,  the 
physicians  accepted  these  people,  even  though 
it  meant  long  hours  of  extra  work  each  week. 

This  extra  work,  which  was  thought  to  be 
in  the  best  interests  of  the  people  was  well 
rewarded.  Yes  indeed ! When  the  Medicare 
and  Medicaid  carriers  were  ordered  by  HEW 
to  release  to  the  press  the  names  of  all 
physicians  whose  income  from  Title  18  and 
19  was  more  than  $25>000,  no  explanation  as 
to  the  reason  was  given.  Because  of  this, 
the  nasty  implication  which  emerged  was: 
“the  doctors  are  defrauding  the  government.” 

None  of  us  like  an  innuendo  of  this  kind. 
It  destroys  the  image  of  the  doctor,  and  un- 
fairly so.  Most  of  us  become  downright 
angry.  Even  more  important,  what  shall  we 
do  about  it?  Shall  we  keep  Medicare  and 
Medicaid  patients  separate  from  the  private 
patients  ? Shall  we  keep  careful  books  as  we 
go,  and  when  the  $24,700  is  reached,  shall 
we  refrain  from  taking  care  of  any  more 
Title  18  and  19  patients  until  next  year?  I 
am  sure  that  many  physicians  will  think 
strongly  of  restricting  his  practice  to  no 
government  patients  at  all. 
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I sincerely  hope  that  neither  of  these  al- 
ternatives is  ever  used.  It  just  isn’t  in  the 
character  of  the  physician  to  refuse  medical 
care  for  patients  who  need  it.  Perhaps  HEW 
can  be  made  aware  of  the  harm  they  are 
creating. 

To  be  entirely  fair  insofar  as  our  own  State 
of  Nebraska  is  concerned,  we  have  had  fine 
relations  with  both  Mutual  of  Omaha,  the 
fiscal  agent  for  Medicare;  and  with  former 
director  Mr.  Robert  McManus  and  Nebraska 
Welfare,  the  fiscal  agent  for  Medicaid.  They 
are,  however  under  directives  from  HEW. 
There,  the  cooperation  between  government 
and  the  physicians  has  been  something  less 
than  harmonious. 


Congress  is  in  the  process  of  further  de- 
creasing the  number  of  young,  new  physi- 
cians. They  are  contemplating  a major  cur- 
tailment in  the  Student  Loan  Fund  for  the 
Health  Professions.  This  can  very  seriously 
reduce  the  number  of  medical  student  grad- 
uates, and  increase  even  more  the  excessive 
patient  load  which  we  are  all  carrying  at  the 
present  time. 


Doctor  Egeberg,  the  new  assistant  sec- 
retary for  medical  affairs,  is  a physician  of 
high  caliber.  Perhaps  he  can  bring  a little 
common  sense  into  some  of  the  activities  of 
the  Federal  Government.  I certainly  hope 
so! 


J.  Whitney  Kelley,  M.D. 
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Preventive  Care  of  Infants  and  Children; 
A Perspective  on  Adolescence  in  General 


PART  III 
Emotional  Changes 

This  is  an  age-period  fraught  with  a num- 
ber of  emotional  changes.  These  emotional 
changes  differ  from  the  psychological 
changes  which  have  been  previously  dis- 
cussed. One  of  the  major  roles  these  young 
people  have  to  face  is  the  acceptance  of 
their  sex  role  in  the  adolescent  years.  Male- 
ness and  femaleness  are  both  sizeable 
hurdles  to  overcome.  Some  boys  find  it  very 
difficult  to  compete  in  a masculine  world 
and  therefore  may  retreat  into  less  com- 
petitive and  less  masculine  types  of  endeav- 
ors. A number  of  girls  will  want  to  continue 
to  compete  in  a very  masculine  way  through 
sports  or  classroom  competition  almost  on 
an  “out-for-blood”  type  of  basis.  They  will 
fight  the  acceptance  of  their  female  role, 
with  the  attendant  limitations  that  it  may 
have  for  their  own  areas  of  interest.  This 
becomes  a period  of  confusion  and  turmoil, 
which  results  in  a number  of  conflicts  of 
interest  and  is  very  confusing  to  the  par- 
ents. These  children  occasionally  feel  very 
overwhelmed  with  these  new  feelings,  espe- 
cially feelings  about  their  role  in  society. 
They  must  provide  ways  and  means  to  con- 
trol and  express  their  impulses  and  their 
feelings.  Ups,  downs,  and  vacillations  are 
the  rule  rather  than  the  exception.  Inconsist- 
ency with  feelings  about  oneself  and  about 
one’s  outlook  towards  life  in  general  is  the 
most  common  standard  to  be  expected. 
These  feelings  begin  to  level  out  towards 
the  end  of  the  senior  high  years.  Because 
of  these  problems  and  these  overwhelming 
feelings,  there  is  a fairly  large  incidence  of 
attempted  suicides  during  this  age  period. 
Some  of  these  attempts  may  be  attention- 
getting  episodes  rather  than  true  depressive 
or  self-destructive  reactions.  The  adolescent 
may  engage  in  other  types  of  self-destructive 
behavior,  such  as  severe  alcoholism  or  other 
overt  acts. 

A maturing  personality  crisis  occurs  dur- 
ing these  years ; and  to  me,  this  crisis  seems 
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to  occur  most  frequently  at  about  the  sopho- 
more level  of  high  school.  At  this  time, 
rebellion  against  parents  and  authority 
seems  the  greatest,  and  the  child’s  appraisal 
of  his  own  self  worth  seems  to  be  the  most 
critical  and  self-depreciating  period  of  all 
the  teen  years.  These  two  contrasting  prob- 
lems cause  a great  deal  of  inner  conflict. 

About  this  same  period  of  adolescence, 
there  is  a related  religious  crisis  and  a gen- 
eral doubting  of  most  of  the  “great  truths.” 
At  a time  when  the  church  should  be  at  its 
most  stabilizing  influence,  the  youth  is  the 
most  distressed  about  his  own  comprehen- 
sion of  God  and  how  to  evolve  a working 
moral  way  of  life.  Our  churches  seem  to  be 
missing  the  methods  to  aid  the  youth  into 
developing  a concrete  understanding  of  how 
and  why  he  really  exists  in  society.  Neither 
the  fire  and  brimstone  method  of  the  past, 
nor  the  guitar-swinging,  modern,  socializing 
type  of  church  approach  seem  to  be  making 
much  headway  in  helping  our  youth.  This 
area  must  be  thoroughly  re-explored.  My 
own  observations  tell  me  that  these  young 
people  want  adults  whom  they  can  respect 
and  with  whom  they  can  talk,  to  demon- 
strate by  woi’d,  deed,  and  action  that  these 
basic  living  tenants  are  essential  to  living 
an  emotionally  stable  life. 

Youth  has  many  moods  which  are  very 
elusive.  They  can  be  on  a peak  of  high  ela- 
tion or  they  can  plunge  down  into  the  depths 
of  despair,  all  within  a few  short  hours.  The 
youth  may  vacillate  from  wanting  loneli- 
ness and  wanting  seclusion  to  needing  very 
close  intimate  friends  and  contacts.  By  the 
time  the  youth  reaches  21,  he  needs  to  have 
a real  sense  of  values  of  life.  He  needs  to 

•Assistant  Professor  of  Pediatrics  of  the  University  of  Ne- 
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know  “What  am  I?,”  “Who  am  I?”  “Where 
am  I going?,”  “What  am  I going  to  do?,” 
and  “How  am  I going  to  get  there?”  To 
establish  some  feeling  of  contentment  and 
acceptance  in  this  emotional  change  area, 
the  teenager  needs  help  through  contacts 
with  good  friends  of  both  sexes  and  coun- 
selors for  establishing  goals  and  career  plan- 
ning for  himself.  He  needs  to  know  the 
opportunities  which  are  really  available.  He 
should  not  be  allowed  to  sell  himself  short. 

There  is  always  the  problem  of  the  par- 
ent’s preconceived  notions  of  careers,  though 
I think  this  is  a little  less  obvious  today 
than  it  was  a few  years  ago.  There  are  not 
as  many  parents  who  are  endeavoring  to 
force  their  children  to  follow  in  their  father’s 
footsteps. 

Personality  Make-Ups 

There  is  a problem  of  personality  make- 
ups and  the  apparent  reactions  to  stress  and 
strain.  The  strong-willed,  introverted  type 
of  person  has  difficulty  in  communication. 
He  has  much  trouble  in  expressing  his  feel- 
ings. He  is  rather  demanding  of  himself, 
and  demanding  of  other  people.  He  is 
typically  a “loner”  type  of  individual.  All 
sorts  of  efforts  should  be  made  to  help  him 
get  his  feelings  outside  himself  and  to  feel 
accepted  within  a group  area.  He  has  a 
gi’eat  deal  of  difficulty  in  handling  other 
people. 

The  rather  introverted,  submissive  type 
of  individual  tends  to  be  a rather  timid  per- 
son who  cannot  carry  a large  work  load. 
He  tends  to  fade  somewhat  under  too  many 
areas  of  intense  competition  or  pressure. 
This  is  where  the  proverbial  sissy  is  found. 
This  child  has  difficulties  in  expression  of 
feelings,  meeting  people,  and  competing 
against  others.  He  lacks  the  self-confidence 
to  assume  personal  initiative.  Criticism 
tends  to  make  these  children  shrivel  up. 
They  lack  confidence  in  their  own  abilities. 
They  frustrate  easily  and  tend  to  sell  them- 
selves short.  They  hesitate  to  fly  very  far 
away  from  home  base.  These  individuals  ob- 
viously need  much  help  in  the  area  of  cul- 
tivating self-confidence,  cultivating  comple- 
tion of  tasks,  and  separation  from  home. 
These  youths  need  obviously,  easily  attain- 
able sets  of  goals,  groups  of  self-confident 


associates,  and  encouragement  from  others 
on  a job  well  done. 

The  rather  warm,  outgoing,  friendly,  fol- 
lower type  of  individual  tends  to  lack  a 
sense  of  responsibility  and  the  ability  to 
make  long  range,  concrete  types  of  decisions. 
This  personality  type  is  the  proverbial  “good 
time  Charlie.”  This  individual  is  well  ac- 
cepted by  everyone  because  he  really  does 
not  bother  anyone.  He  needs  a great  deal 
of  help  in  the  area  of  strengthening  his  own 
standards  and  his  own  mental  stubbornness. 
He  needs  to  be  given  responsibilities  and 
tasks  to  aid  the  development  of  these  stand- 
ards- 

The  last  personality  type  is  rather  warm, 
outgoing,  strong-willed,  executive  type  of 
leader  who  tends  to  try  to  do  too  many 
things  all  at  the  same  time.  When  he  be- 
comes overly  loaded,  he  has  more  trouble 
with  temper  control,  more  trouble  with  tact, 
and  the  acceptance  of  criticism.  He  loves 
to  explore  new  areas  and  has  a great  deal 
of  self-confidence.  Criticism  does  not  both- 
him  much,  and  he  is  more  apt  to  rebell 
against  too  much  coercive  authority. 

Obviously,  all  people  are  combinations  of 
each  of  these  personality  types  with  accents 
in  some  of  these  dimensions. 

The  main  item  this  teenage  period  lacks  is 
self-confidence  in  the  practical  needs  of  life. 
Teenagers  are  keenly  aware  of  their  short- 
comings. They  are  more  aware  of  what  they 
do  not  know  than  what  they  do  know.  They 
do  not  know  their  own  strengths.  They  do 
not  know  the  scope  of  their  own  knowledge. 
They  have  very  little  concept  of  their  own 
intellectual  muscles.  Very  few  people  will 
tell  these  folks  that  they  are  good  and  that 
thej'’  have  a lot  of  potential.  The  inferiority 
of  educational  thinking  in  the  youth  is  ac- 
centuated by  their  inability  in  secondary 
school  to  use  the  basic  tools  of  language  and 
mathematics  with  facility.  On  the  other 
hand,  youth  of  today  may  have  too  much 
self-confidence  in  the  progressive  status  of 
today’s  society  as  expressed  through  re- 
bellion against  authority  and  society  mores, 
overt  types  of  dress,  and  related  activities 
and  independence  of  actions. 

Adult  leadership  for  youth  between  the 
years  of  11  and  15  is  a vital  necessity. 
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There  are  not  enough  competent  adult  lead- 
ers for  these  young  people.  Too  many 
adults  feel  they  made  their  contribution  to 
youth  society  at  the  early  years  of  their 
own  children,  and  that  it  is  time  for  some- 
one else  to  do  his  part.  Youth  needs  more 
opportunities  to  practice  leadership  under 
guidance,  and  adults  must  provide  these 
situations. 

The  area  of  competition  for  youth  is  both 
poorly  oriented  and  poorly  motivated.  A 
youth  needs  goals  he  can  work  for,  and  when 
he  attains  these  goals,  he  must  reach  even 
higher  for  other  attainments.  There  is 
fundamentally  a contest  for  respect  and 
recognition  from  the  personal  acquaintances 
around  him.  Competition  in  today’s  society 
is  a necessary  item,  but  it  needs  direction 
and  a point.  It  needs  motivation.  It  needs 
an  immediate  reward  or  it  needs  an  immedi- 
ate punishment.  There  is  a need  to  develop 
a greater  awareness  of  the  needs  of  intra- 
mural and  interscholastic  competition.  In 
scholastic  matters  the  striving  for  a par- 
ticular grade  has  been  very  sorrily  over- 
emphasized to  the  distress  and  the  detriment 
of  many  young  people.  Winning  at  any 
price  or  “competition  for  blood”  is  a poor 
way  to  prepare  an  individual  for  the  elasti- 
city and  the  need  to  survive  and  give  and 
take  within  modern  society.  Youth  does 
need  the  self-discipline  that  is  derived  from 
properly  oriented  competition  against  self 
and  against  others,  through  the  medium  of 
scholastic  accomplishments,  sports,  and 
other  youth  culture  activities. 

Parents  need  to  help  set  the  goals  that 
the  child  is  to  achieve.  They  should  not 
spoil  and  pamper  the  new  generation  of 
youth,  but  should  allow  them  to  stub  their 
toes  and  to  make  a few  mistakes.  Much  can 
be  learned  from  a mistake,  such  as  a re- 
orientation of  perspective,  standards,  and 
goals.  The  parents  need  to  take  a very  per- 
sonal and  united  interest  in  the  programs 
and  the  activities  that  are  geared  toward 
youth,  but  as  directors  of  the  program  and 
not  as  competitors  with  the  child.  More 
emphasis  should  be  put  on  the  older  age 
activities  for  Girl  Scouts,  Camp  Fire  Girls, 
Boy  Scouts,  and  other  related  types  of  youth 
activities  directed  towards  the  child  from 
12  to  16.  Parents  need  to  become  better 


examples  of  conduct,  both  morally  and  in  the 
management  of  their  business.  They  should 
not  condone  cheating  and  nonacceptance  of 
responsibility.  They  need  to  stimulate  with- 
in the  youth-population  a sense  of  adventure 
and  a satisfaction  for  accomplishment. 

Example  is  a very  potent  teacher.  Exces- 
sive adult  drinking  and  related  types  of  lax 
behavior  will  not  develop  a sense  of  respect 
by  youth  toward  adults,  nor  a desire  towards 
self-improvement. 

Parents,  however,  must  positively  orient 
their  own  thinking  toward  society  changes 
which  are  worthwhile,  and  strive  for  areas 
of  communication  with  youth  which  will 
cultivate  good  imitative  behavior. 

There  are  some  immediate  problems.  Ac- 
cidents cause  more  than  half  the  deaths  of 
teenagers.  There  is  the  problem  of  the  great 
increase  in  venereal  disease,  illegitimate 
pregnancies,  and  teenage  marriages.  Within 
a large  segment  of  our  population,  as  evi- 
denced by  a number  of  physical  conditioning 
tests,  many  of  the  young  people,  especially 
the  girls,  are  not  in  proper  physical  con- 
dition. Juvenile  delinquency  has  increased 
over  the  past  20  years.  Youth  has  made 
many  positive  contributions  to  society  which 
receive  very  little  recognition. 

Youth  has  a great  concern  for  the  social 
welfare  of  his  fellowman.  He  is  assuming 
a very  positive  action  in  the  political  areas. 
He  is  a very  important  economic  factor  in  the 
advertising,  fashion,  music,  and  related 
businesses.  He  makes  a real  contribution  in 
the  arts  of  music,  poetry,  and  painting. 

What  can  be  done  medically  about  all  these 
problems?  I think  we  can  have  a better 
planned  medical  progi’am  of  preventive  edu- 
cation for  the  adolescent.  This  program 
should  begin  at  the  kindergarten  level,  to 
build  an  awareness  of  not  only  proper  physi- 
cal health,  but  also  proper  mental  health. 
Children  need  better  nutritional  information. 
They  need  yearly  total  health  reviews,  in- 
cluding both  the  physical  and  the  psycholog- 
ical areas  of  change  or  problem.  During  the 
years  of  most  rapid  growth,  the  child  needs 
to  be  seen  more  often  by  his  personal  physi- 
cian, not  only  for  physical  evaluation,  but 
also  for  scholastic  and  mental  health  evalu- 
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ation.  Children  need  to  have  basic  health 
hygiene  information,  and  biological  and 
sexual  hygiene  information  from  the  physi- 
cian. We  need  to  have  more  basic  biological 
sex  information  distributed  in  a more  mean- 
ingful manner  than  it  has  been  today.  There 
must  be  a greater  increase  in  the  awareness 
of  the  needs  for  counseling.  The  doctor  can 
play  a more  constructive  role  in  guidance  and 
counseling.  By  taking  a more  personal  in- 
terest in  the  individual  patient,  he  should  be 
able  to  encourage  the  adolescent  in  his  am- 
bitions and  goals,  and  to  counsel  the  youth 
with  his  problems.  In  this  manner,  the 
awesome  traditional  doctor-patient  relation- 
ship can  be  changed  to  a friend  and  coun- 
selor who  is  vitally  and  personally  interested 
in  the  whole  person  of  the  youth.  The  physi- 
cian is  in  a unique  position  to  do  a great 
deal  of  positive  good,  physically,  mentally, 
and  most  important,  morally  for  the  adol- 
escent. In  today’s  youth  society  which  has 
so  many  pressures,  the  physician  should  and 
must  openly  assume  a much  larger  role  than 
in  the  past.  He  can  be  a great  help  in 


bridging  the  communication  gap  between 
youth  and  adult  generations. 
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Physical  Dependence  to  Pentazocine 
(Talwin*):  A Case  History 


Talwin®  (pentazocine  - Win- 
throp)  has  gained  widespread 
acceptance  for  the  treatment 
of  all  types  of  pain  in  patients  with  acute 
and  chronic  disorders.  The  properties  that 
have  contributed  to  its  popularity  are  its 
analgesic  potency  and  the  fact  that  it  is 
not  subject  to  narcotic  controls. 

This  latter  consideration  may  cause  the 
clinician  to  assume  that  physical  dependence 
will  not  develop.  For  this  reason,  the  au- 
thors wish  to  call  attention  to  one  patient’s 
experiences,  which  indicate  that  physical 
dependence  can  and  does  occur. 

Approximately  six  months  ago  a young 
adult  male  was  hospitalized  because  of  symp- 
toms thought  to  be  due  to  a duodenal  ulcer. 
A G.I.  series  confirmed  the  presence  of  the 
ulcer.  The  patient  was  placed  on  the  usual 
ulcer  medication,  and  Talwin®,  30  mg  every 
four  hours  was  ordered  for  pain  during  the 
last  week  of  his  three  week  hospitalization. 
Upon  discharge,  the  patient  was  ordered  to 
continue  on  Bentyl®,  10  mg  three  times 
daily;  one  Bentyl  with  phenobarbital®  at 
bedtime;  one  Myadec®  daily;  Wingel®,  two 
tablets  every  hour;  Doriden®,  500  mg  if 
needed  at  night ; and  a bland  diet.  Ten  days 
after  his  dismissal,  the  patient  noted  physi- 
cal weakness  with  depression.  He  had  in- 
creased the  Bentyl®  to  four  times  daily  and 
Bentyl  with  phenobarbital®  to  twice  a day. 
The  patient  had  also  changed  his  antacid  to 
Maalox®  during  this  period.  At  this  point, 
he  obtained  some  Talwin®,  as  he  recalled 
the  tremendous  improvement  (relief  from 
depression  and  increase  in  physical  energy) 
that  was  noted  when  it  was  administered 
during  hospitalization,  and  self-administered 
30  mg  subcutaneously  every  other  day.  He 
stated  that  he  noticed  marked  improvement 
in  his  condition,  and  said  that  he  had  not 
felt  that  well  in  several  years.  He  found, 
however,  that  after  a week  of  the  every- 
other-day  administration,  he  needed  to  in- 
crease the  frequency  to  a daily  injection  of 
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30  mg  to  provide  relief  from  depression  for 
a period  of  24  hours.  Within  a week  after 
he  started  his  daily  dose  of  30  mg,  he  found 
that  the  analgesia  and  euphoria  were  de- 
creasing, so  he  then  increased  the  dose  to 
30  mg  twice  daily.  Within  the  next  month 
he  continued  to  increase  the  daily  dose  until 
he  was  taking  270  mg  per  day  to  achieve  the 
desired  response.  Within  two  days  at  the 
270  mg  dose,  the  patient  realized  that  he 
had  developed  a dependence  on  the  drug, 
as  severe  cramping  occurred  in  the  abdom- 
inal and  thigh  muscles  if  he  missed  a dose. 
This  sudden  realization  that  his  daily  needs 
could  not  be  explained  by  tolerance  alone 
caused  him  to  attempt  a sudden  withdrawal. 
One  day  without  Talwin®  caused  the  re- 
currence of  the  muscle  cramps  and  mental 
depression. 

In  desperation,  the  patient  returned 
to  the  subcutaneous  use  of  the  drug. 
Over  the  next  two  weeks,  he  was  able  to 
reduce  his  daily  needs  from  270  mg  to  120 
mg  per  day.  He  was  unable  to  reduce  his 
daily  requirement  below  this  without  the 
onset  of  muscular  cramps,  lethargy,  de- 
pression, insomnia,  mydriasis,  and  inco- 
ordination. It  was  necessary  to  take  250- 
750  mg  of  Doriden®  at  bedtime  to  sleep. 
The  patient  attempted  to  substitute  oral 
methadone  for  the  Talwin®  but  found  that 
eight  mg  would  not  prevent  the  effects  of 
withdrawal.  The  patient  then  consulted  his 
physician.  He  was  hospitalized  immediate- 
ly, and  treated  by  abrupt  withdrawal.  The 
withdrawal  symptoms  were  severe  cramp- 
ing of  the  abdominal,  thigh,  and  calf 
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muscles;  paresthesias  of  the  legs;  hot  and 
cold  flashes;  nausea  and  severe  diarrhea; 
goose-flesh,  sore  throat;  and  vivid  color 
dreams  or  hallucinations  which  seemed  to 
be  interwoven  during  periods  of  sleep  and 
wakefulness.  The  symptoms  disappeared 
within  15  hours,  with  the  patient  physically 
exhausted. 


This  patient  has  no  previous  history  of 
drug  abuse,  so  this  was  a “first  experi- 
ence.” It  is  recognized  that  a single  case 
does  not  establish  a pharmacological  pattern 
for  drug  action ; but  it  was  felt  that  because 
of  the  possible  severity  of  a problem  of  this 
nature,  physicians  should  be  aware  of  the 
case. 
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Dr.  Grissom  and  University  of  Nebraska* 


I am  speaking  tonight  not  as 
Bob  Grissom’s  former  precep- 
tor, for  his  ideals  were  formed 
and  his  path  was  laid  out  before  I came  to 
Illinois.  And  I am  not  speaking  as  a fellow 
Department  Head,  because  everyone  knows 
that  the  Department  Head  is  just  there  to 
sign  the  papers  while  the  young  faculty  men 
have  the  ideas,  the  older  faculty  men  sit 
around  in  committees,  and  the  students  run 
the  university.  Nor  am  I speaking  as  a 
fellow  professor,  because  they  are  being  put 
in  their  place  too.  I am  told  that  in  a cer- 
tain engineering  college,  professors  and  even 
associate  professors  are  excluded  from  the 
committees  that  make  up  the  examinations 
— because  they  don’t  know  enough.  I should 
like  to  speak  merely  as  a friend  of  Bob 
Grissom  and  as  a fellow  teacher. 

Although  schools  have  always  had  teach- 
ers, administrators,  and  students,  today  the 
winds  of  change  are  blowing  up  a series 
of  storms,  and  the  medical  schools,  along 
with  others,  feel  the  sands  shifting  — per- 
haps even  the  earth  shaking  — under  them. 

The  old  order  changeth:  what  does  this 
mean  to  Nebraska?  I shall  try  to  answer 
by  looking  first  through  the  telescope  of 
history  at  the  major  changes  that  have 
taken  place  in  medical  education  in  the  past 
three  quarters  of  a century.  I have  picked 
75  years  ago  as  a starting  point  because 
around  that  time  certain  movements  began 
which  are  not  yet  complete  today.  These 
are:  (1)  improvement  in  the  quality  of 

medical  students,  (2)  improvement  in  the 
medical  faculties,  (3)  emphasis  on  research, 
and  (4)  an  interest  in  the  problems  of  so- 
ciety. 

In  the  1880s,  President  Gilman  of  Johns 
Hopkins  described  medical  students  as  “too 
lazy  to  labor  on  the  farm,  too  stupid  to 
enter  the  bar,  and  too  immoral  for  the 
clergy.”  Exaggerated  though  this  may 
have  been,  it  reflected  the  low  status  of  the 
medical  profession  at  that  time  and  the  poor 
state  of  medical  education,  which  dangled 
a diploma  in  front  of  any  shiftless  dolt  who 
was  willing  to  sleep  through  a few  lectures. 
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But  changes  were  on  the  way.  Doctors 
stopped  trying  to  cure  disease  with  earth- 
worms, the  eyes  of  crayfish,  or  the  excreta 
of  animals.  Later  they  also  discarded  sassa- 
fras, pipsissewa,  goldenrod,  and  isinglass. 
They  began  to  use  serums  and  vaccines,  the 
anesthetics  and  the  early  synthetic  drugs, 
such  as  salicylates,  barbiturates,  and  arsen- 
icals.  The  effects  of  these  remedies,  togeth- 
er with  the  advances  in  surgery  and  obstet- 
rics which  followed  the  discovery  of  asepsis, 
caused  the  prestige  of  doctors  to  shoot  up- 
ward, and  the  quality  of  medical  students 
followed.  Moreover,  the  medical  schools 
began  to  demand  better  students,  and  when 
they  insisted  upon  them  they  got  them. 
This  demand  accompanied  the  second  change, 
improvement  in  the  quality  of  the  faculty. 

The  old  order  was  changing  in  the  medi- 
cal faculties  before  75  years  ago,  as  shown 
by  the  unexpected  appearance  of  President 
Eliot  of  Harvard  at  a meeting  of  the  medical 
faculty  with  the  “command  to  set  their 
house  in  order,”  but  the  dramatic  shift  oc- 
curred in  1893  when  the  Johns  Hopkins  med- 
ical school  opened  with  a full-time  faculty 
in  the  basic  sciences  along  with  heads  of 
clinical  departments,  who,  although  not  com- 
pletely full-time,  were  based  solely  in  the 
University  Hospital.  The  second  dramatic 
event  was  the  Flexner  report,  which  ap- 
peared in  1910  and  resulted  in  the  closing 
of  dozens  of  inferior  schools  and  the  up- 
grading of  the  rest. 

Full-time  clinical  faculties  came  later.  In 
1913,  Johns  Hopkins  received  one  and  one 
half  million  dollars  from  the  Rockefeller 
Foundation  for  the  establishment  of  full- 
time professorships  in  the  major  clinical  de- 
partments. Other  schools  followed,  but 
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many  years  elapsed  before  any  school  had 
the  funds  to  pay  full-time  faculty  members 
in  each  of  the  large  and  the  small  clinical 
departments  — and  some  have  not  reached 
that  point  yet. 

Full-time  teachers  had  time  to  do  re- 
search, while  the  busy  practitioner,  even 
with  the  best  will  in  the  world,  could  only 
squeeze  out  a few  hours  here  and  there. 
The  volume  of  research  effort  rose  slowly 
in  the  early  decades  of  the  20th  century, 
but  its  tempo  quickened  rapidly  after  World 
War  II.  At  that  time,  the  federal  govern- 
ment began  to  supplement  funds  coming 
from  private  sources,  until  by  1947  it  was 
spending  27  million  dollars  for  medical  and 
health-related  research;  in  1967  it  spent 
nearly  one  and  one  half  billion  dollars.  Ap- 
proximately half  of  this  went  to  educa- 
tional institutions.  But  the  research  does 
not  have  to  be  measured  in  dollars.  You 
need  only  go  into  your  medical  library  to 
see  the  burgeoning  of  books  and  journals 
which  is  in  large  part  a result  of  this  re- 
search — or,  if  you  don’t  have  time  for 
that,  you  can  become  fully  informed  from 
the  latest  Reader’s  Digest. 

In  fact,  there  are  those  who  shake  their 
heads  in  dismay  because  they  fear  that  this 
emphasis  on  laboratory  research  has  made 
us  forget  the  patient  and  ignore  the  com- 
munity. And  this  brings  me  to  the  final 
area  of  change  that  I want  to  mention.  In 
recent  years  there  has  been  a rising  tide  of 
interest  in  the  community  aspects  of  health, 
in  the  delivery  of  medical  care,  and  in  fight- 
ing those  forces  that  are  eroding  the  health 
of  the  people,  such  as  pollution  of  air,  food, 
and  water,  poverty,  vice,  ignorance,  and 
enslavement  by  alcohol  and  drugs.  And 
willy,  nilly,  the  medical  schools  are  being 
thrust  into  the  middle  of  this  fight. 

Yes,  the  old  order  changeth.  And  what 
does  this  mean  to  the  University  of  Nebras- 
ka? It  seems  to  be  a law  in  educational  in- 
stitutions, as  in  biology,  that  ontogeny  re- 
capitulates phylogeny  — that  the  individual 
institution  must  go  through  the  phases  that 
the  entire  educational  system  has  passed 
through.  There  is  no  question  that  the  older 
and  more  populous  states  were  able  to  ad- 
vance their  facilities  for  medical  education 


some  distance  before  states  like  Nebraska 
could  even  get  started.  Yet  it  is  a tribute  to 
this  faculty  and  administration  and  to  the 
man  we  are  honoring  tonight  that,  whereas 
it  took  nearly  200  years  for  some  of  the 
first  medical  schools  founded  in  this  coun- 
try to  accomplish  the  reforms  in  medical 
education  that  I have  mentioned,  these  have 
been  brought  about  at  the  University  of  Ne- 
braska in  a much  shorter  time. 

Take  the  question  of  a full-time  faculty. 
I understand  that  when  Bob  Grissom  ar- 
rived in  Omaha  in  1953,  he  was  the  first 
full-time  member  of  the  Department  of  Medi- 
cine. Now  I am  told  there  are  13,  and 
more  on  the  way.  They  are  an  outstanding 
group  of  men,  and  their  presence  here  is 
a tribute  not  only  to  their  leader,  but  also  to 
the  medical  school  and  to  the  medical  pro- 
fession of  Omaha,  which  has  been  willing 
to  move  aside  in  order  to  make  a place  for 
them. 

As  I mentioned  before,  a broad  and  sus- 
tained program  of  research  cannot  be  car- 
ried on  unless  there  is  a core  of  full-time 
faculty,  and  yet  I am  sure  we  would  all 
agree  that  research  is  one  of  the  essentials 
of  a good  educational  program.  Under  Bob’s 
guidance  the  research  program  in  medicine 
has  blossomed. 

Notice  that  I didn’t  say  that  research  was 
the  only  requirement  or  even  the  main  re- 
quirement of  a good  medical  school.  He 
has  not  neglected  teaching  — far  from  it. 
His  personal  supervision  of  the  Physical 
Diagnosis  Course  is  a direct  application  of 
Alfred  North  Whitehead’s  argument  in  the 
“Aims  of  Education.”  Whitehead  says: 

“All  practical  teachers  know  that  educa- 
tion is  a patient  process  of  the  mastery  of 
details,  minute  by  minute,  hour  by  hour, 
day  by  day.  There  is  no  royal  road  to  learn- 
ing through  an  airy  path  of  brilliant  gen- 
eralizations. There  is  a proverb  about  the 
difficulty  of  seeing  the  wood  because  of  the 
trees.  That  difficulty  is  exactly  the  point 
which  I am  enforcing.  The  problem  of  edu- 
cation is  to  make  the  pupil  see  the  wood  by 
means  of  the  trees.” 

Nor  has  he  neglected  administration  — in 
fact  he  spends  hours  at  it.  In  every  respect 
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but  one  he  is  a good  administrator.  “What 
is  this  one  defect?”  you  ask.  Simply  this: 
A good  administrator  has  been  defined  as  a 
person  who  has  an  assistant,  whose  function 
it  is  to  look  worried  for  him.  On  the  other 
hand,  Bob  always  looks  worried  for  him- 
self. But  seriously.  Bob  has  stressed,  and 
has  proved  by  his  actions,  that  only  by  a 
proper  blend  of  all  three:  teaching,  admin- 
istration, and  research,  can  a medical  school 
expect  to  be  worthy  of  its  high  purpose  in 
the  mid-twentieth  century. 

But  it  seems  to  me  that  even  though  Bob 
has  in  his  patient  and  methodical  way  laid 
the  foundations  of  good  students,  good  fac- 
ulty, and  a strong  research  program,  which 
I spoke  of  as  the  first  three  phases  of  Amer- 
ican medical  education,  it  is  in  the  last 
phase  that  he  has  made  his  greatest  con- 
tribution at  Nebraska  — and  I will  venture 
to  predict  will  make  even  gi-eater  contribu- 
tions. 

Because  we  workers  in  the  medical  schools 
have  been  busy  laying  solid  foundations  of 
teaching  and  research  in  our  own  hospitals, 
we  have  become  too  accustomed  to  cultivat- 
ing our  own  gardens.  We  have  neglected 
to  look  over  the  walls  at  the  world  outside. 
And  society  is  taking  us  to  task,  because  it 
sees  the  poor  sick  huddled  in  cities,  the 
isolated  sick  scattered  over  the  countryside, 
the  increasing  number  of  aged  and  their  need 
for  medical  care,  and  the  uneven,  and  some- 
times too-expensive,  medical  services  avail- 
able. Bob  Grissom  would  have  been  acting 
out  of  character  if  he  had  not  seen  these 
needs,  if  he  had  not  risen  to  the  challenge. 
His  reach  into  the  community  has  been 
through  affiliation  with  community  hos- 
pitals and  with  the  Veterans  Administra- 
tion Hospital,  through  his  activities  in  the 
Nebraska  Heart  Association,  through  his 


work  in  city-wide  and  state-wide  commit- 
tees. If  the  greatest  advances  in  the  future 
of  medicine  are  to  be  in  the  community,  as 
many  believe,  then  the  University  of  Ne- 
braska — in  part  because  of  Bob  Grissom 
— is  well  on  the  way. 

The  psychologists  have  a way  of  asking, 
when  you  are  trying  to  evaluate  a person, 
that  you  select  a single  word  that  will  char- 
acterize him.  There  are  many  words  that 
will  describe  Bob  Grissom  — intelligent, 
generous,  sincere,  self-effacing,  systematic, 
honorable,  loyal,  idealistic.  I could  add  oth- 
ers. But  if  I had  to  select  one  word  that 
would  characterize  him  above  all  others  — 
one  word  that  tells  us  why  so  much  has 
been  accomplished  in  the  short  space  of  15 
years,  one  word  that  explains  why  he  has 
unfortunately  been  at  times  in  the  hands 
of  the  gastroenterologists,  one  word  that 
makes  clear  why  his  family  sees  so  little 
of  him,  I would  select  a word  which  was 
described  as  follows  by  another  Professor 
of  Medicine,  who  was  also  one  of  the  masters 
of  English  prose.  Sir  William  Osier: 

“Though  a little  one,  the  master-word 
looms  large  in  meaning.  It  is  the  open 
sesame  to  every  portal,  the  great  equalizer 
in  the  world,  the  true  philosopher’s  stone, 
which  transmutes  all  the  base  metal  of  hu- 
manity into  gold  . . . The  miracles  of  life 
are  with  it ; the  blind  see  by  touch,  the 
deaf  hear  with  eyes,  the  dumb  speak  with 
fingers.  To  the  youth  it  brings  hope,  to  the 
middle-aged  confidence,  to  the  aged  repose 
. . . It  is  directly  responsible  for  all  ad- 
vances in  medicine  during  the  past  twenty- 
five  centuries  . . . And  the  master-word  is 
Work,  a little  one,  as  I have  said,  but  fraught 
with  momentous  sequences  if  you  can  but 
write  it  on  the  tablets  of  your  hearts,  and 
bind  it  upon  your  foreheads.” 
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Heart  Block  Complicating  Acute 
Myocardial  Infarction* 


Few  medical  events  are  as  dra- 
matic and  potentially  lethal  as 
the  development  of  heart  block 
in  the  patient  with  acute  myocardial  infarc- 
tion. Many  clinical  features,  including  the 
high  mortality  rate,  are  explained  by  the 
observed  pathological  changes.  Indications 
for  temporary  transvenous  pacing  and  the 
determination  of  optimal  pacing  rates  still 
remain  uncertain. 

In  considering  this  problem  clear  defini- 
tions are  needed  since  this  is  an  area  be- 
clouded with  semantic  verbiage. First  de- 
gree atrioventricular  (AV)  block  is  defined 
as  an  abnormally  prolonged  PR  interval. 
Second  degree  block  is  of  two  distinct  types: 
Mobitz  Type  I (partial  progressive  block), 
characterized  by  progressive  prolongation  of 
the  PR  interval  before  the  blocked  beat ; and 
Mobitz  Type  II,  when  blocked  beats  occur 
but  the  PR  interval  is  stable.  Advanced  AV 
block  is  characterized  by  a conduction  ratio 
of  less  than  2:1,  while  in  third  degree  or 
complete  AV  block  nodal  disruption  prevents 
transmission  of  atrial  impulses  to  the  ven- 
tricle. Interference  results  in  abnormal  AV 
conduction  due  to  refractoriness  induced  by 
retrograde  entrance  of  impulses  from  a fast- 
er focus  located  at  or  below  the  AV  node. 
Atrioventricular  dissociation,  on  the  other 
hand,  signifies  independent  action  of  atrial 
and  ventricular  pacemakers,  and  may  occur 
as  a result  of  AV  block  or  interference. 

Underlying  pathologic  changes  explain 
many  of  the  observed  clinical  and  electro- 
cardiographic abnormalities  observed  during 
AV  block.  Normally  the  sino-atrial  node  is 
supplied  from  either  the  right  coronary  or 
circumflex  branch  of  the  left  coronary  ar- 
tery. The  AV  node,  however,  is  supplied 
by  a branch  of  the  right  coronary  artery  in 
80  to  90%  of  human  hearts  and  by  a branch 
of  the  left  circumflex  in  10  to  20%.^  Ana- 
tomic studies  have  shown  that  the  inter- 
ventricular septum  is  supplied  by  both  the 
left  anterior  descending  artery  and  the  pos- 
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terior  descending  branch  of  the  right  coro- 
nary artery,  with  most  of  the  septum  sup- 
plied by  perforating  branches  of  the  left 
anterior  descending  artery.  Moreover,  there 
is  a rich  anastomotic  link  between  the  ar- 
teries supplying  the  septum,  so  that  exten- 
sive septal  infarction  generally  implies  in- 
volvement of  both  right  and  left  coronary 
channels.®  The  right  coronary  artery  sup- 
plies the  inferior  (diaphragmatic)  surface  of 
the  heart  (as  well  as  the  AV  node)  in  the 
majority  of  human  hearts,  thus  explaining 
the  frequent  association  of  AV  block  with 
inferior  wall  infarction.  Furthermore,  AV 
block  associated  with  anterior  wall  infarction 
(occlusion  of  the  left  anterior  descending 
artery)  implies  antecedent  or  concomitant 
disease  of  the  right  coronary  system,  and 
perhaps  explains  the  high  mortality  rate  in 
these  circumstances. 

Finally,  the  anatomic  distribution  of  coro- 
nary vessels  helps  to  explain  the  electro- 
cardiographic changes  in  complete  AV  block. 
In  AV  block  associated  with  right  coronary 
occlusion  (inferior  wall  infarction),  the  ven- 
tricular complexes  are  usually  narrow  and 
are  associated  with  a stable  nodal  rhythm 
of  40  to  50  beats/minute,  implying  a high 
nodal  lesion  with  the  pacemaker  localized  to 
lower  AV  junctional  tissue.  Atrioventricu- 
lar block  associated  with  acute  anterior  wall 
infarction  is  generally  accompanied  by  a 
wide  QRS  complex  (>  .12  seconds)  and  a 
slower  more  unstable  rate,  implying  wide- 
spread disruption  of  the  node  or  the  com- 
mon bundle,  or  proximal  branches  of  both 
right  and  left  bundles.  This  probably  also 
contributes  to  the  increased  mortality  rate 

•Presented  before  Omaha  Mid-West  Clinical  Society  36th 
Annual  Session,  October  29,  1968. 
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Wide  = ^ .12  seconds. 

-A  permanent  pacemaker  was  inserted. 


of  AV  block  associated  with  anterior  wall 
infarction.® 

Chronic  complete  AV  block  following  acute 
myocardial  infarction  is  uncommon,’  and 
anatomic  studies  in  patients  in  whom  sinus 
rhythm  has  returned  show  no  necrosis  of 
the  AV  node.®  The  pathophysiologic  mech- 
anisms of  AV  block  in  these  patients  is  be- 
lieved related  to  enhanced  vagal  tone.  The 
AV  node  is  known  to  be  richly  endowed 
with  cholinergic  fibers  and  ganglia  which 
may  be  stimulated  as  a consequence  of 
ischemia.®  This  explains  the  therapeutic  ef- 
fectiveness of  atropine  in  some  patients 
with  AV  block. 

Before  coronary  care  units  were  estab- 
lished, the  reported  incidence  of  AV  block 
in  patients  with  acute  myocardial  infarction 
was  3 to  5%.  Since  AV  block  may  be 
transient  and  asymptomatic,  the  true  in- 
cidence is  best  determined  by  continuous 
electrocardiogi’aphic  monitoring.  In  a large 
series  in  which  monitoring  was  employed, 
second  degree  block  occurred  in  10%  and 
complete  AV  block  in  8%  of  patients  with 
acute  myocardial  infarction. 

Complete  AV  block  usually  develops  with- 
in the  first  24  hours  after  acute  myocardial 
infarction,  and  almost  always  within  the 
first  week.  Patients  surviving  this  compli- 
cation show  return  of  sinus  rhythm  or  first 
degree  AV  block  within  the  first  week. 

A history  of  syncopal  episode  is  associated 
with  increased  mortality  in  patients  with 
myocardial  infarction  complicated  by  com- 
plete block. The  development  of  AV 
block  associated  with  widened  QRS  complex 
(>  .12  seconds)  or  in  the  presence  of  an- 
terior wall  infarction  is  a serious  prognostic 
sign.  Likewise,  AV  block  associated  with 
severe  heart  failure,  shock,  or  both  has  a 
high  mortality  rate.’’ 

The  results  of  our  experience  with  AV 
block  in  13  of  134  patients  with  acute  myo- 
cardial infarction  are  summarized  in  Table 
1.  All  13  had  advanced  second  or  complete 
AV  block,  and  all  except  one  were  paced 
with  a transvenous  bipolar  electrode  catheter 
(using  demand  mode).  The  mortality  rate 
was  46%,  but  only  three  of  the  10  patients 
with  normal  QRS  complexes  died,  whereas 


all  three  with  wide  QRS  complexes  suc- 
cumbed. Four  of  the  six  deaths  resulted 
from  associated  heart  failure  or  shock,  while 
pacemaker  malfunction  was  implicated  in 
two.  One  patient  maintained  chronic  ad- 
vanced second  degree  block,  and  one  com- 
plete AV  block. 

Indications  for  catheter  pacemaker  ther- 
apy remain  one  of  the  more  controversial 
aspects  of  coronary  care.  In  brief,  pacing 
catheters  may  be  inserted  into  the  external 
jugular  or  antecubital  veins  and  advanced 
under  fluoroscopic  control  into  the  right  ven- 
tricle, or  a percutaneously  inserted  flow- 
directed  cable  may  be  manipulated  into  the 
right  ventricle  with  electrocardiographic 
monitoring.  In  our  experience,  the  latter 
technique  has  proven  to  be  cumbersome  and 
time-consuming,  and  often  results  in  faulty 
pacing  due  to  displacement  of  the  electrode. 
In  the  series  reported  herein  (Table  1)  a 
No.  6 bipolar  catheter  was  inserted  into  a 
medial  antecubital  vein  and  advanced  under 
fluoroscopic  control  into  the  apex  of  the 
right  ventricle.  Two  cases  of  ventricular 
fibrillation  during  catheter  insertion  were 
successfully  defibrillated.  One  patient 
showed  evidence  of  an  acute  pulmonary  em- 
bolus three  days  after  catheter  insertion, 
and  catheter  dislodgment  occurred  in  an- 
other patient  following  a grand  mal  con- 
vulsion. No  perforations  of  the  right  ven- 
tricle or  serious  infections  were  observed. 

Mortality  statistics  reported  for  AV  block 
in  patients  treated  with  and  without  a pace- 
maker are  reviewed  in  Table  2.  No  striking 

Table  2 

EXPERIENCE  IN  PATIENTS  WITH  HEART 
BLOCK  IN  ACUTE  MYOCARDIAL 
INFARCTION 

No.  of  % 

Series  Patients  Mortality 


Without  pacemaker  therapy 

Penton,  Miller  and  Levine  (7) 49  43 

Rowe  and  White  (12)  38  42 

Cohen,  Doctor  and  Pick  (13) 36  77 

Compiled  data  (11  re- 
ports) (14)  55  61 

With  pacemaker  therapy 

Paulk  and  Hurst  (14) 43  44 

Bilitch  et  al  (15)  20  55 

Compiled  data  (10  studies)  (6)_  61  47 

Sutton,  Chatterjee  and 

Leatham  (11).  55  45.5 

Present  studies 13  46 
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reduction  in  mortality  occurred  with  pace- 
maker therapy.  This  observation  and  the 
fact  that  the  majority  of  deaths  in  patients 
with  AV  block  result  from  “pump”  failure 
rather  than  arrhythmia  have  led  others  to 
question  the  value  of  pacemaker  therapy  in 
subjects  with  acute  infarction.^®  We  employ 
catheter  pacemaker  therapy  for  the  follow- 
ing reasons:  (1)  medical  management  is 
simplified  and  the  potentially  serious  ef- 
fects of  alternative  drug  (atropine,  isopro- 
terenol) therapy  are  avoided;  (2)  digitalis 
may  be  administered  in  cases  of  advanced 
second  degree  block  associated  with  heart 
failure  or  shock;  and  (3)  suppressant  agents 
may  be  used  when  indicated. 

We  believe  these  advantages  outweigh  the 
complications  of  pacemaker  therapy  and  rec- 
ommend its  use  in  all  cases  of  advanced  sec- 
ond degree  or  complete  AV  block  and  in 
symptomatic  patients  with  sinus  bradycardia 
or  lesser  degrees  of  AV  block  who  prove  to 


be  resistant  to,  or  develop  toxic  effects 
from,  atropine  or  isoproterenol  therapy. 

Bradycardia  produces  important  deleteri- 
ous effects  on  circulatory  dynamics.  A se- 
verely diseased  heart  may  be  unable  to  com- 
pensate with  large  changes  in  stroke  volume 
and  is  in  fact  dependent  on  rate  for  main- 
tenance of  adequate  cardiac  output.  This 
explains  the  high  incidence  of  sinus  tachy- 
cardia in  patients  with  heart  failure  or 
shock.  The  serious  arrhythmic  hazards  of 
complete  block  have  been  adequately  empha- 
sized in  the  literature,  but  only  scant  atten- 
tion has  been  focused  on  the  determination 
of  optimal  pacing  rates  once  the  catheter  is 
inserted. Most  investigators  recommend 
adjusting  the  pacing  rate  to  levels  which 
abolish  premature  ventricular  contractions 
and  stabilize  vital  signs  but  do  not  produce 
angina  pectoris. Our  studies  show  (Fig.  1) 
that  the  optimal  pacing  rate  (i.e.,  the  rate 
associated  with  maximal  cardiac  output  or 


Figure  1.  Measurements  of  pulmonary  arteiT  oxygen  saturation  in  3 patients  with  heart 
block  at  varying  paced  rates.  (MVO2  = mixed  venous  oxygen  saturation). 
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mixed  venous  oxygen  saturation,  MVo,*)  is 
highly  variable.  In  one  patient,  the  MV02 
at  a paced  rate  of  60  beats/minute  was  iden- 
tical to  the  MV02  at  the  unpaced  rate  of  47 
beats/minute.  Thus,  although  a paced  rate 
of  60  beats/minute  was  sufficient  to  abolish 
premature  ventricular  contractions,  there 
was  no  evidence  of  hemodynamic  improve- 
ment. Paced  rates  above  80  beats/minute 
appeared  to  cause  a fall  in  MV02.  This  was 
better  demonstrated  in  a patient  whose  op- 
timal pacing  rate  was  90  beats/minute.  On 
the  other  hand,  one  patient  had  a more  nor- 
mal response  showing  increases  in  MV02  con- 
comitant with  increasing  pacing  rates. 

In  summary,  we  believe  that  pacemaker 
therapy  has  an  important  role  in  the  treat- 
ment of  patients  with  acute  myocardial  in- 
farction. Precise  indications  for  pacemaker 
therapy  remain  controversial,  and  a plea  is 
made  for  physicians  to  evaluate  not  only  the 
arrhythmic  hazards  associated  with  heart 
block,  but  also  the  hemodynamic  changes 
that  occur  when  using  this  mode  of  therapy. 

Summary 

The  salient  pathologic  and  clinical  fea- 
tures of  heart  block  complicating  acute  myo- 
cardial infarction  are  described.  Our  own 
experience  and  review  of  the  literature  re- 
veal no  dramatic  decrease  in  mortality  with 
the  institution  of  pacemaker  therapy,  since 
patients  with  this  condition  usually  succumb 
not  from  arrhythmia,  but  from  associated 
severe  myocardial  disease.  The  rationale 
and  indications  for  temporary  transvenous 
pacing  as  well  as  the  importance  of  deter- 
mining optimal  pacing  rates  are  discussed. 

♦Cardiac  output  (in  the  Fick  formula)  is  computed  by  divid- 
ing oxygen  consumption  by  the  arteriovenous  difference.  If 
oxygen  consumption  and  arterial  oxygen  saturation  remain 
constant  (as  is  likely  in  our  pacing  study),  then  cardiac 
output  varies  directly  with  mixed  venous  oxygen  saturation. 
Mixed  venous  samples  were  obtained  from  a percutaneously 
introduced  flow-directed  catheter  inserted  into  the  pulmonary 
artery. 18 
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SPECIAL  ARTICLES 


WashingtoNews 


1.  The  pUI 

A Food  and  Drug  Administration  advisory 
committee  found  oral  contraceptives  to  be 
“safe,”  but  reported  that  British  and  U.S. 
studies  had  established  “an  etiologic  relation 
between  thromboembolic  disorders”  and  their 
use. 

The  Advisory  Committee  on  Obstetrics  and 
Gynecology,  making  its  second  report  on  oral 
contraceptives,  said  that  their  benefits  out- 
weighed the  risks  sufficiently  to  designate 
them  “safe”  within  the  intent  of  the  federal 
law. 

As  for  the  potential  carcinogenity  of  oral 
contraceptives,  the  report  said  no  conclusion 
could  be  drawn  at  this  time. 

The  committee  called  for  intensive  research 
along  three  lines:  (1)  possible  relationship 

of  hormonal  contraceptives  and  carcinoma  of 
the  breast  and  uterus;  (2)  determination  of 
the  basis  and  prognosis  of  metabolic  altera- 
tions produced  by  hormonal  contraceptives; 
and  (3)  development  of  new  methods  of  con- 
traception. 

The  committee,  in  its  initial  report  three 
years  ago,  approved  of  oral  contraceptives 
with  reservations.  It  now  said  that  these 
reservations  appear  to  have  been  justified 
because  of  the  adverse  reactions  reported  in 
both  scientific  literature  and  the  general 
press.  But  the  report  concluded: 

“When  these  potential  hazards  and  the 
value  of  the  drugs  are  balanced,  the  commit- 
tee finds  the  ratio  of  benefit  to  risk  suffi- 
ciently high  to  justify  the  designation  safe 
within  the  intent  of  the  legislation  (Kefau- 
ver-Harris  Amendments  of  19621.” 

The  report  said  scientific  studies  “suggest 
that  the  mortality  from  thromboembolic  dis- 
orders attributable  to  the  oral  contraceptives 
is  about  three  per  100,000  women  per  year, 
adding  less  than  three  per  cent  to  the  total 
age-specific  mortality  in  users  of  these 
drugs.”  In  a U.S.  study,  the  risk  of  throm- 
boembolism to  a woman  using  hormonal  con- 
traceptives was  estimated  by  indirect  meth- 
ods to  be  4.4  times  that  of  a non-user. 


The  report  said  there  is  no  evidence  that 
any  metabolic  alterations  induced  by  the  oral 
contraceptives  pose  serious  health  hazards. 

The  effectiveness  of  oral  contraceptives 
was  found  to  be  significantly  higher  than  for 
intrauterine  devices  or  traditional  methods. 

2.  Doctors  as  corporations 

Abandoning  a long  court  fight,  the  Internal 
Revenue  Service  reversed  itself  and  ruled 
that  organizations  of  physicians  authorized 
under  state  professional  association  laws  will 
be  treated  as  corporations  for  tax  purposes. 

The  IRS  announced  that  it  would  not  ap- 
peal to  the  Supreme  Court  two  recent  deci- 
sions by  U.S.  courts  of  appeal  favoring  the 
professional  association.  In  accordance  with 
these  court  decisions,  the  IRS  said,  “organi- 
zations of  doctors,  lawyers  and  other  pro- 
fessional people  organized  under  state  pro- 
fessional association  acts  will,  generally,  be 
treated  as  corporations  for  tax  purposes.” 

Forty-two  states  have  such  laws  which  of- 
fer tax  benefits,  including  deferment  of  the 
tax  on  pension  plan  contributions  until  retire- 
ment. 

The  court  controversy  over  IRS  treatment 
of  the  professional  associations  for  tax  pur- 
poses dated  back  to  the  early  1950’s.  It  was 
given  a “Kintner”  label  in  1954  when  an  ap- 
peals court  ruled  in  favor  of  the  professionals 
in  a case  brought  by  Arthur  Kintner,  M.D., 
Missoula,  Mont. 

3.  More  doctors 

The  federal  government  has  started  a pro- 
gram designed  to  increase  enrollment  in  the 
nation’s  schools  of  medicine  and  osteopath 
by  4,000  over  the  next  four  years. 

Known  as  the  Physician  Augmentation 
Program,  the  activity,  under  the  Department 
of  Health,  Education  and  Welfare,  supports 
the  addition  of  1,000  first  year  places  com- 
mencing with  the  fall  term  of  1970.  These 
places  are  in  addition  to  any  increase  to 
which  the  schools  have  already  committed 
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themselves.  Total  enrollment  through  this 
program  is  expected  to  be  about  4,000  in  the 
fourth  year  of  operation.  The  Physician 
Augmentation  Program  is  authorized  under 
the  Health  Manpower  Act  of  1968. 

Grants  will  be  awarded  on  a national  com- 
petitive basis  to  those  schools  of  medicine 
and  osteopath  that  document  their  intention 
to  institute  a major  increase  in  their  first- 
year  enrollment  and  that  appear  to  have  the 
greatest  potential  for  achieving  major  in- 
creases with  their  own  resources  as  supple- 
mented by  funds  allocated  by  the  program. 

4.  Medicaid 

Robert  H.  Finch,  secretary  of  Health,  Ed- 
ucation and  Welfare,  proposed  that  state 
medicaid  administrators  work  more  closely 
with  state  medical  societies  on  cost  control 
in  the  federal-state  health  care  program. 

He  also  said  that  the  states  should  review 
more  claims  in  efforts  to  control  medicaid 
costs. 

Finch  gave  his  views  on  controlling  medi- 
caid costs  in  a letter  to  Sen.  Abraham  Ribi- 
coff  (D.,  Conn.)  who  had  asked  what  was 
being  done  and  what  additionally  could  be 
done  about  rising  expenditures  in  the  pro- 
gram. 

In  answer  to  a question  as  to  what  states 
“could  be  doing  under  existing  law  to  control 
medicaid  costs  more  efficiently,”  Finch  said : 

“One  answer  is  to  spend  more  money  on 
the  claims  review  function.  For  example, 
there  are  two  states  where  annual  medicaid 
expenditures  are  in  excess  of  one  hundred 
million  dollars.  One  employs  seven  people 
for  its  review  function,  the  other  employs 
seventy.  The  latter  state  has  very  effective 
control  over  costs  and  utilization. 

“But  I am  coming  to  believe  that  a major 
factor  is  the  degree  to  which  physicians  are 
involved  in  the  program,  not  simply  as  pur- 
veyors of  medical  care  but  also  as  watchdogs 
of  costs  and  guardians  of  quality.  They 
generate  the  bulk  of  medicaid  expenditures. 
They  authorize  admissions  to  hospitals  and 
skilled  nursing  homes  and  they  write  pre- 
scriptions. The  need  for  genuine  physician 
participation  in  controlling  costs  is  self-evi- 


dent. A state  medicaid  administrator  would 
be  well  advised  to  make  extensive  use  of  his 
medical  advisory  committee  and  to  engineer 
the  plan  in  detail  through  the  state  medical 
society.” 

As  to  what  states  already  are  doing.  Finch 
said : 

“Some  states  are  using  prior  authorization 
of  service  (emergencies  excepted) . Some  use 
fee  schedules.  Some  use  audit  tolerance 
levels.  Some  incorporate  parameters  of  medi- 
cal care  into  their  data  processing  systems. 
Some  develop  client  and  purveyor  profiles. 
Some  use  computers  to  process  claims. 
Others  contract  the  review  function  to  a 
fiscal  agent,  e.g.,  a Blue  Cross  plan.  Some 
use  a medical  audit  and  some  have  been  doing 
very  little.” 

Ribicoff  said  in  his  letter  to  Finch  that  he 
understood  “there  is  very  uneven  perfor- 
mance of  medicaid  program  review  through- 
out the  nation.” 

Peer  review  under  leadership  of  state  and 
county  medical  societies  has  top  priority  in 
the  American  Medical  Association  recom- 
mendations for  controlling  costs  in  both 
medicaid  and  medicare.  A report  of  the 
AMA  board  of  trustees  approved  by  the 
house  of  delegates  at  the  1969  annual  con- 
vention in  New  York  strongly  urged  that; 

— “Peer  review  be  assigned  the  highest 
priority  by  the  state  and  county  medical 
societies ; that  where  existing  mechanisms 
exist,  they  be  strengthened,  and  where  they 
do  not,  they  be  promptly  established. 

— “Quick  and  decisive  action  be  taken,  in 
appropriate  fashion,  to  discipline  those  few 
physicians  determined  after  investigation  to 
be  abusing  medicare  and  medicaid,  either 
fraudulently  or  otherwise.” 

The  AMA  recommendations  for  cost  con- 
trol in  government  health  programs  also  i- 
clude : 

— “The  promotion  of  innovative  health  ser- 
vice delivery  systems  for  low  income  com- 
munities with  emphasis  on  ambulatory  care. 

— “Programs  by  local  medical  societies  to 
insure  preservation  of  quality  health  care  in 
the  face  of  cost  containment  measures.” 
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Respiratory  Diseases 


SURVIVAL  OF  ACUTE  RESPIRATORY 
FAILURE 

A study  was  made  of  239  episodes  of 
acute  respiratory  failure  in  146  patients 
with  chronic  respiratory  insufficiency. 
Twenty  per  cent  of  the  patients  survived  at 
least  30  months.  Survival  rates  were  low- 
est for  patients  with  diffuse  infiltrative 
disease. 

A study  was  undertaken  to  ascertain  the  survival 
time  of  chronic  lung  disease  patients  after  an 
episode  of  acute  respiratory  failure,  and  to  deter- 
mine whether  clinical  and  physiological  findings 
correlated  with  survival. 

Accordingly,  146  men  treated  at  the  Veterans 
Administration  Hospital,  Durham,  N.C.,  for  239 
episodes  of  acute  respiratory  failure  were  studied 
prospectively  over  a four-year  period. 

Each  patient  was  classified  as  belonging  to  one 
of  six  groups  on  the  basis  of  clinical  and  roent- 
genographic  characteristics  of  his  disease.  The 
groups  and  the  number  of  patients  and  episodes, 
respectively,  in  each  categoi’y  were:  I,  Chronic 

diffuse  infiltrative  disease — 13,  22;  II,  Hyper- 

inflated  lungs  (emphysema)  without  hypercapnia 
— 33,  43;  III,  Hyperinflated  lungs  with  hyper- 
capnia— 36,  44;  IV,  Hyperinflated  lungs  with 

hypercapnia  and  bronchitis — 31,  63;  V,  Chronic 
bronchitis  with  hypercapnia  but  without  hyper- 
inflated lungs — 20,  33;  and  VI,  obese  bronchitis — 
13,  34. 

Calculations  were  made  of  vital  capacity,  forced 
vital  capacity  (FVC),  forced  expiratory  volume  in 
0.5  and  in  1.0  second  (FEVo.s  and  FEV>),  maxi- 
mal inspiratory  flow  rate  (MIFR),  maximal  expir- 
atory flow  rate  (MEFR),  and  maximal  midexpira- 
tory  flow  rate  (MMEF). 

Measurements  w'ere  made  of  arterial  blood  car- 
bon dioxide  and  oxygen  tensions  and  pH  within  10 
minutes  of  obtaining  samples,  which  often  was  at 
the  time  the  patient  arrived  at  the  hospital. 

RESPIRATOR  ASSISTANCE 

Pressure-cycled  respirators  were  used  to  control 
ventilation  in  64  episodes,  to  assist  ventilation  in 
54,  and  intermittently  to  assist  it  in  all  other  epi- 
sodes. Patients  requiring  controlled  ventilation 
had  more  severe  respiratory  failure  than  the  oth- 
ers. However,  no  general  conclusions  on  survival 
prognosis  of  the  individual  patient  should  be  drawn 
from  this.  For  a few  patients  with  severe  bron- 
chitis, the  high  pressures  of  a volume  - cycled 
respirator  were  needed  to  maintain  adequate  ven- 
tilation. 

The  100  patients  in  groups  II,  III,  and  IV  had 
x-ray  evidence  of  emphysema.  One  third  of  these 
had  P^cos  below  50  mm  Hg  while  the  others  had 
sustained  P^co^  elevations  during  respiratory  failure. 

In  age,  the  patients  ranged  from  35  to  88  years, 
with  a mean  of  61.  Mean  ages  at  onset  of  acute 
respiratory  failure  were  highest  (63  and  64  years. 


respectively)  in  groups  II  and  III  (emphysema 
without  clinical  chronic  bronchitis). 

Pulmonary  emphysema  patients  without  clinical 
bronchitis  (groups  II  and  III)  had  a mean  weight 
of  120  pounds  in  contrast  to  a mean  of  169  pounds 
in  those  with  chronic  bronchitis  without  emphysema 
(group  V).  The  mean  weight  of  patients  with 
emphysema  and  bronchitis  (group  IV)  was  midway 
between  that  of  groups  II  and  III  and  of  group  V. 
The  obese  patients  (group  VI)  had  a mean  weight 
of  277  pounds. 

The  obese  patients  had  been  dyspneic  for  only 
4.5  years  before  the  onset  of  respiratory  failure. 
Patients  in  all  other  groups  had  been  dyspneic 
for  from  9.8  to  12.8  years.  There  was  no  clear 
relationship  between  dyspnea  and  objective  evi- 
dence of  ventilatory  insufficiency. 

Although  vital  capacity  was  reduced  in  all  pa- 
tients, the  greatest  reduction  was  in  those  with 
pulmonary  emphysema  and  hypercapnia.  The 
obese  patients  had  the  greatest  number  of  recur- 
rent episodes. 

Of  146  patients,  135  smoked  cigarettes.  Most 
had  smoked  20  or  more  cigarettes  a day  for  20 
years.  Two  patients  had  smoked  a pipe.  Only 
seven  had  never  smoked. 

SURVIVAL  RATES 

Patients  survived  162  (68  per  cent)  of  the  239 
episodes.  Eighty-seven  survived  the  initial  epi- 
sode and  81  of  these  were  alive  six  months  later. 
After  two  and  a half  years,  the  survival  rate  had 
fallen  to  about  20  per  cent  and  remained  there  for 
the  patients  followed  for  four  years.  This  was  in 
contrast  to  the  expected  four-year  survival  rate  of 
89  per  cent  for  unselected  men  of  61  years  of  age 
in  this  country,  an  indication  of  the  excessive  mor- 
tality of  patients  in  acute  respiratory  failure. 

Only  51  per  cent  of  the  patients  with  diffuse 
infiltrative  disease  suiwived  six  months  or  longer, 
compared  with  30  per  cent  of  those  with  emphy- 
sema without  hypercapnia;  39  per  cent  of  those 
with  emphysema  and  hypercapnia;  23  per  cent 
of  those  with  chronic  bronchitis  and  emphysema; 
55  per  cent  of  those  with  chronic  bronchitis;  and 
69  per  cent  of  the  obese-bronchitic  group. 

Three  of  the  13  patients  with  diffuse  chronic  in- 
filtrative disease  had  a short,  fatal  course  and 
had  the  Hamman-Rich  syndrome.  The  other  10 
had  a more  protracted  illness.  Suiwival  of  the 
group  was  uniformly  poor  after  onset  of  acute 
respiratory  failure. 

All  patients  with  pulmonary  emphysema  had  a 
serious  prognosis.  The  chronic  bronchitis  patients 
without  emphysema  had  a significantly  better 
chance  of  survival  than  those  without  significant 
hypercapnia.  The  chronic  bronchitis  patients  with- 
out emphysema  had  a significantly  better  suiwival 
than  the  three  groups  of  patients  with  emphysema. 
This  would  be  expected  because  exacerbations  of 
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bronchitis  are  potentially  reversible  but  the  de- 
struction of  alveoli  in  emphysema  is  permanent. 

Several  factors  may  have  influenced  survival  of 
the  obese  patients.  Their  average  age  was  10 
years  less  than  the  average  age  of  patients  in 
other  groups  and  pulmonary  function  impairment 
was  less  severe  than  among  the  other  groups. 
Obese  patients  who  did  not  regain  lost  weight  had 
no  recurrence  of  respiratory  failure. 

Preservation  of  airflow  and  vital  capacity  cor- 
related with  survival  and,  conversely,  airway  ob- 
struction as  measured  by  decreased  MMEF  rates 
correlated  with  poor  long-term  suiwival.  Severe 
impairment  of  gas  exchange  suggested  a poor 
prognosis  after  an  episode  of  respiratory  failure. 

Anemia  and,  to  a lesser  degree,  edema,  were 
also  predictive  of  poor  survival.  Loss  of  hemo- 
globin reduces  the  oxygen-carrying  capacity  of 
the  blood  and  low  arterial  oxygen  tension  is  there- 
fore less  well  tolerated.  Edematous  patients  had 
a shorter  survival  after  the  initial  episode  than 
the  nonedematous  patients,  but  the  difference  was 
not  statistically  significant. 

Patients  who  survived  for  30  months  appeared 
to  have  a death  rate  comparable  to  that  of  the 
male  population  of  the  same  age.  In  this  study 
no  factor  was  identified  as  common  to  patients 
with  long  survival.  Therefore,  each  patient  must 
be  treated  as  if  he  were  among  the  20  per  cent 
who  will  survive  30  months. 

— Tryggvi  Asmundsson,  M.D..  and  Kaye  H.  Kilburn,  M.D., 
Annals  of  Internal  Medicine,  March,  1969. 


Placenta  Previa  — L.  T.  Hibbard  (Univ  of 
Southern  California  Medical  Center,  Los 
Angeles).  Amer  J Obstet  Gynec  104:172- 
182  (May  15)  1969. 

Increased  utilization  of  abdominal  deliv- 
ery, prolonged  expectant  management,  ex- 
tended hospitalization,  and  newer  methods 
of  diagnosis  have  not  appreciably  improved 
the  fetal  salvage  in  placenta  previa.  At  one 
institution,  uncorrected  fetal  mortality  was 
24.9%  in  the  years  1948  through  1953  and 
24.7%  in  the  years  1962  through  1966.  Ex- 
pectant therapy  can  be  suitably  applied  to 
less  than  half  of  the  cases,  with  the  expecta- 
tion of  a lower  perinatal  mortality,  but  mor- 
tality remains  inordinately  high  even  in  the 
best  of  circumstances.  The  only  available 
practical  method  of  preventing  placenta  pre- 
via is  to  limit  childbearing.  The  intensive 
care  needed  for  improving  fetal  salvage  is 
currently  not  available  for  most  maternity 
patients. 


Mothers’  Psychological  Reactions  to  Prema- 
ture and  Full-Size  Newborns  — N.  Smith 
et  al  (657  Castleton  Ave,  Staten  Island, 
NY).  Arch  Gen  Psychiat  21:177-181 
(Aug)  1969. 

Three  to  five  days  post  partum,  35  moth- 
ers of  premature  infants  and  34  mothers  of 
matched  full-size  controls  were  interviewed 
for  one  half  hour  by  a woman  child  psy- 
chiatrist concerning  their  feelings  about  the 
pregnancy  and  the  new  baby.  The  ratings 
of  the  two  groups  of  mothers  did  not  differ 
significantly.  This  is  at  variance  with  pub- 
lished reports  that  prematurity  constitutes 
a psychological  crisis  and  that  mothers  of 
prematures  have  more  negative  attitudes  to 
the  pregnancy. 


Pylorus-Preserving  Gastrectomy  (Maki)  — 
R.  I.  Goodale  et  al  (Univ  of  Minnesota 
Hosp,  Minneapolis).  Arch  Surg  99:193- 
197  (Aug)  1969. 

Studies  of  the  pylorus-preserving,  two- 
thirds  gastrectomy  (Maki)  have  been  car- 
ried out  in  dogs.  It  was  found  that  an 
average  decrease  of  56%  in  free  acid  output 
from  Heidenhain  pouches  occurred  follow- 
ing this  procedure  (13  dogs).  This  indicat- 
ed a significant  decrease  in  antral  func- 
tion despite  preservation  of  a short  segment 
of  functioning  antrum  in  continuity  with 
the  residual  stomach. 


Hot  Water  Disinfection  Method  for  Inhala- 
tion Therapy  Equipment  — F.  J.  Roberts, 
W.  H.  Cockcroft,  and  H.  E.  Johnson  (Van- 
couver General  Hosp,  Vancouver,  British 
Columbia).  Canad  Med  Assoc  J 100:30- 
32  (July)  1969. 

A method  of  disinfection  for  inhalation 
therapy  equipment,  consisting  of  total  im- 
mersion in  water  at  80  C for  15  minutes, 
was  assessed.  Culture  of  equipment  after 
use,  some  of  which  had  been  shown  to  be 
contaminated,  revealed  that  the  method  was 
effective.  Six  months’  experience  proved 
the  procedure  to  be  rapid  and  safe. 
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While  Making  Rounds 


The  Doctor’s  Dictionary. 

a.  RPF 

b.  WR 

c.  MG 

d.  AMA 

e.  LS 

(Answers  on  page  709). 

Quote  Unquote. 

“What  other  dungeon  is  so  dark  as  one’s 
own  heart.” 

Hawthorne 

“A  man  with  a million  dollars  can  be  as 
happy  nowadays  as  though  he  were  rich.” 

McAllister 

“The  labor  we  delight  in  physics  pain.” 

Shakespeare 

“With  great  merit  and  even  greater  mod- 
esty, one  can  remain  unknown  for  a long 
time.” 

Montaigne 

Words  We  Can  Do  Without. 

Scalogram 

Protocol 

Reduplication 

Our  Own  Monthly  Statistical  Report 

According  to  the  1940  mortality  figures, 
the  half-life  of  an  American,  as  the  atomic 
physicists  would  say,  is,  or  was,  68V2 
years.  Two  thirds  of  those  alive  at  one 
year  would  be  living  at  60,  half  at  68i/^, 
one  fourth  at  77i/2>  one  eighth  at  82)4. 
one  tenth  at  83)4,  and  1/100  at  92. 

Anniversaiy  Time. 

September  28,  1900. 

Jesse  Lazear  died. 

Q & A. 

Proem : “Ether  makes  me  sick.” 

Q.  “When  did  you  have  ether?” 

A.  “Never.” 


Strange  Disease  Of  The  Month. 

“Social-breakdown  syndrome.” 

How  Interesting. 

In  the  middle  of  a sentence  we  found  in  a 
medical  article : “ . . . in  the  conventional 
mouse  . . .”  All  the  mice  we  ever  had 
were  unconventional. 

Who? 

Who  invented  the  ophthalmoscope? 
Helmholtz,  in  1851. 

Why  Do  We? 

Why  do  we  say  “school  teacher?” 

They  all  teach  in  schools. 

Lines  To  Practice  By. 

“There  are  probably  as  many  kindly  old 
specialists  as  there  are  kindly  old  family 
physicians.” 

Ebert 

“What  I call  a good  patient  is  one  who, 
having  found  a good  physician,  sticks  to 
him  till  he  dies.” 

Holmes 
— F.C. 


Surgical  Treatment  of  Extracranial  Causes 
of  Cerebral  Insufficiency  — R.  D.  Fine, 
J.  L.  Dowling,  and  J.  S.  Wright  (Prince 
Henry  Hosp,  Little  Bay,  Australia).  Med 
J Aust  1:953-959  (May  10)  1969. 

Occlusive  conditions  of  intracranial  por- 
tions of  the  carotid  and  vertebral  arteries 
and  the  clinical  features  of  syndromes  caused 
by  lesions  of  the  different  arteries  are  con- 
trasted. In  a series  of  25  cases,  the  pat- 
tern of  results  indicated  that  patients  with 
transient  ischemic  attacks  of  an  episodic  na- 
ture gained  most  from  surgery.  Those  with 
strokes  in  evolution  had  a reasonable  chance 
of  improving.  Those  with  established 
strokes  of  acute  onset  and  severe  neurologi- 
cal deficits  were  not  helped. 
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GUESS  WHO? 
Turn  to  page  710. 
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Medicinews 


Pediatricians  to  meet 

Significant  challenges  confronting  today’s 
pediatrician  including:  key  issues  in  infant 
mortality,  current  developments  in  objective 
means  of  diagnosis  and  therapy  in  allergic 
disorders,  child  care  — a national  challenge, 
new  considerations  in  the  diagnosis  and  man- 
agement of  neonatal  jaundice,  and  multi- 
phasic  screening  for  pediatric  patients  will 
be  among  the  subjects  presented  during  the 
38th  annual  meeting  of  the  American  Acad- 
emy of  Pediatrics  in  Chicago,  Oct.  18-23, 
1969. 

Other  areas  to  be  examined  during  the 
annual  session  will  include:  sources  of  ad- 
olescent unrest,  principles  and  problems  of 
drug  studies  in  infants  and  children,  and  the 
current  state  of  physical  fitness  of  American 
youth. 

More  than  4,500  persons  including  pedia- 
tricians, their  families  and  guests  are  expect- 
ed to  attend  the  meeting  in  the  Palmer  House 
Hotel. 

Several  outstanding  scientific  exhibits  will 
be  featured  at  the  AAP  meeting.  These 
include:  Improved  Fetal  and  Infant  Envi- 
ronment through  Childbirth  Education;  De- 
sign and  Operation  of  an  Infant  Transport 
System;  A Pediatrician’s  Guide  to  the  Pre- 
scription of  Restraining  Devices  for  Children, 
and  the  Computerized  Medical  Record  as 
Coordinator  of  Health  Care. 

Write  to:  American  Academy  of  Pediatrics, 
Department  of  Public  Inforaiation,  1801  Hin- 
man  Avenue,  Evanston,  Illinois  60204. 


Hope  to  Tunisia 

The  S.S.  HOPE  sailed  August  29,  1969, 
for  a 10-month  medical  teaching  and  treat- 
ment mission  to  Tunis,  Tunisia.  The  ship 
departed  from  Wilmington,  Delaware,  and 
arrived  in  Tunis  on  September  13. 

While  in  Wilmington  the  ship,  docked  at 
Wilmington  Marine  Terminal,  was  open  for 
public  tours  on  August  27. 


In  Tunisia  the  HOPE  staff  of  doctors, 
nurses,  and  other  paramedical  personnel  will 
place  great  emphasis  on  working  with  their 
Tunisian  counterparts  in  classrooms,  labora- 
tories, and  wards  aboard  ship;  and  in  hos- 
pitals, medical  schools  and  clinics  ashore. 
Educational  exchange  programs  will  be  con- 
ducted in  medicine,  dentistry,  nursing,  public 
health,  medical  technology,  pharmacy  and 
other  paramedical  specialties. 

The  an’ival  of  the  ship  in  Tunisia  was 
preceded  by  the  visit  of  Dr.  William  B.  Walsh, 
President  and  Medical  Director  of  Project 
HOPE,  in  the  summer  of  1968,  and  the  visit 
of  several  HOPE  survey  teams  earlier  this 
year.  The  survey  teams  met  with  Tunisian 
officials  to  determine  needs  and  to  outline 
the  areas  in  which  HOPE  programs  could  be 
most  effective.  In  July,  1969,  an  advance 
team  of  permanent  HOPE  personnel  flew  to 
Tunis  to  prepare  for  the  ship’s  arrival. 

The  Tunisian  mission  will  be  the  eighth 
voyage  that  the  S.S.  HOPE  has  taken  in  her 
nine-year  history.  This  marks  the  first  re- 
turn of  the  ship  to  the  African  continent 
since  the  HOPE’S  voyage  to  Guinea  in  1964. 
The  S.S.  HOPE  has  conducted  other  medical 
teaching-treatment  programs  in  Indonesia, 
South  Vietnam,  Guinea,  Peru,  Ecuador, 
Nicaragua,  Colombia,  and  Ceylon.  Shore- 
based  programs  continue  today  in  the  last 
five  of  these  nations. 

In  nine  years  HOPE  doctors,  nurses  and 
technologists  have  trained  5,100  physicians, 
surgeons,  dentists,  nurses  and  technologists; 
and  although  teaching  is  HOPE’S  prime  ob- 
jective, more  than  129,000  people  have  been 
treated;  over  13,000  major  operations  per- 
formed; and  more  than  two  million  people 
have  benefited  through  immunization,  ex- 
amination and  other  services. 


Dermatologists  to  meet 

The  American  Academy  of  Dermatology 
(AAD)  will  hold  its  28th  Annual  Meeting 
Dec.  6-11,  1969  in  Bal  Harbour,  Fla.  All 


October,  1969 


705 


scientific  sessions  and  post-graduate  courses 
will  be  held  at  the  Americana  Hotel. 

The  AAD  meeting  will  include  two  full 
days  (Saturday  and  Sunday,  Dec.  6 and  7) 
of  postgraduate  courses  in  clinical  derma- 
tology and  cutaneous  biology.  On  Monday 
through  Thursday  (Dec.  8-11)  research  and 
clinical  investigators  will  give  scientific  pa- 
pers on  their  studies  of  the  causes,  diagnoses 
and  treatments  of  skin  diseases. 

Special  features  include  an  all-day  sym- 
posium on  gross  and  microscopic  derma- 
tology, during  which  some  100  dermatolo- 
gists will  give  short  reports  on  rare  and 
unusual  cases;  a Residents’  Forum  for  pre- 
sentation of  research  papers  by  dermatolo- 
gists-in-training,  and  a series  of  breakfast 
and  luncheon  conferences  and  seminars  on 
specific  problems. 

The  address  of  AAD  is  2250  N.  W.  Flan- 
ders, Portland,  Oregon  97210. 


TB  in  the  VA 

In  1954,  the  tuberculosis  patients  in  VA 
hospitals  numbered  15,221.  VA  then  op- 
erated 21  TB  hospitals  and  also  treated  TB 
patients  in  15  psychiatric  hospitals  and  30 
general  hospitals  with  an  average  of  230 
patients  per  TB  unit.  This  patient  load  led 
VA  to  pioneer  in  new  methods  of  TB  treat- 
ment and  today’s  figures  reflect  its  success. 

As  of  the  end  of  fiscal  year  1969,  VA 
hospitals  have  about  3,200  TB  patients,  an 
80  percent  drop  from  the  1954  peak  figure. 
VA  no  longer  operates  any  predominantly  TB 
hospitals.  There  are  TB  bed  sections  in 
only  four  psychiatric  hospitals  and  60  gen- 
eral hospitals  of  the  VA’s  166-hospital  sys- 
tem. 


Combined  Jejunostomy  Feeding  and  Gastros- 
tomy — R.  Nicks  (Royal  Prince  Alfred 
Hosp,  Sydney,  Australia) . Med  J Aust 
1:1064-1066  (May  24)  1969. 

This  simple  method  of  management  com- 
bines the  advantages  of  gastric  decompres- 


sion, to  remove  air  and  gastric  juice  and 
prevent  chemical  injury  of  the  esophageal 
suture  line,  and  of  early  feeding.  Since  re- 
flux does  not  occur  into  the  stomach,  jejun- 
ostomy feeding  may  be  maintained  indefinite- 
ly without  anxiety  concerning  plasma  elec- 
trolytes. At  a later  stage  a change  may 
be  made  to  gastrostomy  feeding.  Neither 
peritonitis  from  leakage  around  the  insert- 
ed tubes  nor  obstruction  has  occurred  in  this 
. series.  The  method  has  proved  of  value  in 
the  management  of  a wide  variety  of  post- 
operative surgical  conditions  at  extremes  of 
age,  varying  from  atresia  of  the  esophagus 
in  babies  to  varieties  of  emetogenic  and  trau- 
matic ruptures  of  the  esophagus. 


Milk  Drip  Therapy  for  Upper  Gastro-In- 
testinal  Bleeding  — B.  A.  Scobie  (Hutt 
Hosp,  Wellington,  New  Zealand).  Med  J 
Aust  1:1028-1029  (May  17)  1969. 

Among  214  consecutive  subjects  with 
acute  upper  gastrointestinal  bleeding,  169 
required  blood  transfusion.  To  determine 
the  efficacy  of  intragastric  milk  drip  therapy, 
those  treated  by  this  method  were  compared 
with  a concurrent  control  group.  The  num- 
ber of  patients  who  required  emergency  sur- 
gery was  similar  in  each  group.  The  aver- 
age blood  requirement  per  patient  was  3.39 
pt  in  the  milk  drip  series  and  3.51  pt  in  the 
control  series,  when  patients  who  underwent 
emergency  surgery  or  died  of  persisting 
hemorrhage  were  excluded. 

Spasm  of  Cervical  Internal  Carotid  Artery 
Secondary  to  Subarachnoid  Hemorrhage  — 
J.  E.  Bland  and  K.  Clark  (Univ  of  Texas 
Southwestern  Medical  School,  Dallas). 
Vascular  Surg  3:90-96  (June)  1969. 

Diagnostic  features  and  clinical  course  of 
four  patients  with  subarachnoid  hemor- 
rhage and  severe  intracranial  arterial  spasm 
extending  into  the  cervical  carotid  artery 
are  presented.  These  cases  suggest  that 
widespread,  prolonged  arterial  spasm  in 
cerebrovascular  disease  may  be  neurogen- 
ically  propagated. 
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FEATURES 


Doctors  Make  News 


Doctor  Duane  Krause  has  decided  to  open 
a medical  practice  in  Albion. 

Doctor  E.  A.  Schabauer,  formerly  of  Plain- 
view,  is  now  affiliated  with  a clinic  in 
Mitchell,  South  Dakota, 

Kenneth  Rose,  M.D.,  Lincoln,  has  recently 
received  an  appointment  to  serve  as  a mem- 
ber of  the  Advisory  Committee  to  the  Marine 
Corps  Physical  Fitness  Academy  which  is 


part  of  the  Marine  Corps  Development  and 
Educational  Command  at  Quantico,  Virginia. 

Doctor  Gayle  Peterson  has  opened  a medi- 
cal practice  in  Oakland. 

Doctor  Kenneth  Kimball,  Kearney,  spoke 
on  Nebraska’s  communications  system  and 
emergency  transportation  at  a recent  con- 
ference on  the  immediate  care  of  the  sick 
and  injured  persons  held  in  Lincoln. 


Our  Medical  Schools 


Co-ordinator  of  continuing  education 

Robert  Moutrie,  a native  of  Detroit,  Mich- 
igan, has  been  named  coordinator  of  con- 
tinuing education  at  the  University  of 
Nebraska  Medical  Center. 

Mr.  Moutrie  received  his  bachelor’s  and 
master’s  degrees  from  Wayne  State  Univer- 
sity in  Detroit.  From  1967  until  June  30, 
1969,  he  was  conference  consultant  with 
Wayne  State’s  Division  of  Urban  Extension 
at  the  McGregor  Memorial  Conference  Cen- 
ter. 

Mr.  Moutrie  will  succeed  Dr.  Carl  Pott- 
hoff,  who  has  been  acting  as  continuing  edu- 
cation coordinator.  Mr.  Moutrie  will  hold 
the  rank  of  instructor  in  administrative 
medicine. 

Dr.  Land  named 

University  Regents  have  approved  the 
appointment  of  Dr.  Francis  L.  Land  as 
Professor  of  Family  Practice  and  director 
of  the  Family  Practice  Division  at  the  Medi- 
cal Center  in  Omaha. 

Dr.  Land  recently  resigned  as  Commis- 
sioner of  the  Medical  Services  Administra- 
tion of  the  Federal  Department  of  Health, 
Education  and  Welfare.  He  was  a general 
practitioner  in  Fort  Wayne,  Indiana  for  15 
years  before  joining  HEW  in  1966. 


Dr.  Land,  49,  attended  Ball  State  Univer- 
sity and  Ohio  State  University,  and  received 
his  Doctor  of  Medicine  degree  in  1950  from 
Indiana  University.  He  was  on  the  faculty 
of  the  School  of  Aviation  Medicine  from  1951 
to  1952  and  has  served  as  a consultant  to  the 
Surgeon  General  of  the  Air  Force  since  1962. 
He  is  also  chief  medical  consultant  for  Social 
and  Rehab  Services  of  HEW,  and  consultant 
to  the  American  Medical  Association’s  Coun- 
cil of  Medical  Education,  and  a Major  in  the 
US  Air  Force  Reserve. 

Dr.  Land  is  a past  vice  president  of  the 
American  Academy  of  General  Practice  and 
headed  that  organization’s  Commission  on 
Education. 

He  has  been  a clinical  professor  medicine 
on  the  George  Washington  University  fac- 
ulty. 

In  his  new  position.  Dr.  Land  will  be  in 
charge  of  all  family  practice  programs  at 
the  Medical  Center,  including  the  newly  ap- 
proved residency  in  family  practice. 

Dr,  Heywood  chairman  of  O & G 

Dr.  Leo  T.  Heyivood  has  been  named  chair- 
man of  the  Department  of  Obstetrics  and 
Gynecology  of  the  Creighton  University 
School  of  Medicine,  according  to  Dr.  Richard 
Egan,  Dean.  He  succeeds  Dr.  Eugene  Slo- 
winsky. 
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Dr.  Heywood,  a former  president  of  the 
Federation  of  State  Medical  Boards  of  the 
United  States,  was  graduated  from  Creigh- 
ton’s School  of  Medicine  in  1939.  He  joined 
the  school’s  faculty  as  an  acting  assistant 
in  the  OB-GYN  department  in  1945  and  in 
1948  was  named  an  instructor  in  the  depart- 
ment. He  became  an  assistant  professor  in 
1953,  an  associate  professor  in  1957  and  in 
1961  was  named  clinical  professor. 

Dr.  Heywood  is  a founding  fellow  of  the 
American  College  of  Obstetrics  and  Gyne- 
cology and  a diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology.  He  is 
a past  president  of  the  professional  staff  of 
Creighton  Memorial  St.  Joseph  Hospital,  a 
past  president  of  the  Nebraska  Board  of 
Medical  Examiners  and  is  a former  member 
of  the  Nebraska  Blue  Shield  board  of 
dii’ectors. 

He  also  is  a past  president  of  the  Creigh- 
ton Alumni  Association. 

U of  N:  telephone  conferences 

Oct.  10  — Marihuana  — Doctor  Emmet  M. 
Kenney,  Nebraska  Psychiatric  Institute 

Oct.  24  — Management  of  Acute  Respiratory 
Failure  — Doctor  Leo  O’Brien,  Pulmon- 
ary Disease  Section,  Department  of  In- 
ternal Medicine 

Nov.  7 — Using  Local  Anesthetics  in  Gen- 
eral Practice  — Doctor  John  R.  Jones,  Di- 
rector of  Anesthesiology 

Nov.  21  — Diagnosis  and  Treatment  of  My- 
cotic Infections  — Doctor  Gordon  Fred- 
rickson, Section  on  Dermatology 

Dec.  5 — Detoxification  in  Cases  of  Acute 
Alcoholism  — Dr.  Irvin  Blose,  Nebraska 
Psychiatric  Institute 

Dec.  12  — Variations  in  and  Problems  With 
the  Use  of  Birth  Control  Pills  — Doctor 
Robert  Messer,  Department  of  Obstetrics 
and  Gynecology 

Traineeship  in  O & G 

The  University  of  Nebraska  Medical 
Center  has  announced  it  will  again  offer  a 
five-day  traineeship  in  obstetrics  and  gyne- 


cology. Attendance  will  be  limited  to  five 
practicing  physicians. 

Daily  seminars,  rounds,  clinical  experi- 
ence and  informal  discussion  will  provide  a 
clinically  oriented  capsule  review  of  newer 
treatments  and  technical  procedures. 

Registrations  for  the  traineeship  Decem- 
ber 8 to  12  should  be  sent  to  Dr.  Warren 
H.  Pearse,  director  of  the  department  of 
obstetrics  and  gynecology.  University  of 
Nebraska  Medical  Center,  Omaha,  Nebraska 
68105. 


Continuing  education 

The  University  of  Nebraska  Medical  Cen- 
ter has  announced  details  on  three  continu- 
ing education  courses  this  fall. 

The  Medical  Center  will  cosponsor  an  ob- 
stetric-pediatric conference  with  the  Den- 
ver Children’s  Hospital  and  Lincoln  General 
Hospital.  The  course  will  be  conducted  at 
Lincoln  General  Hospital  in  Lincoln  October 
31  and  November  1. 

The  program  will  feature  panel  discus- 
sions on  induced  abortion,  perinatal  infec- 
tion, rubella  and  newborn  transport  systems. 

Registration  for  the  course  is  $30.  Co- 
ordinators for  the  program  are  Dr.  Palmer 
Johnson  and  Dr.  Harold  Morgan  of  Lincoln; 
Dr.  Gerard  VanLeeuwen,  chairman  of  the 
department  of  pediatrics  at  the  University  of 
Nebraska  Medical  Center;  and  Dr.  Joseph 
Scott,  associate  professor  of  obstetrics  and 
gynecology  at  the  University  of  Nebraska 
Medical  Center. 

The  Fifth  Annual  Cornhusker  Conference 
for  Surgeons  has  been  scheduled  to  coin- 
cide with  the  University’s  homecoming.  Co- 
ordinator of  the  course.  Dr.  John  German, 
associate  professor  of  surgery,  said  the 
course  will  provide  a reunion  for  former 
surgical  residents. 

Guest  speaker  will  be  Dr.  Claude  E. 
Welch,  clinical  professor  of  surgery  at  Har- 
vard Medical  School.  A graduate  of  Har- 
vard Medical  School,  Dr.  Welch  was  born  in 
Stanton,  Nebraska,  and  attended  Doane  Col- 
lege. 
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The  conference  for  surgeons  will  be  held 
at  Lincoln  General  Hospital  November  7 
and  8. 

A one-day  course  covering  different  neu- 
rological subjects  will  be  held  in  Omaha  on 
November  21  at  the  Medical  Center  campus 
in  Omaha.  Emphasis  will  be  placed  on  dis- 
orders presenting  common  and  difficult  diag- 
nostic and  therapeutic  problems  to  the  in- 
ternist and  general  practitioner,  according 
to  Dr.  Walter  Friedlander,  course  coordi- 
nator and  chairman  of  the  department  of 
neurology.  Registration  fee  of  $25  includes 
one  luncheon. 

All  courses  offer  credit  with  the  Ameri- 
can Academy  of  General  Practice. 

ANSWERS  TO  “THE  DOCTOR’S 
DICTIONARY” 

a.  Renal  plasma  flow. 

Retroperitoneal  fibrosis. 

b.  Weakly  reactive. 

Wassermann  reaction. 

c.  Methyl  glucoside. 

Muscle  group. 

d.  Against  medical  advice. 

American  Medical  Association. 

Australian  Medical  Association. 

e.  Lumbosacral. 

Lymphosarcoma. 

Liver  & spleen. 


Skin  Lesions  in  Ulcerative  Colitis  — M.  L. 
Johnson  and  H.  T.  H.  Wilson  (Central 
Middlesex  Hosp,  London).  Gut  10:255- 
263  (April)  1969. 

In  a series  of  415  cases  of  ulcerative 
colitis,  20  patients  (14  women)  had  skin  dis- 
ease which  was  thought  to  be  associated 
with  the  underlying  bowel  disease.  Seven 
patients  had  more  than  one  morphological 
type  of  skin  lesion.  Eight  women  had  ery- 
thema nodosum,  the  onset  of  which  was  asso- 


ciated with  exacerbations  of  the  colitis. 
Seven  had  a seronegative  arthropathy  and 
in  one  case  the  nodes  ulcerated.  Seven  wom- 
en had  chronic  ulcers.  Five  patients  had 
papulonecrotic  lesions  which  bore  no  rela- 
tionship to  severity  of  the  underlying  colitis. 
Three  women  developed  erythematous 
plaques  on  the  shins  which  ulcerated  in  sev- 
eral places,  but  these  small  ulcers  did  not 
coalesce.  This  lesion  is  thought  to  occur 
only  in  ulcerative  colitis. 


Obtaining  Informed  Consent  — L.  C.  Ep- 
stein and  L.  Lasagna  (Johns  Hopkins 
Hosp,  Baltimore).  Arch  Intern  Med  123: 
682-688  (June)  1969. 

Sixty-six  subjects,  most  of  whom  were 
female  hospital  employees,  were  asked  if 
they  were  willing  to  take  two  tablets  of 
“acetylhydroxybenzoate”  or  a placebo  when 
they  next  had  a headache,  after  receiving 
varyingly  detailed  descriptions  of  the  actions 
and  hazards  of  the  drug.  Comprehension 
and  consent  to  volunteer  were  inversely  re- 
lated to  length  of  form.  In  the  longer  form 
groups,  two  subjects  volunteered  to  take 
the  drug  despite  the  presence  of  contra- 
indications, and  five  missed  the  point  that 
fatal  reactions  might  occur.  When  told  that 
the  drug  described  was  in  fact  aspirin,  20 
of  21  who  had  refused  to  take  acetylhydroxy- 
benzoate said  that  they  would  continue  to 
take  aspirin. 


Complications  and  Sequelae  of  Prolonged 
Laryngo-tracheal  Intubation  — J.  J.  Deb- 
bin,  G.  Freyss,  and  A.  Amsaleg  (Hopital 
Saint  Antoine,  Paris).  Presse  Med  77: 
997-1000  (June  7)  1969. 

Laryngotracheal  intubation  for  more  than 
24  hours  may  cause  complications  such  as 
ulceration  or  edema  of  vocal  cords,  secondary 
granuloma,  and  serious  late  complications 
such  as  adhesions  of  the  vocal  cords,  and  sub- 
glottic stenosis  in  the  cricotracheal  region. 
If  respiratory  assistance  is  required  for  more 
than  three  days,  tracheotomy  is  the  treat- 
ment of  choice. 
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Here  and  There 


Cardiovascular  symposium 

Doctor  Campbell,  President  of  the  Ne- 
braska Heart  Association,  announced  that 
the  second  annual  Cardiovascular  Symposi- 
um for  Physicians  had  been  held  at  the  Uni- 
versity of  Iowa  at  Iowa  City  on  Friday  and 
Saturday,  September  19-20,  1969. 

The  symposium  was  sponsored  by  the 
Great  Plains  Heart  Association  and  the 
American  Heart  Association.  Over  300  phy- 
sicians from  the  Great  Plains  area  were  in 
attendance. 

In  addition  to  the  general  sessions  cov- 
ering Prevention,  Bedside  Diagnosis,  and 
Treatment,  were  simultaneous  sessions  cov- 
ering such  subjects  as ; Remedial  Heart  Dis- 
ease, Specialized  Techniques,  Cardiovascular 
Drugs,  Treatment  of  Shock,  Medical  vs. 
Surgical  Treatment,  Problems  of  Electro- 
cardiograms, and  others. 

The  address  of  the  Nebraska  Heart  As- 
sociation is  4155  Dewey  Avenue,  Omaha,  Ne- 
braska 68105. 


1969  AMA  convention 

The  American  Medical  Association  will 
hold  its  23rd  Clinical  Convention  in  Den- 
ver, Nov.  30  through  Dec.  3,  1969. 

This  year’s  AMA  Clinical  Convention  is 
the  third  to  be  held  in  The  Mile-High  City. 
Denver  previously  was  host  city  in  1952 
and  1961. 

Scientific  sessions  are  planned  mornings 
and  afternoons,  Monday  through  Wednesday, 
covering  the  latest  developments  in  a variety 
of  areas  including  heart  disease,  cancer,  and 
pulmonary  problems. 

Roundtable  sessions,  previously  conduct- 
ed as  breakfast  gatherings,  will  be  held  over 
lunch  at  this  year’s  Clinical  Convention. 
Topics  include  the  battered  child,  problems 
related  to  suicide,  and  human  sexuality. 


About  25  medical  motion  pictures  will  be 
shown,  including  several  premiere  show- 
ings. 

AMA’s  House  of  Delegates  will  meet  in 
the  Denver  Hilton  Hotel.  Other  sessions  of 
the  convention  will  be  held  in  Denver’s  Con- 
vention Center  Complex. 

Some  3,000  physicians  are  expected  to  at- 
tend the  four-day  convention.  Guests,  medi- 
cal students,  registered  nurses  and  other 
members  of  allied  health  professions,  and 
industrial  exhibitors  are  expected  to  bring 
the  total  to  about  7,000. 

Closed  circuit  television  programming  is 
planned  for  the  major  hotels  where  those 
attending  the  convention  will  be  staying. 


ATS  elects 

James  F.  Hammarsten,  M.D.,  is  the  new 
president  of  the  American  Thoracic  Society. 
He  is  professor  and  head  of  the  Depart- 
ment of  Medicine,  University  of  Oklahoma 
Medical  Center. 


NTRDA  elects 

Judge  Ernest  E.  Mason  has  taken  office 
as  president  of  the  National  Tuberculosis 
and  Respiratory  Disease  Association.  Wil- 
liam B.  Tucker,  M.D.,  has  been  named  presi- 
dent-elect of  the  association. 


National  respiratory  disease 
conference 

The  new  president  of  the  NRDC  is  J.  Irvin 
Nichols;  William  J.  Pfeifer  has  been  named 
president-elect. 


PICTURE  GALLERY 

Dr.  R.  E.  Garlinghouse  and  Dr.  R.  0. 
Garlinghouse,  and  we  don’t  know  which  is 
which. 
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Send  For  It 


Physicians  and  clergymen 

“A  Storm  — A Strife”  is  a new  16  mm 
film  produced  by  the  American  Medical  As- 
sociation’s Department  of  Medicine  and  Re- 
ligion. 

This  28-minute,  sound  - color  production 
dramatizes  a family’s  problems  with  chil- 
dren, health  and  marriage  and  draws  atten- 
tion to  the  need  for  a physician  and  a clergy- 
man to  work  together  to  serve  the  “whole” 
person  and  the  “whole”  family  and  ways 
to  do  it.  A promotional  flyer  describing 
the  film  in  greater  detail  is  available  from 
the  AMA  Department  of  Medicine  and  Re- 
ligion, 535  North  Dearborn  Street,  Chicago, 
Illinois  60610. 

The  department  developed  “A  Storm  — 
A Strife”  for  the  following  reasons: 

“1.  To  emphasize  the  concern  of  the 
American  Medical  Association  to 
bring  together  physicians  and  clergy- 
men in  dialogue. 

“2.  To  make  available  to  state  and 
county  committees  on  medicine  and 
religion  resource  material  that  would 
be  helpful  in  a program. 

“3.  To  demonstrate  how  the  two  pro- 
fessions are  drawn  together  through 
their  common  concern  for  people. 

“4.  To  show  a situation  in  which  skills 
of  both  professions  can  be  helpful 
to  each  other  and  for  the  patient. 

“5.  To  stimulate  doctors  and  clergymen 
to  think  about  and  discuss  both  their 
separate  and  combined  roles  in 
treating  patients,  particularly  those 
who  have  a faith.” 

The  movie  is  intended  primarily  for  use 
in  medical  society  programming,  but  also 
may  be  obtained  by  other  professional 
groups  and  the  lay  public.  It  will  be  avail- 
able for  booking  by  mid-March,  and  will  be 
provided  on  a loan  basis  at  no  charge,  ex- 
cept for  return  shipping  costs.  It  is  im- 
portant to  note  that,  generally,  a minimum 


of  30  days’  advance  notice  is  required  to 
insure  receiving  the  film  in  time  for  a 
scheduled  meeting  or  program. 

Medical  groups  may  secure  a print  of 
“A  Storm  — A Strife”  from  the  AMA  Film 
Library,  535  North  Dearborn  St.,  Chicago, 
Illinois  60610.  Non-medical  groups  should 
direct  their  requests  to  Modern  Talking  Pic- 
tures Services,  Inc.,  1212  Avenue  of  the 
Americas,  New  York,  New  York  10036. 


“Next  Witness” 

Merrell  announces  the  release  of  a new 
motion  picture  in  its  series  of  medical  legal 
topics. 

The  new  film  titled  “Next  Witness”  was 
produced  by  The  Wm.  S.  Merrell  Company 
division  of  Richardson-Merrell  Inc.,  in  co- 
operation with  the  American  Medical  Asso- 
ciation and  the  American  Bar  Association 
and  deals  with  the  subject  of  medical  testi- 
mony and  the  preparation  by  both  physician 
and  attorney. 

It  is  available  on  free  loan  and  may  be 
obtained  by  writing:  Film  Library,  The 

Wm.  S.  Merrell  Company,  Division  of  Rich- 
ardson-Merrell Inc.,  1269  Gest  Street,  Cin- 
cinnati, Ohio  45203. 


The  school  nurse 

“Meet  Today’s  School  Nurse”  is  a new 
eight-page  brochure  adapted  from  an  article 
appearing  in  the  October,  1968  issue  of 
Today’s  Health  magazine.  It  discusses  the 
dramatic  differences  between  today’s  school 
nurse  and  the  school  nurse  of  20  years  ago. 
The  school  nurse’s  responsibilities  have 
changed. 

In  the  past  three  years,  many  hospital 
nurses  have  been  lured  into  school  nursing 
by  higher  pay  and  better  hours.  However 
— according  to  the  American  Nurses’  As- 
sociation, the  American  Medical  Association 
and  the  American  School  Health  Association 


October,  1969 


711 


— hospital  nurses  require  special  prepara- 
tion before  they  are  qualified  for  school 
work.  It  is  recommended  that  school  nurses 
have  a four-year  (bachelor’s)  degree  in 
nursing,  which  includes  theory  and  clinical 
experience  in  public-health  nursing.  In  ad- 
dition to  this,  personality  is  another  im- 
portant factor  for  consideration. 

For  more  pertinent  details,  secure  a copy 
of  “Meet  Today’s  School  Nurse,’’  available 


for  20c  from  The  American  Medical  Asso- 
ciation’s Order  Handling  Unit,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610. 

Copies  are  available  in  quantity  at  the 
following  prices:  50-99  copies,  18c  each; 
100-499  copies,  16c  each;  500-999  copies, 
14c  each  and  1,000  copies  or  more,  12c  each. 
To  expedite  processing,  orders  should  be  ac- 
companied by  payment  and  specify  the  code 
number,  “OP-235.’’ 


The  Funny  Bone 


That’s  What  They  Said. 
“Nucular.” 


Slow  Death  Of  The  English  Language. 
“Shut  the  lights  out.” 


The  Patient. 

“She  got  my  dandruff  up.” 

The  Relative. 

“Maybe  it’s  a trouble  in  disguise.” 

The  Nurse 

“Did  you  wish  no  cautery  at  all?” 

The  Chart. 

“Multiple  bloody  noses.” 


Pet  Peeve. 

Pickle  jars. 

You  can’t  get  the  pickles  out.  We’d 
swear  they  grow  them  inside  the  jar. 


Remember? 

Plication. 


— F.C. 


How  Much  Do  You  Weigh? 

“They  told  me.” 

The  Oldest  Medical  Joke. 

“We  tried  to  give  him  artificial  respira- 
tion, but  he  got  up  and  ran  away.” 

Department  of  Definitions. 

“D  & C”:  Dusting  and  cleaning. 

Curiosity  Comer. 

Title : “Current  Problems  in  Electroence- 
phalography.” 

Poem  Of  The  Month. 

At  Income  Tax  Time 
“No 

Dough.” 


Prediction  of  Malignancy  in  Solitary  Thyroid 
Nodules  — L.  W.  Kendall  and  R.  E.  Con- 
don (Univ  of  Illinois  College  of  Medicine, 
840  S Wood  St,  Chicago).  Lancet  1:1071- 
1073  (May  31)  1969. 

To  evaluate  the  reliability  of  radioiodine 
scanning  and  physical  characteristics  of  the 
nodule  as  indicators  of  malignancy  in  pa- 
tients with  clinically  solitary  thyroid  nodules, 
a survey  was  made  of  five  years’  experience 
of  patients  operated  on  for  thyroid  disease 
at  a university  teaching  hospital  in  the  Mid- 
west goiter  belt.  The  incidence  of  malig- 
nancy in  the  91  patients  with  solitary 
nodules  was  20.9%.  Of  these  91,  hypofunc- 
tion  was  diagnosed  on  radioiodine  scanning 
in  83%  of  benign  nodules  and  75%  of  malig- 
nant nodules. 
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Down  Memory  Lane 


1.  More  than  thirty  trained  nurses  in  our 
own  state  are  engaged  wholly  in  public 
school  nursing. 

2.  There  are,  however,  cases  in  which  the 
disease  is  more  of  the  nature  of  a perityph- 
litis than  a true  appendicitis. 

3.  Roentgenotherapy  has  passed  through 
the  experimental  stage  and  has  been  in  use 
for  a considerable  period  of  time  with  very 
satisfactory  results. 

4.  The  third  survey  of  hospitals  being 
made  under  the  auspices  of  the  American 
Medical  Association  is  now  well  under  way. 

5.  No  doubt  the  characteristics  outlined 
in  the  aforementioned  address  are  desirable 
— ideal  — but  Sanskrit  is  not  nursing;  a 
knowledge  of  poetry  and  art  are  desirable 
attributes  of  any  educated  person,  but  they 
are  not  essential  to  a woman  trained  in 
the  care  of  the  sick. 

6.  In  certain  cases,  each  of  the  methods 
has  its  field,  but  there  has  not  as  yet  been 
any  concensus  of  opinion  formed  as  to  a 
standard  method  of  treatment  of  the  ap- 
pendix stump. 

7.  There  will  be  the  case  that  walks 
into  the  office  with  a limp  and  you  can 
find  no  basis  in  either  the  joint  or  the 
musculature  for  producing  the  symptom, 
it  will  pay  to  make  a reasonably  thorough 
inspection  of  the  man’s  blood  vessels. 

8.  Let  every  one  make  a concerted  ef- 
fort to  find  the  tuberculous  and  send  them 
into  our  State  Hospital. 

9.  Indeed,  if  a patient  is  nauseated  and 
straining  it  is  good  practice  to  give  him 
a drink  of  water  which  he  will  probably 
vomit  at  once,  washing  out  the  stomach  and 
relieving  the  nausea. 

10.  Never  lie  to  your  patient. 

Nebraska  State  Medical  Journal 
October,  1919 


Red  Venous  Blood:  Occurrence  and  Signifi- 
cance in  Ischemic  and  Nonischemic  Cere- 
bral Cortex  — A.  G.  Waltz  (Mayo  Clinic, 
Rochester,  Minn).  J Neurosurg  31:141- 
148  (Aug)  1969. 

Red  venous  blood  (RVB)  with  increased 
oxygen  saturation  can  be  seen  in  veins  drain- 
ing cerebral  tissue  in  many  situations.  In- 
creased arterial  carbon  dioxide  tension,  re- 
lief of  anoxia,  local  trauma,  arteriovenous 
shunts,  neoplasms,  seizures,  cystic  scars,  and 
acute  and  chronic  ischemia  all  can  be  asso- 
ciated with  RVB.  Early  filling  of  veins  and 
capillary  blushing  demonstrated  with  con- 
trast material  also  can  be  associated  with 
cerebral  ischemia.  The  best  explanation 
for  RVB  in  ischemic  cerebral  cortex  is  focal 
hyperemia  (“luxury  perfusion”  of  Lassen), 
or  partial  blockage  of  the  vascular  network 
from  aggregation  of  formed  elements  of 
blood  (“sludging”),  with  flow  preserved 
through  fewer  channels. 


Ten-Year  Study  of  5-Fluorouracil  in  Dissem- 
inated Breast  Cancer  With  Clinical  Results 
and  Survival  Times  — F.  J.  Ansfield  et  al 
(Univ  of  Wisconsin  Medical  School,  Madi- 
son). Cancer  Res  29:1062-1066  (May) 
1969. 

The  clinical  results  in  676  patients  with 
widely  disseminated  breast  cancer  treated 
with  5-fluorouracil  (5-FU)  alone  or  with  any 
additional  therapy  over  the  past  ten  years 
are  presented.  Survival  was  significantly  in- 
creased in  the  23.1%  who  improved  and  the 
23.1%  who  were  unchanged,  compared  to  the 
53.8%  who  had  progression  on  5-FU  therapy. 
To  eliminate  the  beneficial  influence  on  sur- 
vival as  a result  of  any  other  treatment, 
all  patients  who  improved  or  were  unchanged 
by  other  therapy  were  deleted,  leaving  a 
“corrected”  group  which  showed  a pattern 
almost  identical  to  the  overall  total  group, 
correlating  increased  survival  with  a 5-FU 
responsiveness. 
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From  the  Editor 


Vanderbilt  professor  wins  award 

Earl  W.  Sutherland,  Jr.,  M.D.,  professor 
of  physiology  at  the  Vanderbilt  University 
School  of  Medicine,  received  the  fourth 
Torald  Sollmann  Award  in  PhaiTnacology 
at  the  meeting  of  the  American  Society  for 
Pharmacology  and  Experimental  Thera- 
peutics. 

The  award  to  Dr.  Sutherland  — who  is  a 
world  authority  on  the  mechanism  by  which 
adrenaline  acts  on  cells  — was  presented 
during  the  Society’s  annual  meeting,  being 
held  this  week  at  the  University  of  Pitts- 
burgh. 

Comprised  of  $2500  and  a bronze  medal 
presented  every  three  years,  the  Sollmann 
award  is  sponsored  by  Wyeth  Laboratories, 
Radnor,  Pa.,  pharmaceutical  manufacturer, 
and  was  established  in  1961  to  commemor- 
ate the  pioneer  work  of  Dr.  Torald  Sollmann 
in  pharmacology.  A committee  of  ASPET 
selects  the  recipient.  George  E.  Farrar,  Jr., 
M.D.,  Director  of  Medical  Services  for  Wyeth 
Laboratories,  made  the  presentation. 

Pediatric  allergy  award 

The  late  William  P.  Buffum,  M.D., 
F.A.A.P.,  has  been  honored  by  the  Ameri- 
can Academy  of  Pediatrics  with  its  1969 
Bret  Ratner  Award  in  Pediatric  Allergy. 
Dr.  Buffum  was  selected  to  receive  the 
award  prior  to  his  death  on  August  14. 

The  award,  given  for  outstanding  achieve- 
ment in  the  field  of  pediatric  allergy,  will 
be  presented  posthumously  during  the 
Academy’s  annual  meeting,  Oct.  18-23,  1969, 
in  Chicago,  111. 

Named  for  the  late  Bret  Ratner,  M.D., 
F.A.A.P.,  a pioneer  in  pediatric  allergy,  a 
Fellow  of  the  Academy,  and  a founder  of 
the  Academy’s  Section  on  Allergy,  the 
award  consists  of  a gold  medal  and  $1,000. 

AMA  names  media  relations  director 

Kenneth  T.  Simendinger  has  been  named 
director  of  media  relations  for  the  American 
Medical  Association.  The  announcement 


was  made  by  Charles  S.  Lauer,  director  of 
AMA’s  Communications  Division. 

In  his  new  position  Mr.  Simendinger  will 
direct  the  departments  of  press  relations, 
radio-tv  and  motion  pictures,  magazine  rela- 
tions, women’s  activities,  and  youth  pro- 
grams. 

VA  medical  investigators 

Five  physicians  at  Veterans  Administra- 
tion hospitals  have  been  named  to  Medical 
Investigator  positions,  permitting  them  to 
devote  up  to  75  percent  of  their  time  to  re- 
search. Each  is  a faculty  member  of  a medi- 
cal school  affiliated  with  a VA  hospital 
and  each  is  already  well  known  for  his  re- 
search accomplishments. 

They  are  Dr.  Ken  Hashimoto,  Memphis; 
Dr.  David  S.  Howell,  Miami;  Dr.  William 
H.  Oldendorf,  Los  Angeles;  Dr.  Jeremiah  E. 
Silbert,  Boston;  and  Dr.  Paul  D.  Webster 
III,  Augusta,  Ga. 

These  positions  are  part  of  the  VA  re- 
search and  education  career  development 
program.  In  addition  to  research  activities. 
Medical  Investigators  will  spend  a minimum 
of  25  percent  of  their  time  in  patient  care 
and  teaching  activities. 

Medical  wiiters  to  meet 

The  American  Medical  Writers  Associa- 
tion (AMWA),  an  international  society  of 
writers  and  editors  in  medicine  and  the  re- 
search sciences,  will  hold  its  29th  Annual 
Convention  Sept.  18-20  in  Philadelphia,  Pa. 
All  sessions  will  be  held  at  the  Sheraton 
Hotel. 

Harold  Laufman,  M.D.,  Ph.D.,  New  York, 
N.Y.,  AMWA  President,  states  the  meeting 
will  consist  of  workshops  in  practical  prob- 
lems of  medical  communications,  panel  dis- 
cussions on  trends  and  developments  and 
major  addresses  by  prominent  authorities 
in  medical  and  scientific  communications. 
Dr.  Laufman  is  Director  of  the  Institute  for 
Surgical  Studies  at  the  Montefiore  Hospital 
and  Medical  Center. 
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A highlight  of  the  meeting  will  be  a dem- 
onstration of  the  television  equipment  and 
system  used  during  the  recent  Apollo  11 
moon  voyage.  This  same  system  is  being 
used  to  take  movies  of  the  inside  of  the 
stomach  as  an  aid  in  the  diagnosis  of 
stomach  ailments.  Peter  Goldmark,  Ph.D., 
Stamford,  Conn.,  President  of  the  Colum- 
bia Broadcasting  System  Laboratories,  which 
developed  the  system,  will  demonstrate  the 
equipment  and  give  a luncheon  address  on 
Friday,  Sept.  19,  on  “Deadline  For  Survival.” 

The  annual  convention  is  being  planned 
by  a National  Program  Committee  headed 
by  N.  Henry  Moss,  M.D.,  as  chairman.  Dr. 
Moss  is  Associate  Clinical  Professor  of  Sur- 
gery at  the  Albert  Einstein  Medical  Center 
and  the  Temple  University  Health  Science 
Center. 

AMA  president  will  address  military 
surgeons 

Dr.  Gerald  D.  Dorman,  recently  inaugur- 
ated as  President  of  the  American  Medical 
Association,  will  serve  as  the  Keynote 
Speaker  of  the  76th  Annual  Meeting  of  the 
Association  of  Military  Surgeons  of  the 
United  States  when  it  convenes  November 
16  through  November  19  at  Washington’s 
Sheraton-Park  Hotel.  His  address,  “Team- 
ing Up  for  Quality  Health  Care,”  will  be 
given  Monday  morning,  November  17,  1969. 
The  address  of  the  Association  is  1500  Mas- 
sachusetts Avenue  N.W.,  Washington,  D.C. 
20005. 

Heart  surgeon  to  keynote  blood 
bank  meeting 

Dr.  Denton  A.  Cooley,  surgeon  who  has 
performed  the  most  human  heart  transplant 
operations,  will  deliver  the  keynote  address 
at  the  22nd  annual  meeting  of  the  American 
Association  of  Blood  Banks  in  Houston  No- 
vember 16-20,  1969. 

More  than  2,500  physicians,  technologists 
and  administrators  are  expected  to  attend 
the  sessions  at  the  Shamrock  Hilton  Hotel. 
Dr.  Frank  C.  Coleman,  Tampa,  Florida,  is 
President,  and  Dr.  Enold  H.  Dahlquist,  Jr., 
Providence,  Rhode  Island,  is  President-elect 
of  the  Association, 


The  scientific  program  will  include  papers 
on  advances  in  the  use  of  platelets,  frozen 
blood,  the  discovery  of  new  blood  sub-types, 
use  of  adenine  in  blood  preservation  and  a 
symposium  on  antigen-antibody  reactions. 
Dr.  Nevin  C.  Hughes-Jones  of  St.  Mary’s 
Hospital  Medical  School,  London,  will  be  a 
participant. 

The  address  of  the  AABB  is  Suite  1322, 
30  North  Michigan  Avenue,  Chicago,  Illinois 
60602. 

Allied  health  professions 

The  AMA  House  of  Delegates  during  the 
July  Annual  Convention  adopted  new  es- 
sentials for  the  two  allied  health  professions 
of  medical  assistants  and  nuclear  medicine 
technologists. 

For  medical  assistants,  the  accredited  edu- 
cational program  is  two  academic  years  and 
provides  for  a basic  understanding  of  the 
biological  sciences,  an  introduction  to  clin- 
ical procedures,  a coverage  of  medical  ethics 
and  law,  and  an  intensive  indoctrination  in 
how  to  aid  the  physician  in  maintaining  an 
efficient  and  pleasant  office  for  the  reception 
and  treatment  of  his  patients. 

Among  the  subjects  in  the  curriculum  are 
anatomy  and  physiology,  medical  assistant 
administrative  and  clinical  procedures,  and 
a teaching  of  the  purpose  and  technique  of 
laboratory  procedures  usually  pei  formed  in 
a physician’s  office.  The  House  also  rec- 
ommended that  accreditation  for  medical 
assistants  include  a review  and  rotation  se- 
quence of  the  candidates’  practical  experi- 
ence by  serving  in  physicians’  offices  or  in 
accredited  hospitals  selected  by  the  institu- 
tions in  which  the  assistants  are  enrolled. 

For  nuclear  medicine  technologists,  the 
House  specified  that  the  essentials  include 
a 12-month  uninterrupted  program  cover- 
ing approximately  300  didactic  hours.  The 
subjects  should  include  anatomy,  physiology, 
pathology,  radiation  and  nuclear  physics, 
therapeutic  radionuclides  and  radiochem- 
istry. Although  the  survey  teams  may  re- 
quire several  months  before  accrediting  the 
schools,  applications  for  this  accreditation 
from  these  institutions  are  now  being  ac- 
cepted by  the  AMA  Department  of  Allied 
Medical  Professions  and  Services. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS: 
October  4 — McCook,  St.  Catherine’s  Hos- 
pital 

October  11  — Grand  Island,  St.  Francis 
Hospital 

November  1 — Alliance,  Central  School 
Building 

November  15  — Norfolk,  Elks  Lodge 

NEBRASKA  STATE  MEDICAL  ASSOCIA- 
TION — FALL  MEETING  — House  of 
Delegates  and  Board  of  Councilors,  Octo- 
ber 3,  4,  5,  1969,  Holiday  Inn,  Kearney, 
Nebraska. 


AMERICAN  COLLEGE  OF  CHEST  PHYSI- 
CIANS — Intensive  management  of  pul- 
monary diseases;  October  16-18,  1969. 

Write  to:  Reuben  Chemiack,  M.D.,  ACCP, 
112  East  Chestnut  Street,  Chicago,  Illinois 
60611. 


AMERICAN  COLLEGE  OF  CHEST  PHYSI- 
CIANS — First  Fall  scientific  assembly 
35th  annual  meeting) ; October  29  - No- 
vember 2,  1969.  Write  to:  Alfred  Soffer, 
M.D.,  ACCP,  112  East  Chestnut  Street, 
Chicago,  Illinois  60611. 


OMAHA  MID-WEST  CLINICAL  SOCIETY 
— 37th  Annual  Assembly;  November  3,  4 
and  5,  1969;  in  Omaha’s  Fontanelle  Ho- 
tel. The  society’s  address  is  1040  Medi- 
ical  Arts  Building,  Omaha,  Nebraska 
68102. 


LARYNGOLOGY  AND  BRONCHOESOPH- 
AGOLOGY  — Postgraduate  course,  No- 
vember, 1969.  Write  to:  Department  of 
Otolaryngology,  College  of  Medicine,  Uni- 
versity of  Illinois  at  the  Medical  Center, 
Postoffice  Box  6998,  Chicago,  Illinois 
60680. 


NATIONAL  EASTER  SEAL  SOCIE'TY  for 
Crippled  Children  and  Adults  — 1969  Con- 
vention, November  19-22,  in  Columbus, 
Ohio;  the  Sheraton-Columbus  will  be  the 
headquarters  hotel.  The  address  of  the 
society  is:  2023  W.  Ogden  Ave.,  Chicago, 
Illinois  60612. 


AMERICAN  MEDICAL  ASSOCIATION’S 
23rd  CLINICAL  CONVENTION  — Den- 
ver, Colorado,  November  30  - December  3, 
1969. 


NEBRASKA  STATE  MEDICAL  ASSOCIA- 
TION — 102nd  ANNUAL  SESSION  — 
April  27-29,  1970,  Hotel  Cornhusker, 

Lincoln,  Nebraska. 


Whole  Blood  Versus  Packed  Red  Cells  for 
Preoperative  Transfusions  — R.  D.  Wil- 
liams (Univ  of  Texas  Medical  Branch,  Gal- 
veston). Surg  Gynec  Obstet  128:1047- 
1050  (May)  1969. 

Whole  blood  transfusions  were  compared 
with  red  cell  transfusions  in  patients  over 
60  years  of  age  with  anemia  and  heart  dis- 
ease. None  of  the  patients  developed  conges- 
tive heart  failure  or  sodium  and  water  reten- 
tion. The  blood  volume  expansion  was  al- 
most entirely  due  to  red  cells  and  was  greater 
24  hours  after  red  cell  transfusion.  The 
plasma  of  the  whole  blood  transfusions  was 
lost  from  either  an  allergic  response  or  pro- 
tein use  in  metabolism  plus  water  loss  in  the 
urine.  It  appears  that  red  cell  suspensions 
are  superior  to  whole  blood  in  the  correction 
of  preoperative  anemia  which  requires  trans- 
fusions, but  that  neither  is  likely  to  produce 
heart  failure  in  the  well-compensated  patient. 
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It's  New 


Information  contained  in  this  section 
has  been  obtained  from  the  manufac- 
turers, whose  literature  should  be  con- 
sulted for  complete  details  and  infor- 
mation regarding  indications  and  con- 
traindications, dose,  effects,  administra- 
tion, precautions,  and  side  effects. 

The  Journal  assumes  no  responsibility 
for  drugs  and  other  products  listed  here. 

Fetal  heart  monitor 

A Doppler  monitoring  instrument  has  been 
developed  that  permits  a doctor  or  nurse  to 
keep  track  of  fetal  heartbeats  of  10  pa- 
tients at  a time  from  one  central  listening 
post  location. 

Designated  the  MM-1000,  the  transistor- 
ized instrument  was  developed  by  the  Medi- 
cal Division  of  Magnaflux  Corporation, 
Chicago,  for  use  with  its  MD-501  ultra- 
sonic Doppler  shift  instrument  which  pro- 
vides an  easily  interpreted  audible  signal  of 
fetal  heart  rate. 

The  new  central  station  unit  extends  mon- 
itoring to  patients  in  separate,  preselected 
rooms.  Instant  selection  of  any  patient  is 
available  merely  by  adjustment  of  a station 
selector  dial.  A trained  operator  can  listen 
for  abnormalities  in  up  to  10  patients  even 
while  performing  other  duties. 

The  pattern  of  change  in  fetal  heart  rate 
is  often  more  important  than  the  actual 
number  of  heartbeats  in  indicating  fetal  dis- 
tress. For  this  reason  ultrasonic  Doppler 
monitoring  is  extremely  valuable  in  evaluat- 
ing fetal  conditions  during  pregnancy  and 
labor  and  in  positively  identifying  certain 
conditions  associated  with  grave  prognosis 
in  time  for  corrective  action  to  be  taken. 

The  transducer  probe  of  the  Doppler  unit 
is  quickly  and  easily  affixed  to  the  exterior 
of  the  mother’s  abdomen.  It  sends  signals 
which  are  monitored  through  a high-fidel- 
ity built-in  speaker  or  through  headphones. 
Slight  adjustment  of  the  transducer  posi- 
tion and  of  volume  and  tone  controls  on  the 
MM-1000  panel  provide  fine  tuning  of  sig- 


nals. A jack  is  also  provided  for  various 
recording  devices  and  accessory  modules. 

Since  the  Doppler  output  represents  mo- 
tion of  the  fetal  heart  rather  than  sound 
there  is  little  or  no  interference  due  to  back- 
ground noise  associated  with  maternal  mo- 
tion. Such  background  noise  can  make 
stethoscopic  detection  of  fetal  heartbeat  dif- 
ficult. 

In  addition,  the  Doppler  system  requires 
no  invasion  of  the  birth  canal  or  rupturing 
of  membranes  which  may  be  necessary  in 
fetal  electrocardiology. 

The  MM-1000  unit  features  solid  state  cir- 
cuitry with  instant  warm-up.  It  is  attrac- 
tively finished  in  gray  vinyl,  measures  19 
by  18  by  7 inches  high,  and  weighs  about 
20  pounds.  It  operates  off  standard  120- 
volt,  60-cycle,  single-phase  line. 

Soy  isolates  formula 

Mead  Johnson  Laboratories,  producer  of  a 
diversified  system  of  infant  formula  products 
for  sick  and  well  babies  alike,  has  introduced 
a new  form  of  its  soy  isolate  formula,  Pro- 
Sobee,  previously  only  available  in  13  fluid 
ounce  cans  of  Concentrated  Liquid. 

ProSobee  is  now  being  offered  in  32  fluid 
ounce  cans  of  Ready-To-Use  formula,  the 
first  soy  isolate  formula  available  in  this 
convenient  form.  Studies  have  shown  that 
mothers  prefer  the  convenience  of  ready-to- 
use  formulas  for  everyday  feedings  over 
those  which  require  preparation  before  feed- 
ing. 

For  the  busy  mother  with  a child  allergic 
to  milk  and  who  spends  much  of  her  time 
preparing  meals  free  of  milk  protein,  Pro- 
Sobee Ready-To-Use  is  the  ideal  way  for 
mother  to  be  assured  her  child  is  receiving 
a nutritionally  balanced  milk  substitute. 

Point-of-purchase  materials,  including  ad 
slicks,  shelf  talkers  and  shelf  strips,  are 
available  from  Mead  Johnson  for  use  by  the 
trade  in  promoting  this  new  convenient  form 
of  ProSobee.  The  suggested  wholesale  price 
to  retailers  for  a six  can  case  is  $4.17. 
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Suicide  — J.  A.  Fawcett,  M.  Left,  and  W. 
E.  Bunney,  Jr.  (1601  W Taylor  St,  Chi- 
cag^o).  Arch  Gen  Psychiat  21:129-137 
(Aug)  1969. 

In  a study  of  30  suicidal  patients,  four 
characteristics  were  found  to  differentiate 
a high  risk  group:  interpersonal  in  capa- 
city — an  inability  to  maintain  warm,  mu- 
tually interdependent  relationships;  marital 
isolation  — a long-standing  emotional  dis- 
engagement; help  negation  — the  patient’s 
persistent  denial  of  any  therapeutic  relation- 
ships ; and  distorted  communication  of  de- 
pendency wishes  — inability  to  effectively 
obtain  gratification  of  dependency  needs. 
In  addition  to  the  chronic  behavioral  pat- 
terns, the  following  characteristics  were 
seen  immediately  preceding  suicidal  behavi- 
or; stated  intent  to  die  as  opposed  to  ele- 
ments of  interpersonal  bargaining;  commun- 
ication of  suicidal  intent  to  the  spouse  only. 


“Phaedra  Complex”  — A.  A.  Messer  (Dept 
of  Psychiatry,  Emory  Univ,  Atlanta). 
Arch  Gen  Psychiat  21 :213-218  (Aug) 
1969. 

The  Phaedra  complex  deals  with  step-par- 
ent-stepchild attraction  and  is  analogous  to 
the  Oedipus  complex  and  the  natural  parent- 
natural  child  attraction.  The  incest  taboo 
between  the  step-parent  and  stepchild  is  di- 
luted because  they  are  not  bound  by  blood. 
A case  is  presented  in  which  a step-parent 
and  stepchild  conspired  unconsciously  to 
keep  the  natural  parent  hospitalized  and 
away  from  home.  Because  of  the  increas- 
ing number  of  broken  homes  due  to  divorce 
and  desertion,  the  family  romance  as  it  per- 
tains to  remarriage  has  become  a more 
significant  part  of  everyday  clinical  con- 
cern. 


Selective  or  Truncal  Vagotomy?  — T.  Ken- 
nedy and  A.  M.  Connell  (Queen’s  Univ, 
Belfast,  Ireland).  Lancet  1:899-901  (May 
3),  1969. 

The  early  results  of  a double-blind  ran- 
domized controlled  trial  of  selective  and  trun- 


cal vagotomy,  each  combined  with  pyloro- 
plasty, in  the  treatment  of  100  patients  with 
duodenal  ulcer  are  described.  All  patients 
were  assessed  after  one  year  by  a physician 
who  did  not  know  the  nature  of  the  operation 
in  any  given  case.  None  of  the  patients  died, 
and  there  was  no  difference  in  clinical  grad- 
ing between  the  two  groups.  There  was  no 
significant  difference  in  the  incidence  of 
diarrhea  one  year  after  operation.  A high- 
er proportion  of  negative  insulin  tests  was 
found  in  patients  treated  by  the  selective 
operation. 

Improved  Technique  for  Gastric  Cytology 
Utilizing  Simultaneous  Lavage  and  Fiber 
Gastroscopy  — S.  Kobayashi  et  al  (Aichi 
Cancer  Center  Hosp,  Nagoya,  Japan). 
Gastroint  Endosc  15:198-200  (May)  1969. 

Diagnosis  by  gastric  lavage  under  direct  vi- 
sion was  correct  in  363  of  375  proved  gas- 
tric carcinomas  (96.8%).  Gastric  lavage 
cytology  under  direct  vision  is  superior  to 
blind  gastric  cytology  performed  through  a 
gastric  tube.  Combining  gastroscopic  visual- 
ization and  cytological  lavage  into  one  pro- 
cedure decreases  the  total  time  required  for 
the  separate  procedures.  Screening  of  cyto- 
logical specimens  obtained  by  direct  vision 
lavage  is  more  rapid  because  of  the  higher 
yield  of  malignant  cells. 

Prolonged  Survival  After  Bilateral  Ne- 
phrectomy in  An  Adult  With  Hemolytic- 
Uremic  Syndrome  — M.  Giromini  and  C. 
Laperrouza  (Univ  of  Geneva.  Geneva, 
Switzerland).  Lancet  2:169-170  (July  26) 
1969. 

In  a 23-year-old  woman  with  hemolytic- 
uremic  syndrome,  complete  anuria,  severe 
hemolysis,  and  malignant  hypertension  led 
to  a near-terminal  state  within  six  weeks 
despite  treatment  with  heparin,  corticoster- 
oids, and  hemodialysis.  After  bilateral  ne- 
phrectomy and  splenectomy,  hemolysis  dis- 
appeared and  blood  pressure  returned  to  nor- 
mal. The  patient  recovered  and  was  able  to 
resume  her  normal  activities  under  inter- 
mittent hemodialysis.  She  remained  well 
nine  months  after  the  onset  of  symptoms. 
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PICTURES  OF  AUTHORS 

We  were  once  asked  why  we  didn’t  print 
pictures  of  our  authors  along  with  their 
articles,  and  our  answer  is  some  three  or 
fourfold,  simple,  and  utterly  convincing. 
We  have  seen  this  done  elsewhere,  of  course, 
and  we  cannot  think  what  the  picture  adds 
to  the  article.  Quite  often,  we  have  seen 
a good  article  accompanied  by  a picture  of 
someone  we  would  not  care  to  meet  in  a 
dark  alley.  The  writers  either  grin  from 
ear  to  ear  or  hold  glasses  in  their  hands, 
or  wear  ties  we  wouldn’t  wear  to  a funeral. 

Then  there  is  the  matter  of  printing.  Pic- 
tures hold  up  production,  they  are  not  al- 
ways available  and  some  are  pictured  while 
others  are  not. 

Of  course,  we  like  to  print  our  presidents’ 
pictures,  but  that  is  only  because  our  presi- 
dents are  uniformly  photogenic.  That’s  how 
they  get  to  be  presidents,  we  very  nearly 
said. 

And,  horror  of  horrors,  our  readers  might 
even  get  to  see  what  tve  look  like. 

— F.C. 

TAKE  TWO 

Take  two  aspirins,  the  patient  hears,  or 
as  the  old  joke  goes,  when  the  doctor  is  very 
tired  and  is  awakened  by  someone  with  a 
cold,  take  two  mornings  and  call  me  in  the 
aspirin. 

But  if  we  want  the  patient  to  take  some- 
thing, why  take  two?  Whatever  happened 
to  one?  We  can  honestly  claim  to  have 
done  no  research  here,  which  puts  us  in  an 
unenviable  position.  For  we  think  that  if 
you  can  get  half  the  dose  into  a pill  or  tablet, 
you  should  be  able  to  get  it  all.  Without 
investigating  all  the  drugs  in  our  medi- 
cine cabinet,  there  is  too  much  of  a coinci- 
dence in  assuming  that  it  takes  two  pills  or 
two  tablets  of  every  drug  to  contain  a 
single  dose. 

Of  course,  if  you  want  to  take  half  the 
dose,  it  is  convenient  to  have  half-dose  tab- 


lets, but  everybody  takes  two,  and  besides, 
you  can  always  break  a tablet. 

So  we  ask  the  pharmaceutical  companies, 
if  we  take  one  vitamin  pill,  why  must  we 
take  two  aspirins? 

Why  not  one? 

—F.C. 

THE  ALCOHOL  SPONGE 

We  have  read,  and  with  the  most  mixed 
of  emotions,  letters-to-the-editor  saying  that 
the  alcohol  sponge  or  swab  accomplishes 
nothing  during  the  second  or  two  of  its  use. 
Dry  rubbing  of  the  skin  serves  as  well,  they 
say,  and  they  go  further,  much  further. 
For,  since  it  performs  no  useful  effect,  on 
theoretical  and  perhaps  biostatistical 
grounds,  and  since  infections  do  not  occur, 
the  authors  have  concluded  that  really  noth- 
ing at  all  is  required,  and  they  have  some- 
how proved  it  by  making  no  effort  to  ster- 
ilize the  skin  before  puncturing  it.  Thus, 
they  have  done  many  hypodermic,  intra- 
muscular, and  even  intravenous  injections 
without  the  alcohol  sponge  or  any  of  its  sub- 
stitutes. 

We  are  not  the  bravest  of  the  brave,  and 
we  still  inflict  the  one-second  ritual  of  the 
swab  before  injecting.  It  gives  us  a per- 
haps meaningless  sense  of  security  and  it 
may  have  some  sort  of  medicolegal  meaning. 
But  we  are  afraid  that  these  writers  may 
be  right,  and  that  we  are  performing  a 
completely  unimportant  and  anachronistic 
mumbo-jumbo  that  we  cannot  defend  to  the 
youngest  of  students. 

We  can  see  it  now,  a little  white  sponge 
under  a jar,  in  a museum,  one  or  two  dec- 
ades from  now,  and  the  passer-by  looks  and 
laughs. 

—F.C. 

STOP  AND  GO 

Symptoms  increase  with  age,  and  we  are 
no  exception.  We  take  a muscle  relaxant 
for  backache  and  another  chemical  when  we 
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get  the  flu,  which  is  when  your  back  aches. 
There  is  one  remedy  when  we  have  irritated 
our  colon  and  another  for  what  we  euphem- 
istically call  emesis. 

We  will  stoutly  maintain  that  we  do  not 
suffer  from  hyperchondriasis,  but  there  is 
this  drug  for  cough  and  that  one  for  nau- 
sea, and  we  cannot  remember  which  chem- 
ical goes  with  which  symptom.  What  we  are 
trying  to  say  is  that  chloramphenicol  and 
valium  are  meaningless  to  us,  they  have  to 
be  translated  somehow  into  cough  and  back- 
ache, and  even  so,  our  knowledge  is  no  less 
technical  than  our  internist’s,  for  that  is 
all  they  can  mean  to  him.  We  are  for  drug- 
labelling, but  we  mean  to  go  much  farther 
than  what  ordinary  drug-labellers  suggest. 

For  months  later,  when  your  back  hurts 
again,  of  what  use  is  it  to  read  chloram- 
phenicol or  bentyl  on  a label?  If  the  pill  in 
the  bottle  is  for  nausea,  the  bottle  should  be 
labelled  “nausea-pills,”  or  anti-nausea,  if 
you  insist.  We  mean  no  shortcuts  here ; 
the  chemical  name  means  no  more  to  the 
scientist  than  it  does  to  the  sufferer.  And 
if  “heachache-remedy”  sounds  like  a throw- 
back to  another  century,  it  is  also  a return 
to  what  might  be  called  efficiency  or  even 
honesty,  or  even  “horse  sense.” 

If  a pill  is  meant  for  backache,  “one  every 
4 hours”  is  a poor  label,  and  “valium”  is  no 
better;  “one  three  times  a day  for  back- 
ache” is  the  only  correct  way  to  label  the 
bottle.  For  weeks  later,  when  we  want  the 
remedy  again,  the  first  two  names  will  only 
confuse  us;  if  backache  is  what  they  are 
for,  why  should  they  not  say  backache? 

The  two  pedals  on  an  automobile  are 
called  brake  and  accelerator,  but  all  they 
mean  is  stop  and  go,  and  why  not  say  so? 
That’s  what  we’re  trying  to  say,  about 
medicine. 

— F.C. 


Miniature  Head  - Mounted  Surgical  Micro- 
scope — S.  C.  Becker  (Washington  Univ 
School  of  Medicine,  St.  Louis).  Arch 
Ophthal  82:216-217  (Aug)  1969. 


Floor-mounted  microscopes  which  are  pres- 
ently available  for  ophthalmic  surgery  have 
disadvantages,  such  as  inadequate  maneuv- 
erability and  the  uncomfortable  position 
which  the  surgeon  must  assume.  The  use 
of  a lightweight,  miniature,  head-mounted 
microscope  eliminates  most  of  these  prob- 
lems. 

Photosensitivity:  Familial  Incidence,  Clini- 
cal Features,  and  Incidence  of  Erythro- 
poietic Protophorphyria  — R.  T.  W.  Pren- 
tice and  A.  Goldberg  (Western  Infirmary, 
Glasgow,  Scotland).  Brit  J Derm  81:414- 
419  (June)  1969. 

Of  54  patients  who  presented  with  skin 
sensitivity  to  sunlight,  only  one  had  ery- 
thropoietic protoporphyria.  Forty-seven  of 
them  had  had  at  least  three  episodes  of  pho- 
tosensitivity, and  these  could  be  subdivided 
into  two  groups:  those  in  whom  the  onset 
was  late  (mean  age  45  years)  and  the  dura- 
tion of  photosensitivity  was  less  than  35% 
of  the  lifespan,  and  those  in  whom  the  on- 
set was  early  (mean  age  12  years)  and  the 
duration  of  symptoms  was  greater  than 
35%  of  the  lifespan.  Three  of  the  30  pa- 
tients in  the  first  group  and  eight  of  the 
17  in  the  second  had  a definite  family  his- 
tory of  photosensitivity. 

Rectal  Examination  in  Patients  With  Acute 
Myocardial  Infarction  — D.  L.  Earnest 
and  G.  F.  Fletcher  (Georgia  Baptist  Hosp, 
Atlanta).  New  Eng  J Med  281:238-240 
(July  31)  1969. 

Rectal  examination  is  commonly  deferred 
or  omitted  in  patients  with  acute  myocardial 
infarction.  To  evaluate  the  safety  and  spe- 
cific usefulness  in  this  clinical  setting  of  an 
otherwise  routine  procedure,  a gentle  digital 
rectal  examination  was  performed  in  86  pa- 
tients with  acute  myocardial  infarction 
within  24  hours  after  their  hospitalization. 
No  adverse  clinical  or  electrocardiographic 
effects  were  observed  and  no  angina  pec- 
toris was  produced.  The  unsuspected  pres- 
ence of  fecal  occult  blood,  prostatic  enlarge- 
ment, and  voluminous  hard  stool  was  en- 
countered frequently  enough  to  make  rectal 
examination  a useful  adjunct  in  planning 
care  for  this  patient  group. 
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ORIGINAL  ARTICLES 


Upper  Gastrointestinal  Hemorrhage 


Bleeding  from  the  upper  gas- 
trointestinal tract  is  always 
important,  both  from  the  view- 
point of  blood  loss  and  for  the  indication  it 
gives  of  the  presence  of  a significant  lesion. 
This  is  a problem  familiar  to  most  physi- 
cians, for  it  is  a manifestation  of  many  di- 
verse illnesses  and  a complication  of  many 
forms  of  treatment.  The  mortality  rate  is 
said  to  be  about  ten  percent  in  patients  over 
50  years  of  age.  It  may  aggravate,  even 
fatally,  concomitant  disease  such  as  myo- 
cardial insufficiency,  cerebrovascular  insuf- 
ficiency, chronic  renal  disease,  or  cirrhosis 
of  the  liver.  There  are  serious  risks  in- 
curred in  our  methods  of  treatment  of  hem- 
orrhage : the  risks  of  blood  transfusion,  the 
risks  of  esophageal  tamponade,  and  naso- 
gastric intubation.  Despite  its  serious  na- 
ture, the  source  of  hemorrhage  remains  un- 
detected in  about  25  percent  of  instances, 
depending  in  part  upon  the  vigor  with  which 
the  diagnosis  is  pursued. 

Effects  of  Hemorrhage 
Hemorrhage  may  come  from  any  of  more 
than  60  lesions,  and  may  be  a minor  ooze 
or  a life-threatening  gush,  a single  brief  epi- 
sode, a continuous  outpouring,  or  recurrent 
bouts.  There  are  two  facets  to  the  prob- 
lem: management  of  the  effects  of  hem- 
orrhage and  detection  and  treatment  of  the 
lesion  responsible  for  the  bleeding.  Charac- 
terization of  the  extent  and  effect  of  blood 
loss  is  the  first  task.  The  result  of  this 
assessment  will  determine  the  therapeutic 
and  diagnostic  measures  to  be  employed,  as 
well  as  the  timing  and  intensity  of  our  ef- 
forts. Patients  show  great  variability  in 
their  response  to  blood  loss,  but  most  can 
tolerate  a 500  ml  bleed  into  the  intestinal 
tract  without  symptoms.  Hypovolemic 
symptoms  of  weakness,  giddiness,  syncope, 
anxiety,  cold  sweats,  pallor,  thirst,  and  fall 
in  blood  pressure  occur  with  the  loss  of  20 
to  30%  of  the  circulating  blood  volume  in 
the  upright  patient  or  the  loss  of  50%  of 
the  blood  volume  in  the  recumbent  patient. 
Conjunctival  and  skin  pallor  are  less  re- 
liable signs  of  such  depletion  than  is  the  dis- 
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appearance  of  the  nonnal  pink  color  of  the 
palmar  creases  when  the  fingers  are  hyper- 
extended.  Hemoglobin  levels  do  not  give  ac- 
curate estimates  of  blood  loss  until  compen- 
satory processes  are  complete,  a matter  of 
six  to  twenty-four  hours.  Nonetheless,  con- 
ventional definitions  of  “massive  hemor- 
rhage” have  specified  a hemoglobin  level  of 
7 to  8 gm%,  a red  blood  cell  count  of  2.5 
to  3 million  per  cu  mm,  a blood  volume  deple- 
tion of  40%  or  more.  Faustian^  has  pro- 
posed the  following  parameters  for  the  cor- 
relation of  clinical  manifestations  with  the 
volume  of  blood  lost : 

1.  Massive  hematemesis  — (not  includ- 
ing blood  streaks  or  clots  in  vomitus) 
indicates  1,000  ml  blood  loss  or  more  in 
a 60-minute  period. 

2.  Melena  — blood  loss  at  a rate  great- 
er than  50  ml  per  hour. 

3.  Occult  blood  in  stool  — blood  loss  be- 
tween 50  ml  per  hour  and  15  ml  in 
24  hours. 

4.  h'on  deficiency  anemia  with  stools 
negative  for  occult  blood  — 3 to  15  ml 
blood  loss  in  24  hours. 

Simple  measurement  of  the  volume  of 
vomitus  or  stool  will  not  give  a useful  esti- 
mate of  the  extent  of  blood  loss  for  the  ob- 
vious reason  that  the  blood  is  mixed  with 
an  unknown  proportion  of  other  materials 
and  that  there  is  no  certainty  that  all  blood 
lost  to  the  circulation  has  been  removed 
from  the  gastrointestinal  tract.  Bleeding 
often  precipitates  vomiting  or  diarrhea,  but 
older  patients  may  not  react  in  this  fashion, 
particularly  if  the  quantity  of  blood  is  mod- 
erate. One  of  my  nondrinking  patients  bled 
to  death  from  esophageal  varices  without 
vomiting  or  passing  blood  in  the  stool.  The 
patient  may  fail  to  observe  evidence  of 
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bleeding,  be  unaware  of  the  significance  of 
a tarry  stool,  or  even  unable  to  report  it. 
I have  seen  several  older  postoperative  pa- 
tients whose  ulcer  hemorrhage  was  detected 
as  the  result  of  investigation  of  a low  hemo- 
globin level,  the  tarry  stools  having  been 
unreported.  Hematemesis  usually  occurs 
when  sufficient  blood  reaches  the  stomach 
and  distends  it  enough  to  cause  vomiting. 

Hematemesis  almost  always  means  that 
the  lesion  is  proximal  to  the  ligament  of 
Treitz.  “Coffee-ground  material”  in  the 
vomitus  is  hematin  resulting  from  the  action 
of  acid  gastric  juice  on  blood,  presumably 
in  the  stomach.  This  is  no  help  in  localiza- 
tion of  the  lesion,  for  blood  from  the  naso- 
pharynx may  be  swallowed,  and  its  color 
changed  in  the  stomach,  before  it  is  regurgi- 
tated. Similarly,  bright  red  blood  in  the 
vomitus  may  come  from  a lesion  at  any 
level  of  the  upper  gastrointestinal  tract  if 
the  bleeding  is  sufficiently  rapid.  Stool 
color  likewise  gives  indefinite  clues : at  least 
50  to  100  ml  of  blood  must  be  lost  into 
the  intestinal  tract  rather  rapidly  to  form 
a black  stool.  Blood  lost  distal  to  the  stom- 
ach must  remain  in  the  intestine  about  eight 
hours  for  conversion  to  protoporphyrin  and 
deuteroporphyrin  which  accounts  for  the 
black  color.  More  rapid  transit  time  is 
usual,  and  will  result  in  a dark  red  stool. 
In  essence,  the  more  vigorous  the  hemor- 
rhage, the  redder  the  vomitus  or  stool. 

As  part  of  our  assessment  of  the  effects 
of  hypovolemia,  we  must  be  alert  to  the 
possibility  of  silent  myocardial  infarction, 
precipitated  by  hypotension.  Such  infarc- 
tions are  often  painless,  and  the  tachycardia, 
circulatory  failure,  and  hypotension  are  mis- 
interpreted as  being  due  to  blood  loss,  too 
rapid  transfusion,  and  so  on.  Routine  and 
repeated  electrocardiograms  are  necessary  in 
each  case  to  avoid  the  error  in  a few  cases. 
Unsuspected  chronic  renal  disease  may  lead 
to  acute  renal  failure  when  the  patient  is 
challenged  by  a major  gastrointestinal  hem- 
orrhage. The  increasing  azotemia  may  be 
mistaken  for  the  usual  and  expected  increase 
in  blood  urea  which  results  from  the  pres- 
ence of  blood  in  the  intestine.  Elderly  pa- 
tients with  cerebrovascular  insufficiency  re- 
quire special  vigilance,  for  they  may  be  ad- 
versely affected  by  the  effects  of  hemor- 


rhage or  by  the  ministrations  of  their 
physicians. 

Sources  of  Bleeding 

A great  many  different  lesions  have 
caused  upper  gastrointestinal  hemorrhage 
but  over  85%  of  massive  bleeding  episodes 
are  due  to  the  following  common  lesions 
duodenal  ulcer  — 28%,  varices  — 19%, 
gastric  ulcer  — 12%,  gastritis  — 12%, 
esophagitis  — 7%,  esophagogastritis  — 1%, 
Mallory- Weiss  — 5%,  anastomotic  ulcer  — 
3%.  Defining  the  exact  site  and  cause  of 
bleeding  is  often  difficult  and  requires  not 
only  history  and  physical  examination  but 
also  various  laboratory,  x-ray,  and  endoscopic 
examinations. 

The  clinical  history  will  include  a descrip- 
tion of  the  hematemesis:  vomiting  clots  of 
bright  red  blood  in  one  massive  evacuation 
of  the  stomach  is  said  by  Katz®  to  be  charac- 
teristic of  erosive  gastritis.  Bright  red 
liquid  blood  in  large  quantities  is  the  usual 
vomitus  with  esophageal  varices  bleeding. 
Repeated  vomiting  of  blood-free  stomach  con- 
tents is  followed  by  the  sudden  appearance 
of  bright  red  blood  in  the  vomitus  of  patients 
with  the  Mallory-Weiss  laceration  at  the  gas- 
tric cardia.  An  often-heard  story  in  bleed- 
ing from  peptic-ulcer  is  the  passage  of  a 
large  tarry  stool,  an  emesis  of  a large  quan- 
tity of  coffee-ground  material,  then  syn- 
cope ...  in  a locked  bathroom.  Melena  may 
be  present  with  any  of  these  lesions.  While 
these  histories  are  characteristic,  they  are 
not  diagnostic  and  variations  of  all  sorts  are 
common.  An  effort  should  be  made  to 
avoid  confusing  nasopharyngeal  or  pulmon- 
ary bleeding  where  the  blood  has  been  swal- 
lowed prior  to  its  regurgitation. 

Symptoms  prior  to  hemorrhage  may  give 
clues  to  the  identity  of  the  underlying  dis- 
ease, and  again  are  only  suggestive  and  may 
be  misleading.  Periodic  episodic  attacks  of 
recurrent  epigastric  distress  and  the  fre- 
quent use  of  antacids,  including  baking  soda 
or  Rolaids  for  the  relief  of  indigestion,  sug- 
gests the  possibility  of  peptic  ulcer ; the  pain 
is  often  relieved  when  hemorrhage  occurs. 
Hiatus  hernia  and  esophagitis  are  suggested 
by  symptoms  of  heartburn  or  dysphagia. 
Previous  jaundice,  known  liver  disease, 
heavy  use  of  alcohol  would  cause  one  to  con- 
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sider  a diagnosis  of  esophageal  varices.  The 
use  of  alcohol,  aspirin,  corticosteroids,  Buta- 
zolidin,  tolbutamide,  reserpine,  and  many 
other  agents  are  associated  with  an  increased 
incidence  of  gastric  and  duodenal  ulcer;  they 
may  also  produce  an  erosive  gastritis  with- 
out chronic  ulceration  but  with  major  hemor- 
rhage. Stress  ulcers  following  infection, 
burns,  surgery,  or  other  trauma  have  a great 
propensity  to  hemorrhage.  Some  of  the  most 
difficult  therapeutic  problems  occur  in  pa- 
tients with  transplanted  kidneys,  or  who  are 
on  a program  of  chronic  renal  dialysis,  and 
who  must  continue  to  receive  large  doses  of 
ulcerogenic  drugs:  corticosteroids,  immuno- 
suppressive agents,  and  sometimes  intermit- 
tent anticoagulants  as  well.  A history  of 
previous  gastric  surgery  will  suggest  the 
possibility  of  an  anastomotic  ulcer.  These 
are  often  complicated  by  hemorrhage,  and 
if  this  occurs  within  a short  time  of  the 
original  operation,  the  mortality  rate  is  high. 
The  clinical  history  may  well  suggest  the 
presence  of  some  general  systemic  disease, 
hematologic  disorder,  hereditary  illness,  in- 
fection, or  tumor  known  to  be  associated 
with  intestinal  bleeding.  In  all  cases  an  at- 
tempt must  be  made  to  demonstrate  the 
lesion,  and  to  demonstrate  that  it  is  bleeding. 

The  physical  examination  will  give  im- 
portant information  concerning  the  patient’s 
response  to  blood  loss.  Pulse  rate,  blood  pres- 
sure, palmar  crease  pallor,  and  response  to 
tilting  to  70  degrees  are  the  principle  items 
to  be  noted.  Evidence  of  marked  weight  loss 
may  suggest  the  presence  of  a neoplasm  of 
stomach  or  esophagus;  jaundice  or  ascites 
suggests  that  esophageal  varices  may  be 
present.  The  skin  may  show  jaundice  (liver 
disease) ; bruises  and  cutaneous  bleeding 
(thrombocytopenia)  ; red  nodular  telangiec- 
tatic lesions  (Rendu-Osler- Weber) ; pseudo- 
xanthoma elasticum  changes  in  axilla, 
groin,  and  neck;  brown  freckle-like  pigmen- 
tation of  lips  and  face  (Peutz-Jeghers  gas- 
trointestinal polyposis),  and  other  lesions. 
The  oropharynx  should  be  carefully  inspected 
for  ulceration,  tumor,  or  any  bleeding  lesion 
as  well  as  clues  to  the  presence  of  systemic 
disease.  Abdominal  examination  may  dis- 
close hepatomegaly,  splenomegaly  (portal 
hypertension),  or  the  presence  of  a mass 
suggesting  gastric  neoplasm.  Localized  epi- 


gastric tenderness  is  suggestive  of  ulcer; 
diffuse  tenderness  is  more  characteristic  of 
gastritis.  Rectal  examinations  must  not  be 
omitted. 

Further  Studies 

It  is  not  enough  to  be  suspicious  that  a 
bleeding  patient  has  a specific  lesion  capable 
of  producing  the  hemorrhage.  Whenever  pos- 
sible, objective  evidence  of  the  presence  of 
the  lesion  should  be  obtained.  More  impor- 
tant, it  must  be  confirmed  as  the  source  of 
the  bleeding.  Palmer^  has  done  more  than 
any  other  to  emphasize  this  point.  In  a re- 
cent report  of  1400  patients  with  severe 
active  upper  gastrointestinal  hemorrhage, 
bleeding  lesions  were  found  in  1313,  but 
he  also  demonstrated  an  additional  711  po- 
tentially bleeding  lesions  that  were  not 
playing  a part  in  the  hemorrhage.  Where  a 
potentially  bleeding  lesion  was  known  to  be 
present  when  the  hemorrhage  began,  a dif- 
ferent lesion  was  found  to  be  responsible  for 
the  bleeding  in  40%  of  cases.  One  third  of 
the  patients  with  known  cirrhosis  were  found 
to  be  bleeding  from  a source  ether  than 
varices,  and  two  thirds  of  those  with  previ- 
ous gastric  surgery  were  bleeding  from  a 
lesion  other  than  anastomotic  ulcer. 

The  identification  of  the  bleeding  source 
requires  prompt  examination  by  certain  spe- 
cialized technics : gastric  aspiration,  ice- 

water  lavage  of  the  stomach  to  halt  the 
bleeding  temporarily  and  to  cleanse  the 
stomach,  esophagoscopy,  gastroscopy,  and 
x-ray  examination  of  the  upper  gastroin- 
testinal tract.  The  speed  and  vigor  with 
which  these  examinations  are  carried  out  are 
directly  proportional  to  the  seriousness  of  the 
patient’s  illness.  Unless  the  bleeding  is  mild 
and  slow,  the  studies  must  be  carried  out  as 
emergencies.  Life-saving  therapy  depends 
upon  accurate  diagnosis.  If  only  supportive 
measures,  i.e.  blood  transfusion  and  bed  rest, 
are  contemplated,  there  is  no  need  for  ac- 
curate diagnosis;  but  the  application  of  the 
Sengstaken  balloon  will  not  control  the  bleed- 
ing of  a duodenal  ulcer  and  will  delay  a need- 
ed operation.  The  Sengstaken  balloon  will 
prolong  the  bleeding  from  a Mallory- Weiss 
laceration  of  the  gastric  cardia,  but  may  well 
arrest  the  bleeding  from  esophageal  varices. 
Erosive  gastritis  can  usually  be  managed 
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without  laparotomy;  a bleeding  gastric  leio- 
myoma usually  cannot.  Even  though  the 
bleed  be  small,  there  is  some  urgency,  for  the 
lesions  of  erosive  gastritis  may  disappear 
in  two  or  three  days  and  along  with  them  the 
chance  to  make  a correct  and  important 
diagnosis. 

Summary 

1.  Upper  gastrointestinal  bleeding  is  al- 
ways important. 

2.  The  hypovolemic  effects  of  the  hemor- 
rhage depend  upon  the  amount  of 
blood  lost  and  the  rapidity  of  bleeding. 
These  factors  must  be  assessed,  for 
they  determine  the  procedures  to  be 
used  for  diagnosis  and  treatment. 


3.  The  causative  lesion  should  be  iden- 
tified and  treated.  Clinical  history  and 
physical  examination  will  give  clues 
to  the  diagnosis,  but  laboratory,  x-ray, 
and  endoscopic  examinations  will  be 
required  to  define  the  actual  bleeding 
site. 
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Management  of  the  Child  with  Fever 
Of  Undetermined  Origin 


The  establishment  and  preserv- 
ation of  homeostasis  in  a host  is 
dependent  upon  specific  defense 
systems  or  mechanisms.  These  systems  are 
functionally  related,  anatomically  and  physio- 
logically. 

Acute  phase  phenomena  are  a part  of  this 
defense  mechanism.  Synthetic  and  cata- 
bolic elem.ents  resulting  from  bacterial  or 
viral  invasion,  injury,  or  even  immunologi- 
cal reaction,  become  evident  locally  or  sys- 
temically  soon  after  the  assault.  Therefore, 
the  host  response  may  not  appear  to  be 
related. 

Fever  is  the  most  readily  observable  aspect 
of  the  acute  phase  phenomena;  however,  in 
infants  and  children  it  can  be  elusive  as  well 
as  disconcerting  to  the  physician.  Clinical 
observation  of  infants  and  children  strongly 
suggest : 

1.  The  earlier  the  period  of  infancy  or 
childhood,  the  greater  the  possibility 
of  inconsistency  of  direct  relationship 
of  local  and  systemic  reaction  to  an 
insult  to  the  defense  mechanism  of  the 
body. 

2.  The  regulation  of  body  temperature 
through  the  effective  mechanisms  of 
heat  production  and  heat  loss  is  more 
labile. 

3.  Vascular  and  respiratory  change  which 
impair  or  enhance  heat  production  or 
loss  are  also  more  labile. 

4.  Specific  bacterial  pyrogenic  cellular 
substances,  pyrogenic  bacteria,  or 
viruses  stimulate  host  cells  to  react 
specifically  to  produce  an  endogenous 
pyrogen  which  initiates  a febrile  re- 
sponse. This  is  less  consistent  in  in- 
fancy and  childhood. 

The  biological  explanation  of  these  clin- 
ical observations  has  not  been  satisfactorily 
validated  or  reproduced.  However,  their 
consistency  of  occurrence  requires  early 
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recognition  by  the  physician.  Also,  categor- 
ization of  disease  incidence  according  to  age 
may  be  the  most  helpful  tool  in  determining 
the  etiologic  factor. 

The  following  tables  should  not  be  consid- 
ered as  all-inclusive  but  merely  as  a guide 
for  the  clinician: 

Table  1 

NEONATAL  FUO 

Low  birth  weight  — immaturity 
Inanition  fever  — dehydration 
Environmental  fever 
Infection: 

Viral:  Hei-pes  Simplex 

Cytomegalic  Inclusion  Disease 
Protozoan:  Toxoplasmosis 

Bacterial:  E.  Coli 

Staph.  Aureus 
Trauma:  Massive  hemorrhage 
Congenital  Defects 
Drug  Intoxication 

Table  2 

FUO  DURING  INFANCY 

Roseola  Infantum 
Urinary  tract  infection 
CNS  infection 

Trauma  — Massive  hemorrhage 

Drug  Intoxication 

Tumors 

Table  3 

CHILDHOOD  FUO 

Contagious  Diseases  — prodrome 
Urinary  tract  infections 
Drug  intoxication 
Tumor 

Blood  Dyscrasia 
Infectious  Mononucleosis 
Collagen  Diseases 

Table  4 

ADOLESCENT  FUO 

Infectious  Mononucleosis 
Drug  Intoxication 
Tumor 

Collagen  Disease 
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Fever  of  undetermined  origin  should  be 
defined  as  an  elevation  of  temperature  which 
cannot  be  readily  classified  etiologically  by 
the  usual  methods  of  elaborating  the  history 
or  performing  a complete  physical  examin- 
ation. This  definition  precludes  the  skillful 
use  of  readily  available  laboratory  resources. 

Peripheral  Blood:  The  three  basic  types 

of  leucocytes  found  in  the  blood  are  granu- 
locytes, monocytes,  and  lymphocytes.  In  the 
gi*anulocyte  cell  series,  the  most  significant 
cell  type  is  the  neutrophil,  which  appears 
as  a part  of  the  immediate  defense  mech- 
anism against  bacterial  infection.  The  role 
of  the  neutrophil  in  viral  infections  is  un- 
known; however,  the  cell  can  be  a carrier 
of  virus  particles.  The  peripheral  blood  leu- 
cocyte picture,  as  well  as  the  distribution  of 
neutrophils  and  lymphocytes  differs  great- 
ly in  the  child  as  compared  to  the  adult. 

Table  5 

LEUCOCYTES 


Total 

Neutrophil 

Lymphocytes 

Birth 

4,000  - 40,000 

70 

20 

1 to  2 years- 

-6,000  - 13,000 

30 

60 

Childhood  _ 

-6,000  - 12,000 

60 

30 

At  the  time  of  birth,  the  total  leucocyte 
count  ranges  between  4,000  and  40,000,  with 
70%  neutrophlis  and  20%  lymphocytes.  Be- 
tween one  and  two  years  of  age,  the  total 
white  blood  count  decreases  to  a range  of 
6,000  to  13,000,  with  30%  neutrophils  and 
60%  lymphocytes.  As  the  age  increases,  the 
total  white  blood  cell  count  does  not  vary 
appreciably,  but  the  neutrophils  increase  to 
approximately  60%  and  the  lymphocytes 
decrease  to  approximately  30%.  With  bac- 
terial invasion,  the  neutrophilia  usually  oc- 
curs as  a part  of  the  immediate  host  re- 
sponse. 

Associated  leucocytosis  and  toxic  granula- 
tion of  the  neutrophilic  series  occur;  how- 
ever, overwhelming  bacterial  infections, 
especially  in  the  neonatal  period,  may  be 
associated  with  a neutropenia.  When  this 
occurs,  prognosis  is  grave.  Neutrophilia 
may  also  occur  following  immunizations, 
burns,  serum  sickness,  diabetic  acidosis,  con- 
vulsive seizures,  and  in  specific  intoxica- 
tions, such  as  salicylate  and  hydrocarbon 
poisoning. 


Neutrophilia  and  leucocytosis  may  accom- 
pany steroid  therapy.  The  increased  num- 
ber of  neutrophils  is  not  the  result  of  in- 
creased production,  but  rather  the  increased 
survival  time.  Leucocytosis  and  lympho- 
cytosis occur  in  pertussis  and  parapertussis. 
A benign,  self-limited  disease,  infectious 
lymphocytosis,  also  produces  leucocytosis  and 
lymphocytosis.  This  disease  is  associated 
with  fever,  a mild  upper  respiratory  infec- 
tion, and  abdominal  symptoms.  The  peri- 
pheral lymphocyte  is  a predominantly  imma- 
ture lymphocyte  without  characteristic  ab- 
normalities. 

Infectious  mononucleosis  may  produce  a 
mild  leucocytosis,  and  a lymphocytosis  which 
is  characterized  by  atypical  lymphocytes. 
These  lymphocytes  are  large,  pleomorphic 
cells  with  irregular  nuclei,  which  contain 
coarse,  nuclear  chromatin  material  and  an 
occasional  nucleolus.  The  cytoplasm  is  baso- 
philic, and  may  be  granular. 

Atypical  lymphocytes  may  be  found  in  in- 
fectious hepatitis,  herpes  simplex,  serum 
sickness  and  occasionally  in  viral  pneumon- 
itis. 

The  LE  Cell:  When  the  nuclear  material 
from  a polymorphonuclear  leucocyte  reacts 
with  the  anti  nuclear  factor,  antideoxy- 
ribonucleohistone,  and  is  engulfed  by  a 
phagocyte,  the  typical  LE  cell  results. 

A positive  LE  test  indicates  the  presence 
of  LE  cells  in  the  peripheral  blood  of  the 
patient  with  lupus  erythematosus. 

Urinalysis:  Pyuria  — the  presence  of 

white  blood  cells  in  the  collected  specimen  of 
urine,  should  not  be  misinterpreted  as  pyuria 
unless  the  method  of  collection  is  known. 
Adequate  cleansing  of  the  genitalia,  espe- 
cially in  the  female,  and  a midstream  col- 
lection are  necessary.  10  to  15  white  blood 
cells  per  high-powered  field  of  an  uncen- 
trifuged urine  sample  should  be  considered 
to  be  significant.  The  significance  of  the 
white  blood  cells  must  be  evaluated  by  direct 
smear  of  an  uncentrifuged  specimen  and  a 
quantitative  culture  collected  under  asep- 
tic conditions. 

Hematuria,  gross  hematuria,  must  be  con- 
sidered abnormal  at  all  times,  however,  mi- 
croscopic hematuria  requires  interpretation. 
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The  presence  of  an  occasional  red  blood  cell, 
especially  in  the  female,  should  not  be  consid- 
ered abnormal.  The  trauma  of  cleansing  of 
the  external  female  genitalia  may  result  in 
the  finding  of  occasional  red  blood  cells  in 
the  sample.  When  the  presence  of  hematuria 
has  been  definitely  established  and  cannot 
be  attributed  to  a systemic  disease,  urological 
evaluation  is  essential. 

Hematuria  following  trauma  should  al- 
ways be  investigated  urologically  since  the 
abnormal  kidney  is  more  readily  injured 
than  the  normal  kidney. 

Chest  X-ray:  The  roentgenological  exam- 
ination of  the  chest  should  be  considered  an 
essential  part  of  screening  of  the  patient 
with  a fever  of  undetermined  origin. 

A PA  and  a lateral  view  of  the  chest  are 
necessary  for  adequate  interpretation.  Con- 
genital defects,  such  as;  lung  cysts,  agenisis 
of  a specific  lobe,  cardiac  abnormalities, 
pulmonary  infections,  tumors  and  compli- 
cations resulting  from  injuries  can  be  read- 
ily diagnosed. 

Cultures:  The  urine  culture  — the  colony 
count  is  a dependable  quantitative  method 
for  diagnosing  urinary  tract  infection.  A 
colony  count  of  less  than  1,000  colonies  per 
mililiter  suggests  contamination  rather  than 
infection.  A colony  count  of  over  100,000 
colonies  per  mililiter  indicates  infection.  An 
absolute  diagnosis  of  urinary  tract  infection 
can  be  made  when  two  successive  clean  void- 
ed specimens  or  urine  reveal  more  than  100,- 
000  colonies  per  mililiter.  A catheterized 
specimen  or  a supra-pubic  aspiration  may  be 
more  accurate  than  the  clean  voided 
specimen,  however,  it  is  also  more  traumatic. 

Throat  culture — organisms  which  are  con- 
sidered to  be  “normal”  in  the  nose  and 
throat  culture  include  streptococcus  viri- 
dans.  Staphylococcus  epidermidis.  Neisseria 
catarrhalis.  Diphtheroids,  Escherichia  Coli, 
Aerobacter  aerogenes,  non-hemolytic  Strep- 
tococci and  Proteus.  Organisms  that  should 
be  considered  pathogenic  in  the  nose  and 
throat  cultures  are  Diplococcus  pneumoniae. 
Beta  hemolytic  Streptococcus,  Staphylococ- 
cus aureus  (coagulase  positive).  Neisseria 
meningitidis.  Hemophilus  influenzae,  Coryni- 
bacterium  diphtheriae  and  Candida  albicans. 


Whenever  there  is  an  unusual  predomi- 
nance of  a particular  organism  found  in  the 
nose  and  throat  culture  it  should  be  consid- 
ered to  have  clinical  significance  even  though 
it  is  usually  classified  as  a “normal”  organ- 
ism. A very  significant  and  useful  proce- 
dure in  evaluating  the  patient  with  fever  of 
undetermined  origin  is  the  throat  culture 
which  is  implanted  on  a blood  agar  plate. 
The  use  of  a disposable  blood  agar  and  a 
portable  incubator  should  be  seriously  con- 
sidered as  a part  of  the  screening  procedure 
of  patients  who  are  seen  in  the  doctors  of- 
fice or  emergency  room  of  the  hospital. 

The  blood  agar  plate  is  examined  after  24 
hours  for  typical  small  Beta  hemolytic  col- 
onies of  Streptococcus.  This  is  a useful 
screening  mechanism  by  means  of  which  the 
physician  can  decide  whether  or  not  peni- 
cillin or  some  other  appropriate  antibiotic  is 
indicated. 

Blood  culture  — blood  culture  is  one  of 
the  essential,  yet  critical  procedures  in  medi- 
cine. Whenever  a patient  with  a fever  of 
undetennined  origin  is  seen  at  least  three 
blood  cultures  should  be  considered  as  being 
mandatory. 

The  blood  culture  should  always  be  taken 
before  the  initiation  of  any  antibiotic  ther- 
apy and  if  possible,  it  should  be  taken  at  the 
peak  of  fever  or  with  a rising  fever.  Once 
antibiotic  therapy  has  been  initiated  the  re- 
sults of  the  blood  culture  can  be  altered  or 
completely  nullified. 

Whenever  contamination  is  suspected  di- 
agnostic significance  can  only  be  verified 
through  repeated  cultures  and  subsequent 
growth  of  the  same  “ contaminant.”  If  the 
contaminant  is  a low  grade  pathogen  its 
identification  may  be  impossible  if  antibiotic 
therapy  has  already  been  started. 

Cerebrospinal  fluid  examination:  The  only 
absolute  method  for  determining  the  pres- 
ence of  absence  of  meningitis  is  to  obtain 
cerebrospinal  fluid.  If  fluid  cannot  be  ob- 
tained by  lumbar  puncture  attempts  may  be 
made  at  other  sites,  however,  under  no  cir- 
cumstances should  the  physician  attempt 
these  procedures  unless  he  is  skilled  in  their 
performance. 
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As  soon  as  spinal  fluid  has  been  obtained 
by  lumbar  puncture  a portion  of  the  material 
should  be  examined  directly  to  determine  the 
presence  of  bacteria  and  to  identify  cellular 
components,  such  as  neutrophils  and  lympho- 
cytes. A predominance  of  lymphocytes 
usually  suggests  a viral  infection.  A pre- 
dominance of  neutrophils  suggests  a bac- 
terial infection.  If  the  number  of  lympho- 
cytes or  neutrophils  are  extremely  rare  the 
prognosis  is  poor.  The  absence  or  paucity 
of  cells  in  the  predominance  of  organisms 
suggests  an  overwhelming  septic  type  of  in- 
fection. 

A second  portion  of  the  spinal  fluid  should 
be  immediately  sent  to  the  laboratory  for 
cultures.  The  cultures  should  be  examined 
after  24  to  48  hours  and  colonies  should  be 
studied,  picked  and  gram-stained.  Subse- 
quent cultures  for  identification  depend  upon 


these  findings.  At  this  point  a tentative  cul- 
ture diagnosis  can  be  made. 

A lumbar  puncture  and  subsequent  cultures 
are  always  indicated  in  patients  with  fever 
of  undetermined  origin  and  suggestive  cen- 
tral nervous  system  signs  or  symptoms, 
however,  in  the  neonatal  and  infancy  periods, 
signs  or  symptoms  of  central  nervous  sys- 
tem may  not  be  present.  Therefore,  a lum- 
bar puncture  should  be  performed  if  all  other 
examination  methods  have  failed  to  identify 
a cause  of  fever  of  undetermined  origin. 

Summary 

Guidelines  have  been  presented  for  the 
categorization  of  probable  diagnoses  for  pa- 
tients in  various  age  groups  who  present 
themselves  with  fever  of  undeteimiined  or- 
igin. Emphasis  has  been  placed  on  the  skill- 
ful use  of  simple  laboratory  methods  to  as- 
sist the  physician  in  establishing  a diagnosis. 
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Early  Management  of  Laryngeal  Injuries^ 


THE  LARYNX  may  be  injured  in  several 
ways,  namely: 

1.  Intrinsic  Trauma  caused  by  vocal  use, 
misuse,  and  abuse  resulting  in  sprains, 
strains,  bruises,  hematomas,  ulcera- 
tions and  fibrous  tissue  proliferation 
as  with  any  other  muscular  joint. 

2.  Bacterial,  Viral,  Chemical,  and  Ther- 
mal agents  that  would  make  the  banal 
air  column  a noxious  gas  capable  of 
breaking  down  the  body’s  first  line 
of  defense. 

3.  Extrinsic  Trauma  caused  by  a blunt  or 
sharp  object  that  may  be  of  penetrat- 
ing or  nonpenetrating  quality,  and  of 
variable  acceleration  or  deceleration 
capable  of  dissolution  of  the  integrity 
of  the  hard  or  soft  tissues  composing 
the  laryngotracheal  organ. 

4.  Iatrogenic  and  Instrumental,  caused 
by  misplaced,  misused,  organic  or  in- 
organic objects  resulting  in  an  acute 
or  chronic  response  to  a foreign  body. 

Intrinsic  Trauma 

Certain  groups  are  more  prone  to  this  con- 
dition, namely:  ministers,  salesmen,  vocal- 
ists, lawyers,  teachers,  politicians  and  the 
housewife.  The  pathology  as  seen  by  lar- 
yngoscopy is  the  inflammation  of  acute 
laryngitis,  which  may  be  focal  or  diffuse; 
contact  ulcers  of  the  true  cords ; hematomas ; 
polyps;  and  vocal  nodules.  The  treatment 
and  management  of  the  above  is  often  by 
prevention  and  avoidance  of  complicating 
factors  such  as  smoking.  Voice  rest,  humidi- 
fiers, and  expectorants  will  palliate  most; 
and  the  vocal  nodule  and  other  masses  are 
easily  removed  by  stripping,  due  to  the  fav- 
orable anatomic  interposition  of  Reinke’s 
space  between  the  stratified  squamous  layer 
and  the  underlying  muscular  and  ligament- 
ous structures  vital  to  voice  productions.  Re- 
currence may  necessitate  change  of  occupa- 
tion or  habits. 

Bacterial,  Viral,  Chemical,  and  Thermal 
are  mentioned  as  they  compose  a definite  en- 
tity of  laryngeal  injury.  As  a group,  most 
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are  managed  medically  by  vaccines,  anti- 
biotics, avoidance  of  the  agent,  and  helped 
by  steam  vaporizers.  Very  rarely  the  victim 
of  a thermal  or  chemical  injury  will  require 
voice  rehabilitation  and  re-education. 

Iatrogenic  and  Instrumental 

This  group  is  composed  of  the  poorly  per- 
formed endoscopy  or  poorly  placed  endo- 
tracheal tube,  and  the  inhaled  foreign  body. 
The  treatment  and  management  here  again 
is  primarily  by  prevention,  and  good  technic. 
A resulting  granuloma  may  easily  be  stripped 
and  foreign  bodies  must  be  carefully  re- 
moved by  the  endoscopist. 

Extrinsic  Trauma  is  assuming  a greater 
import  as  the  number  of  automobiles  and 
drivers  increase  on  our  highways.  During 
past  years  garroting,  entanglement  of  cloth- 
ing by  machines,  gunshot,  stab  wounds,  and 
sports  accounted  for  most  of  the  peacetime 
injuries  to  the  larynx.  The  increasing  num- 
ber of  automobile  injuries  to  the  maxillo- 
facial and  laryngeal  region  has  prompted  the 
writer  to  classify  these  injuries  and  to  stimu- 
late a way  of  approaching  this  patient. 

Proposed  Classification  of  Maxillofacial 
and  Laryngeal  Injuries 

Class  I:  Frontonasal  Injuries.  The  head 
is  minimally  extended  upon  the  neck  and 
the  velocity  of  impact  is  usually  minimal  or 
the  rigidity  of  the  musculature  is  maximal. 
The  primary  fracture  is  that  of  the  nose  and 
frontal  sinus. 

Class  II:  Zygomatico  - Orbital  Injuries: 
The  head  is  moderately  turned  to  one  side 
and  the  primary  fracture  site  is  that  of  the 
zygomatic  arch,  orbital  rim  and  malar  com- 
plex. 

Class  III:  Maxillo-Occlusal  Injuries.  The 
head  is  moderately  extended  either  by  iner- 

•Read  before  the  Annual  Clinical  Meeting,  Nebraska  Chapter 
of  the  American  College  of  Surgeons,  Lincoln,  Nebraska,  No- 
vember 30,  1968. 

tChief  Resident  Otolaryngology,  University  of  Nebraska 
College  of  Medicine. 
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tia  or  the  rigidity  of  the  nuchal  extensors. 
The  primary  injury  is  to  the  mid  face  re- 
sulting in  the  “Dish  Face”  and  or  loss  of 
occlusal  relation  between  the  teeth.  This 
group  includes  the  Guerine,  various  LaForte 
and  mandibular  fractures. 

Class  IV:  Laryngotracheal  Injuries.  The 
head  is  maximally  extended  and  the  primary 
impact  is  below  the  symphysis  menti  cen- 
tered between  the  hyoid  bone  and  the  4th 
or  5th  tracheal  ring.  The  force  necessary  to 
fracture  the  pliable  hyaline  cartilages  in- 
volved is  usually  of  a great  magnitude. 

Class  V:  Cerebrospinal  Injuries.  Here  the 
force  is  great  enough  to  cause  cerebral  dam- 
age and  cervical  spine  injury. 

This  classification  implies  an  overall 
scheme  of  management.  By  the  same  token, 
the  immediate  attention  may  be  directed  to 
the  appropriate  anatomic  region.  For  brev- 
ity, this  paper  only  will  focus  on  the  Class 
IV  Laryngotracheal  Injuries. 

If  one  progresses  from  class  one  to  class 
five  in  the  triage  of  patients,  it  is  obvious 
that  the  m.ortality  and  morbidity  increase 
as  the  classification  number  increases. 
Thus,  in  thinking  of  laryngotracheal  injuries 
as  Class  IV,  we  must  consider  the  high  mor- 
tality and  morbidity. 

In  general,  laryngotracheal  injuries  may 
be  assessed  according  to  specific  anatomic 
areas  involved,  namely: 

1.  Injuries  that  do  not  involve  the  car- 
tilages and  perichondrium. 

2.  Injuries  that  involve  the  cartilage  and 
perichondrium. 

3.  Injuries  that  extend  to  the  surround- 
ing esophagus  and  pharynx. 

Careful  examination  and  painstaking 
evaluation  of  signs  and  symptoms  will  usual- 
ly disclose  which  anatomic  area  is  injured 
and  its  extent. 

The  Diagnosis  of  Laryngotracheal  Injury 

1.  There  must  be  a high  index  of  suspi- 
cion partially  based  on  the  proposed 
classification  already  mentioned. 

2.  Evidence  of  neck  injury. 


3.  Airway  obstruction  is  a cardinal  sign 
especially  when  there  are  symptoms  of 
increasing  obstruction. 

We  must  look  for  dyspnea,  stridor, 
wheezing,  bubbling,  gurgling,  and 
rattling  respiration,  and  regard  them 
with  a high  index  of  suspicion  that 
there  is  airway  obstruction.  The  as- 
piration of  saliva,  food,  and  foreign 
debris  will  complicate  the  above  symp- 
toms. 

4.  Hoarseness,  to  which  we  may  add 
aphonia,  is  a common  symptom,  and  is 
related  to  intrinsic  laryngeal  damage. 
Hoarseness  may  be  due  to  a small  he- 
matoma or  to  an  extensive  disruption 
of  the  recurrent  laryngeal  nerve. 

5.  Pain  on  swallowing  may  indicate  a 
fracture  of  the  hyoid  bone. 

6.  Hemoptysis  or  a blood  - spattering 
cough  may  occasionally  be  seen. 

7.  Subcutaneous  emphysema.  Ogura  con- 
siders this  to  be  a very  significant 
sign,  especially  if  coupled  with  increas- 
ing airway  obstruction  and  lacerated 
laryngotracheal  mucosa. 

8.  Palpate  the  laryngotracheal  area  for 
evidence  of  fracture  dislocation,  a false 
passage  or  pieces  of  free  cartilage. 

9.  Endoscopy.  Indirect  Laryngoscopy 
can  only  be  reserved  for  the  coopera- 
tive patient.  Unfortunately  in  most 
cases  direct  laryngoscopy  must  be  util- 
ized. Prior  to  direct  laryngoscopy, 
most  cases  require  a tracheotomy  as 
extension  of  head  and  manipulations 
needed  for  this  procedure  may  further 
compromise  the  airway.  Laryngo- 
scopy in  most  instances  will  demon- 
strate the  motion  of  the  cords,  areas  of 
edema,  disruption  of  the  laryngotra- 
cheal mucosa,  the  position  of  the  ary- 
tenoids, and  indicate  if  the  cords  are 
foreshortened.  Bronchoscopy  of  the 
subglottic  area  and  trachea  may  be 
required,  to  determine  the  lowermost 
extent  of  the  injury.  Finally  the 
esophagoscope  is  needed  to  evaluate 
the  esophagus  in  the  cervical  area. 
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10.  X-rays.  The  routine  PA  and  lateral 
views  of  the  neck  usually  are  adequate 
to  disclose  subcutaneous  emphysema 
and  the  condition  of  the  cervical  ver- 
tebrae. It  is  thus  prudent  to  take  the 
routine  cervical  spine  views  prior  to 
endoscopy.  At  the  Omaha  VA  Hospital 
high  KV  films  are  taken,  which  are 
excellent  air  contrast  studies,  and 
replace  the  more  irritating  laryngo- 
gram  which  should  be  deferred  as  the 
contrast  media  may  delay  healing. 

11.  Exploratory  surgery  may  be  required 
to  determine  the  extent  of  the  injury. 
Since  the  morbidity  of  laryngeal  ste- 
nosis and  loss  of  a normal  speaking 
voice  is  so  great,  an  exploratory  thy- 
rotomy  or  collar  incision  is  a small  risk. 
The  presence  of  subcutaneous  emphy- 
sema, increasing  airway  obstruction 
and  lacerated  laryngotracheal  mucosa 
or  obvious  fractures  of  the  cartilages 
are  an  adequate  indication  for  explor- 
atory surgery. 

Treatment  of  Laryngotracheal 
Injuries 

Closed  injuries  that  do  not  involve  the  car- 
tilages and  perichondrium  may  be  treated 
conservatively  with  close  obseiwation. 

The  measures  employed  here  are  anti- 
biotics, steroids,  rest  in  semi-Fowler’s 
position,  steam  inhalations,  and  voice 
rest ; and  very  rarely  is  tracheotomy  re- 
quired. 

Open  injuries  that  include  mucosal  and 
perichondral  lacerations  and  cartilage  frac- 
tures require  a more  aggressive  regimen. 

1.  A tracheotomy  at  about  the  third  tra- 
cheal ring.  In  rare  instances  it  may 
be  deferred  until  there  is  definite  evi- 
dence of  respiratory  distress. 

2.  Anesthesia  must  be  administered  with 
great  skill  and  dexterity.  If  there 
is  any  doubt  as  to  the  placement 
of  the  endotracheal  tube,  the  tra- 
cheotomy site  should  be  used  for  in- 
halation anesthesia.  A poorly  placed 
endotracheal  tube  may  compound  the 
initial  injury. 


3.  Repair  of  the  laryngotracheal  area 
should  be  performed  as  soon  as  the 
patient’s  condition  stabilizes,  and  all 
concomittant  injuries  are  evaluated. 
Ogura  states  that  corrective  surgery 
should  be  performed  within  the  first 
72  hours  for  optimal  results.  Any  sur- 
gery after  four  weeks  can  only  cor- 
rect permanent  stenosis. 

Objectives  of  Treatment 

1.  Restore  an  adequate  airway. 

2.  Restore  a functionally  adequate  voice. 

Butler  states  that  in  order  to  obtain  the 
above  objectives  surgery  is  essential  in  ex- 
tensive laryngotracheal  injury  where  tis- 
sues are  disrupted. 

Surgical  Management 

Use  a thyrotomy  or  collar  incision  ap- 
proach. 

1.  Reposition  the  disrupted  tissue  and 
cartilage  to  their  anatomic  location. 

2.  All  lacerated  mucosal  edges  must  be 
carefully  approximated  to  avoid  gran- 
ulations piling  up  and  subsequent 
scarring. 

3.  Cartilages  that  are  fractured  and  dis- 
placed may  be  sutured  to  restore  their 
anatomic  configuration. 

4.  Areas  denuded  of  epithelium  may  be 
covered  with  split  thickness  skin 
grafts  to  further  minimize  granulation 
tissue  proliferation. 

5.  Doyle  reports  success  after  a dis- 
rupted recurrent  laryngeal  nerve  has 
been  sutured.  This  might  improve  the 
prognosis  for  some  massive  injuries 
involving  the  nerves. 

6.  Stents  in  the  intralaryngeal  area  are 
used  to  support  the  laryngotracheal 
structure  during  healing  for  approxi- 
mately six  weeks.  Stents  are  con- 
structed of  polyethylene,  acrylic  or  sili- 
cone tubes  or  solid  molds  closed  at 
the  top.  They  are  usually  placed  im- 
mediately superior  to  the  vocal  cords. 
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Today  there  are  some  rapid  cure  sli- 
cones  that  can  be  molded  accurately 
during  surgery  and  immediately 
placed.  The  stent  should  be  sutured 
to  the  skin  with  two  sutures  of  22 
to  28  gauge  stainless  steel  wire.  Yar- 
ington  reports  a case  where  the  stent 
was  coughed  up  after  using  one  suture. 


Complications  of  Poor  Management 

1.  High  incidence  of  mortality. 

2.  High  incidence  of  morbidity. 

An  untreated  hematoma,  perichondral  in- 
jury and  cartilage  fracture  will  result  in  the 
dreaded  perichondritis,  cartilage  necrosis 
and  laryngeal  stenosis. 
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Shriners  Burns  Institute  — 

Early  Care  of  the  Acutely  Burned  Child* 


PART  II 

Silver  sulfadiazine  cream  has  been  utilized 
on  4 patients  and  found  to  be  quite  effective. 
In  a group  discussion  at  the  American  Col- 
lege of  Surgeons  this  year,  approximately 
200  cases  of  burn  patients  have  been  treat- 
ed with  the  local  application  of  silver  sulfa- 
diazine cream.  The  consensus  was  that  it 
was  a nonpainful,  nonstaining  preparation 
which  did  not  cause  acidosis  or  electrolyte 
derangements  of  the  serum,  and  in  these 
few  cases  had  proven  to  be  effective  in  con- 
trolling bacteria  on  the  burn  wound.  Fur- 
ther experience  with  this  compound,  how- 
ever, will  be  necessary  before  an  accurate 
judgment  as  to  its  efficacy  in  the  local  treat- 
ment of  the  burn  wound  can  be  determined. 

Our  therapy  at  the  present  time  consists 
of  washing  the  patient  from  head  to  foot 
thoroughly  with  copious  amounts  of  water 
and  cream  suds.  The  bullae  are  left  intact 
for  at  least  3 to  4 days,  and  then  are  de- 
brided  only  if  they  appear  to  become  puru- 
lent. The  bullae  left  intact  decrease  the  fluid 
loss  from  the  burn  wound,  decrease  pain, 
and  improve  epithelial  healing  beneath.  The 
patient,  following  a rapid  wash,  is  dried 
thoroughly  and  placed  on  a scale  to  obtain 
the  weight.  The  Sulfamylon,  which  has 
been  previously  applied  to  fine  mesh  gauze 
rolled  and  placed  in  a jar,  is  removed  from 
the  shelf  and  applied  to  the  wound.  This 
one  layer  of  medicated  gauze  is  kept  in 
place  by  an  elasticized  nylon  tubular  netting 
called  Surgifix.ft  It  comes  in  different  sizes 
so  that  it  can  be  applied  to  the  extremities, 
trunk,  or  head.  Holes  may  be  cut  for  the 
eye,  nose  and  mouth,  thereby  enabling  the 
fine  mesh  gauze  to  be  held  in  place  on  the 
face  as  well  as  on  the  remainder  of  the  body. 

Immediately  after  applying  the  dressings 
in  the  treatment  room,  splints  are  applied  to 
the  burned  hands,  which  maintain  the  meta- 
carpal-phalangeal joints  in  90°  flexion,  and 
the  proximal  and  distal  interphalangeal 
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joints  in  extension.  These  hand  splints  tend 
to  prevent  exposure  of  joints  and  decrease 
the  incidence  of  boutonniere  deformities.  If 
the  upper  or  lower  extremities  are  burned, 
three  point  extensor  splints  are  applied  to 
maintain  extension  of  the  elbows  and  knees. 
These  splints  are  inexpensive  as  the  material 
for  hand  splints  cost  $1.50  whereas  the  ma- 
terial for  the  extensor  splints  for  the  elbows 
and  knees  cost  $2.00  each.  These  splints 
are  made  from  12"  x 20"  sheets  of 
Isoprenett  which  can  be  simply  patterned 
and  cut  with  scissors.  Following  this,  they 
are  placed  under  hot  water  from  the  faucet 
and  can  be  molded  for  the  patient  without 
causing  the  patient  discomfort.  Splints  are 
kept  in  place  by  velco  straps  which  have 
been  riveted  to  the  splint.^® 

When  the  initial  emergency  care  has  been 
completed,  the  patient  is  moved  from  the 
treatment  room  to  a room  on  the  ward.  Tele- 
vision sets  are  suspended  from  the  ceiling  in 
every  room  for  entertainment.  If  the  pa- 
tient has  circumferential  burns,  a turn 
schedule  is  arranged  to  avoid  any  area  be- 
ing dependent  for  prolonged  periods.  Physi- 
cal therapy  is  begun  as  soon  as  the  patient 
is  stable,  i.e.,  by  the  third  postburn  day 
and  is  continued  throughout  the  hospital 
course. 

Antibiotic  administration  initially  consists 
of  penicillin  for  7 days  as  a prophylactic 
measure  against  the  betahemolytic  strepto- 
coccus. No  further  antibiotics  are  given  ex- 
cept during  skin  grafting  and  when  sepsis 
develops.  Prostaphylin  is  often  begun  24 
hours  before  grafting,  if  the  wound  has  con- 

*Presented  before  Omaha  Mid-West  Clinical  Society  36th 
Annual  Session,  October  30,  1968. 
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siderable  purulent  drainage  secondary  to  the 
presence  of  staphylococci.  If  the  patient 
shows  early  signs  of  sepsis,  Gentamycin  is 
begun  immediately,  as  it  is  effective 
against  many  Gram-positive  organisms  as 
well  as  the  Gram-negative  ones.  Endotoxic 
shock  therapy  consists  of  the  intravenous 
administration  over  a 15  minute  period  of 
2 Gms  of  Solu-Medrol  mixed  with  100  cc  of 
saline.  Later,  if  the  patient  again  develops 
shock,  the  therapy  is  repeated.  By  the  use 
of  intermittent  massive  doses  of  this  drug, 
serious  adrenal  suppression  has  not  been  a 
problem. 

Blood  is  drawn  daily  for  the  first  7 days 
for  complete  blood  count,  serum  electrolytes 
and  BUN.  Thereafter,  blood  is  drawn  two 
or  three  times  per  week,  depending  on  the 
need. 

On  admission,  the  burn  child  is  given  noth- 
ing by  mouth  for  the  first  24  hours,  except 
for  a rare  ice  chip  to  moisten  his  mouth. 
This  does  not  mean  a bowl  of  ice  chips 
placed  next  to  the  patient,  allowing  the  child 
to  help  himself.  On  the  second  day,  cold 
milk  is  given  to  the  patient  in  amounts  ap- 
proximating 30  cc  per  hour.  If  the  patient 
tolerates  this  over  a period  of  6 to  8 hours, 
a small  nasogastric  feeding  tube  is  passed. 
The  quantity  of  milk  is  then  gradually  in- 
creased, as  the  patient  tolerates  this  until 
approximately  100  to  150  cc  per  hour  is 
given  either  by  mouth  or  through  the  tube. 
Numerous  feeding  formulae  were  evaluated 
by  the  pediatric  and  surgical  staff  over  a 
2-year  period,  followed  by  the  conclusion 
that  children  tolerate  cold  milk  as  well,  if 
not  better,  than  any  of  the  other  formulae. 
Cold  cow’s  milk  is  administered  orally  or  by 
tube  in  an  amount  to  total  21/)  fo  3Y2  liters 
per  day.  One  liter  of  cow’s  milk  contains 
650  calories,  33  gms  of  protein,  48  gms  of 
carbohydrate,  35  gms  of  fat,  25  mEq  of 
sodium,  35  mEq  of  potassium,  29  mEq  of 
chloride,  62  mEq  of  calcium,  and  53  mEq 
of  phosphorus.  The  osmolafity  of  milk  is 
283  milliosmols  (MOSM)  which  is  similar 
to  serum ; consequently,  the  incidence  of 
gastric  distention  and  diarrhea  has  been 
at  a minimum  with  the  use  of  this  regimen. 
The  patient  is  also  urged  to  eat  a regular 
diet. 


The  children  are  placed  in  a tub  daily  with 
agitated  water,  and  the  dressings  removed. 
The  water  utilized  is  city  water  in  which 
one  ounce  of  the  detergent.  Cream  of  Suds 
has  been  added.  The  osmolarity  of  this  bath 
water  is  33  MOSM  with  a pH  of  about  8, 
sodium  of  17  mEq  per  liter,  potassium  of 
.1  mEq/1,  and  chlorides  of  12  mEq/1.  If 
one  pound  of  sodium  bicarbonate  is  added  to 
the  bath  water,  the  osmolarity  rises  to  121 
MOSM  with  a pH  of  8,  sodium  of  70  mEq/1, 
potassium  remained  at  .1  mEq/1  and  chlo- 
rides 13  mEq/1.  The  children  found  the 
bath  water  with  one  pound  of  sodium  bicar- 
bonate added  to  be  more  comfortable  than 
the  bath  water  alone,  probably  due  to  the 
increased  osmolarity. 

Immersing  these  children  daily  in  this 
water  for  15  minutes  resulted  in  no  serious 
serum  electrolyte  derangement.  The  nurs- 
ing staff  tub  these  children  daily  and  debride 
that  eschar  which  is  loose.  By  this  means, 
the  wounds  are  kept  clean,  debridement  is 
conservative  and  progressive,  with  the  chil- 
dren tolerating  it  well.  Following  bathing 
in  the  tub,  the  patient  is  dried  thoroughly, 
and  radiant  heat  lamps  are  utilized  to  keep 
the  children  warm,  while  one  layer  of  fine 
mesh  gauze  with  Sulfamylon  cream  is  re- 
applied to  the  wounds,  held  in  place  with 
Surgifix,  and  the  child  returned  to  his  room. 
This  therapy  is  continued  daily  until  all 
eschar  has  been  removed.  When  the  wound 
has  obtained  a satisfactory  cover  of  granula- 
tions for  skin  grafting,  the  child  is  brought 
to  the  operating  room  for  the  first  time. 

If  the  burn  wound  covers  less  than  40  per- 
cent of  the  bod3^  surface  and  the  child  has 
tolerated  the  burn  well,  autografting  is  ac- 
complished; however,  if  the  burn  wound  is 
over  40  percent  third  degree  or  the  child  has 
had  a difficult  postburn  course,  pig  skin 
is  applied  to  the  granulating  wound  and 
left  in  place  for  5 days.  During  this  pe- 
riod, the  child  may  be  brought  to  optimum 
condition,  for  the  xenograft  decreases  fluid 
loss  and  bacterial  colonization  on  the  bum 
wound.  Five  days  after  applying  the  pig 
skin,  the  patient  is  brought  to  the  operating 
room,  where  he  is  anesthetized  with  a neuro- 
dissociative  anesthetic  called  Ketamine§  or 
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Ketalar.^’^  This  anesthetic  can  be  admin- 
istered intramuscularly  or  intravenously. 
The  seriously  burned  child  tolerates  this 
anesthetic  well,  and  can  eat  before  and  after 
surgery  due  to  intact  reflexes  during  the 
anesthetic  period.  He  will  receive  only 
minor  pain  of  the  insertion  of  the  needle  into 
the  muscle  or  into  the  vein,  and  will  then 
drift  into  a pleasant  sleep.  The  children 
state  they  have  beautiful  technicolor  dreams 
under  the  influence  of  this  anesthetic.  A 
nasotracheal  tube  is  unnecessary,  therefore, 
the  child  can  easily  be  turned  to  wash  or  ob- 
tain skin  grafts. 

After  obtaining  the  autograft,  donor  sites 
are  covered  with  moist  dressings ; and  the 
grafts  are  placed  on  a backing  of  moistened 
gauze  to  facilitate  handling.  If  the  upper 
extremities  are  to  be  grafted,  a threaded 
pin  is  placed  through  the  radius  approxi- 
mately 2 inches  proximal  to  the  wrist  joint; 
and  if  the  lower  extremities  are  to  be  graft- 
ed, threaded  pins  are  placed  in  the  cal- 
caneus and  in  the  proximal  tibia.  The  ex- 
tremities are  held  in  balanced  skeletal  trac- 
tion, and  grafts  are  laid  upon  the  granulat- 
ing wounds  witiiout  suturing  or  dressings. 
By  the  use  of  sucii  balanced  skeletal  traction, 
an  assistant  is  not  required  to  hold  the  ex- 
tremity while  the  surgeon  places  the  skin 
on  the  wounds.  The  skin  can  be  rapidly  ap- 
plied and  graft  take  is  superior  to  that  when 
dressings  are  applied,  due  to  the  prevention 
of  graft  slippage,  which  is  not  uncommonly 
associated  with  dressings.  At  the  end  of 
the  procedure,  the  dressings  covering  the 
donor  sites  are  moistened  and  removed,  fine 
powdered  Gelfoam  applied,  and  a dry  dress- 
ing placed  on  the  wound  while  the  child  is 
being  transported  to  the  ward.  As  soon 
as  the  child  reaches  his  room,  the  dry  dress- 
ings are  removed  from  the  donor  sites  and 
the  donor  sites  exposed  without  a dressing. 
We  find  donor  sites  heal  readily  in  this 
fashion  and  appear  to  be  available  sooner 
for  additional  removal  of  grafts  than  if  the 
dressing  technique  was  utilized. 

For  the  past  year,  ultrathin  skin  grafts 
at  4 to  6/K)00  of  an  inch  thickness  have 
been  utilized.  These  thin  grafts  take  read- 
ily and  thicken  rapidly  within  3 to  4 weeks. 
Conversion  of  donor  sites  to  third  degree 


does  not  occur,  and  residents  who  are  un- 
familiar with  the  dermatome  will  be  less 
likely  inadvertently  to  obtain  full  thickness 
gi-afts.  This  is  not  an  uncommon  problem 
in  children,  as  their  skin  tends  to  be  consid- 
erably thinner  than  that  of  the  adult.  With 
the  grafts  being  exposed,  the  nurses  can 
debride  any  bleb  formation  or  can  roll  any 
drainage  from  under  the  graft,  thus,  graft 
take  is  improved. 

At  approximately  the  tenth  postgrafting 
day,  the  skeletal  traction  is  released,  the 
ends  of  the  pins  are  covered  by  corks,  and 
the  child  is  tubbed  daily.  Immediately  after 
tubbing,  skeletal  traction  is  reapplied  until 
the  grafts  are  sufficiently  mature  to  with- 
stand mild  trauma,  which  is  approximately 
2 weeks  following  the  application  of  the 
grafts.  When  the  skeletal  traction  is  re- 
moved, the  extremities  and  hands  are  imme- 
diately placed  in  splints  which  the  child 
wears  continuously  except  for  physical  ther- 
apy and  exercising.  The  child  is  sent  home 
with  these  splints  and  directed  to  wear 
these  during  nap  time  and  during  the  night 
for  six  months. 

Summary 

Care  of  the  seriously  burned  child  is  in- 
deed one  of  the  greater  challenges  in  medi- 
cine. Although  the  complexicity  of  the  prob- 
lem as  well  as  the  multiple  organ  involve- 
ment is  sometimes  overwhelming,  a satisfac- 
tory outcome  may  often  be  obtained  with  a 
conscientious  enthusiastic  approach.  The 
routine  care  of  the  burned  child  in  the  Shrin- 
ers  Burns  Institute  has  been  described. 
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The  Value  of  a Pediatric 
High  Intensity  Care  Unit 


High  intensity  care  units  for 
children  were  first  centered 
on  respiratory  problems  in  the 
poliomyelitis  respirator  centers  of  20  years 
ago  and,  even  before  that,  in  the  old-time 
croup  centers,  dense  with  steam,  and  staffed 
by  nurse  anesthetists  standing  ready  with 
endotracheal  tubes.  The  rapid  development 
of  open-heart  surgeiy  required  care  by  high- 
ly trained  professionals  assisted  by  sophis- 
ticated electronic  systems  for  collection  and 
analysis  of  biologic  information.  These  tech- 
niques were  readily  applicable  to  the  salvage 
of  other  acutely  ill  patients,  and  general  in- 
tensive care  units  were  organized  in  most 
small  to  medium  hospitals  in  addition  to  the 
more  specialized  centers  such  as  those  for 
coronary  care,  hemodialysis,  and  neurosurgi- 
cal units. 

Pediatric  intensive  care  units  range  from 
the  general  units  accepting  all  age  patients 
to  the  more  specialized  unit,  such  as  those 
caring  for  the  premature  with  respiratory 
distress.  The  Pediatric  High  Intensity  Care 
Unit  at  the  University  of  Nebraska  Hospital 
was  developed  by  Dr.  Robert  Kugel  and  Dr. 
Paul  Mooring  as  one  of  the  relatively  few 
intensive  care  units  in  the  area  for  children 
beyond  the  neonatal  period.  The  original 
impetus  was  the  provision  of  care  for  the 
child  with  cardiac  surgery  or  acute  conges- 
tive failure,  but  an  increasing  number  of 
children  with  other  life-threatening  illnesses 
are  benefiting  from  treatment.  Children  are 
moved  as  indicated,  from  the  High  Inten- 
sity Care  Unit  to  the  regular  pediatric  care 
of  the  Herman  Jahr  Pavilion  or  to  the  ex- 
tended care  services  of  the  Hattie  B.  Munroe 
Pavilion.  This  is  a brief  statistical  report, 
and  commentary  on  the  first  15  months  of 
operation  presented  as  a possible  assistance 
to  hospitals  and  physicians  considering  the 
development  of  such  a pediatric  unit. 

This  is  an  8-bed  unit  occupying  3 rooms; 
2 rooms  are  in  direct  view  of  the  central 
monitoring  station.  Closed  circuit  TV  has 
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just  been  installed  for  constant  observation 
of  children  in  the  third  room.  The  major 
items  of  equipment  are  listed  in  Table  1. 
The  central  monitoring  station  is  shown  in 
Figure  1. 

Personnel 

The  intensive  training  of  nurses  who  are 
already  suited  by  temperament  and  intellect 
to  this  type  of  care  is  the  sine  qua  non  of 
such  a unit.  These  nurses  are  selected  be- 
cause of  their  primary  competence,  skill, 
sense  of  responsibility,  and  willingness  to 
learn  new  techniques. 

The  cardiac  training  program  of  46  hours 
given  to  nurses  working  in  the  Pediatric 
High  Intensity  Care  Unit  and  those  involved 
in  cardiac  surgery  is  given  in  Table  2.  A 
1-hour  conference  on  the  management  of 
acute  problems  is  held  weekly  by  the  nurs- 

Table  1 

SPECIAL  EQUIPMENT 
8 Bedside  Monitors 
Pulse 

Temperature 

Respiration 

Intravascular  Pressure 
ECG  — Oscilloscope 

Central  Monitor,  Automatic  Recording 
and  Alarm  System 
Pacemaker 
Defibillator 
Bennett  Respirator 
Bag  Respirators 
Closed  Circuit  TV  Monitor 
Metabolic  Crib 
Isolettes  and  Electric  Beds 
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ing  personnel.  Plans  are  now  being  de- 
veloped for  periodic  repetition  of  the  initial 
training  program  for  new  personnel  work- 
ing here  and  in  other  intensive  care  units. 
Senior  nursing  students  are  assigned  for  a 
two  weeks  clinical  experience  to  acquaint 
them  with  pediatric  care  and  interest  them 
in  this  as  a specialty. 


Figure  1.  Central  monitoring  station.  Data  from  any 
of  the  8 units  can  be  selected  on  the  overhead  monitor 
with  an  automatic  printout  of  the  ECG  from  any  unit 
whenever  the  pulse  rate  deviates  the  pre-set  limits. 


Table  2 

CARDIOVASCULAR  NURSE  TRAINING 


PROGRAM 

Congenital  Heart  Disease 1 

Coronary  Disease  2 

Other  Cardio-Pulmonary  Disease  2 

Cardiac  Drugs  2 

Electrocardiograms  2 

Cardiovascular  Equipment 2 

Cardiac  Physiology  4 

Pre-  and  Post-Op  Care 6 

Surgical  Techniques  and/or 14 

Cardiopulmonary  Resuscitation 4 

I.C.U. 5 

Total  Hours  44 


The  Department  of  Anesthesiology,  head- 
ed by  John  R.  Jones,  M.D.,  has  been  vital 
to  the  operation  of  the  Unit.  Anesthesiology 
residents  are  on  instant  call  for  resuscitation 
and  management  of  the  complex  respiratory 
problems. 

Patients 

During  the  first  18  months  of  operation, 
40  adults  were  cared  for  in  the  Unit  in  ad- 
dition to  the  pediatric  patients.  These  were 
primarily  patients  with  cardiac  surgery.  A 
coronary  care  unit  for  adults  was  opened  at 
the  University  of  Nebraska  Hospital  under 
the  direction  of  Dr.  Charles  Hamilton  in 
January  of  1969,  and  a new  surgery  unit 
will  be  opened  later  in  the  year.  Premature 
infants  were  initially  cared  for  in  the  unit, 
but  for  the  final  3 months  of  the  period 
covered,  they  were  admitted  to  the  prema- 
ture nursery  being  developed  as  an  inten- 
sive care  unit  by  Dr.  Gerard  Van  Leeuwen. 

The  282  patients  in  the  pediatric  age 
group  had  an  average  stay  of  6.81  days.  The 
age  distribution  of  these  patients  is  shown 
in  Table  3.  The  first  2 weeks  of  life  is  the 
period  most  likely  to  require  the  care  provid- 
ed by  a high  intensity  unit.  The  diagnoses 
are  shown  in  Table  4.  In  the  age  group  of 


Table  3 

TOTAL  PATIENTS 
May  10,  1967  - August  10,  1968 


Pediatrics: 

Patients 

Deaths 

Newborn  - 2 weeks 

65 

14 

2 weeks  -1  year 

79 

10 

1 year  - 6 years 

72 

4 

6 years  - 16  years 

66 

5 

282 

Adults 

40 

Table  4 

NEWBORN  TO  2 WEEKS  OF  AGE 

Total  Deaths 


Hyaline  Membrane  Disease 31  9 

CHD  7 1 

Erythroblastosis  (Exchange 

Transfusion)  9 

Possible  Bowel  Obstruction 3 

Respiratory  Distress  (Other 

Than  Hyaline)  3 

Prematurity  2 1 

Neurologic  Disorder  2 1 

Other  Congenital  Anomalies 8 2 
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2 weeks  to  1 year,  the  preponderance  of  in- 
fants with  congenital  heart  disease,  particu- 
larly those  with  congestive  heart  failure, 
is  shown  in  Table  5.  The  low  mortality  in 
infants  with  congestive  heart  failure  during 
their  stay  in  the  unit  is  of  considerable  in- 
terest and  in  contrast  to  the  estimated  acute 
mortality  of  50%  in  infants  with  congestive 
heart  failure  due  to  congenital  heart  disease. 

The  diagnoses  in  the  1 to  6 year-old  age 
group  are  shown  in  Table  6.  Higher  utiliza- 
tion in  patients  over  six  (Table  7)  is  antici- 
pated with  the  development  of  an  expanded 
emergency  service  at  the  University  of  Ne- 
braska Hospital. 


Infection 

Cross  infection  is  one  of  the  major  prob- 
lems of  an  intensive  care  unit,  particularly 
those  caring  for  young  infants.  Weekly  in- 
fection reports  including  an  estimate  as  to 
the  time  and  place  of  acquisition  of  the  in- 


Table  5 


2 WEEKS  TO  1 YEAR  OF  AGE 


Total  Deaths 


CHD 

Heart  Surgery 

Blalock  3 1 

Pulm.  to  Aorta 2 

Pulm.  Banding 4 1 

Rashkin’s  2 

CHE  15  1 

Post-Card.  Cath. 11  1 

Heart  Block  2 

Pneumonia  4 

Other  Anomalies 4 3 


47  7 

MEDICAL 

Respiratory  9 2 

Hemangio-endothelioma 1 

Meningitis  3 

Dehydration  2 1 

Scleredema  1 

Hypocalcemia 1 

Reye’s  Syndrome 1 

Cystic  Fibrosis  1 

Ingestion  of  Poison 1 

20  3 

SURGICAL  4 

NEUROLOGICAL 

Head  Injury 4 

Surgery  2 

6 

RENAL 2 

Total  79  10 


fection  in  each  unit  are  now  hospital  policy. 
Despite  the  lack  of  valid  statistics  for  the 
15  months  under  review,  the  impression  is 
one  of  an  extremely  low  rate  of  cross  infec- 
tion attributed  lo  the  relatively  low  occu- 
pancy of  the  unit,  the  short  duration  of  the 
stay  and  the  use  of  the  isolette,  in  addition 
to  standard  handwashing  and  isolation  pro- 
cedures whenever  feasible. 


Table  6 

1 YEAR  TO  6 YEARS  OF  AGE 


Total 

Deaths 

CHD 

Open  Heart 

ASD 

1 

_ 

PS  (Valvulotomy) 

2 

1 

VSD 

7 

1 

AS  (Valvulotomy) 

1 

- 

Closed  Heart 

Blalock 

3 

1 

PDA 

10 

_ 

Pacemaker 

1 

Rashkin’s 

1 

Post  Card.  Cath. 

7 

Miscellaneous 

7 

- 

40 

3 

Medical 

9 

_ 

Surgical 

3 

_ 

Neurological 

15 

Renal 

5 

1 

Total 

72 

4 

Table  7 

6 YEARS  TO  16  YEARS  OF  AGE 

Total  Deaths 


CHD 

Open  Heart 

AS  (Valvulotomy) 1 

ASD 4 

VSD  6 

PS  (Valvulotomy) 1 

Closed  Heart 

Shunt 2 

PDA  3 

Coarc.  5 

Congestive  Failure 2 

Post  Card.  Cath. 4 

Arrythmia  with  Conversion-  4 
Embolism  Post  Cardiac 

Surgery 1 1 

33  1 

Surgical  6 

Medical  12  2 

Neurological  10 

Renal  5 2 

Total  66  5 
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Admissions 

The  admissions  policy  for  the  Pediatric 
High  Intensity  Care  Unit  is  the  same  as  for 
the  University  of  Nebraska  Hospital.  Any 
patient,  whether  service  or  private,  may  be 
admitted  with  or  without  written  referrals 
and  county  certification.  They  are  usually 
admitted  as  service  cases,  but  may  be  admit- 
ted as  private  patients  of  any  physician  on 
the  staff  of  the  University  of  Nebraska  Hos- 
pital. Registration  and  interview  may  all 
be  deferred  until  after  the  patient  is  admit- 
ted. Arrangements  can  be  made  by  calling 
the  admitting  pediatrician,  (402)  551-0669. 
Acceptance  of  children  with  cardiac  disease 
to  the  State  Services  for  Crippled  Children 
Program  must  be  made  by  Dr.  Paul  Mooring 
— at  the  same  telephone  number,  but  this 
also  can  be  arranged  after  the  admission 
of  the  patient. 

Future 

Projected  plans  for  the  unit  include  hemo- 
dialysis and  the  possibility  of  a pediatric 
transplant  program,  the  latter  requiring  so- 
phisticated equipment  for  individual  isola- 
tion. 

One  obvious  need  for  optimal  utilization  of 
such  highly  specialized  and  successful  care 
for  acutely  ill  children  is  emergency  trans- 
portation such  as  the  helicopter  transport 
system  for  accident  victims  by  the  Air  Na- 
tional Guard  initiated  on  a trial  basis  in 


1968,  but  currently  nonoperative.  Such  a 
multi-air-land  transport  system  should  be 
equipped  with  not  only  oxygen  and  suction 
but  also  with  cardiorespiratory  monitors. 
At  the  present  time,  only  the  few  large 
metropolitan  areas  have  rescue  squads 
trained  and  equipped  for  the  emergency 
transportation  of  acutely  injured  or  critically 
ill  patients.  A portable  incubator  (Oxygen- 
aire)  is  available  in  the  premature  unit 
(Dr.  Van  Leeuwen)  for  the  transport  of 
infants. 

As  for  the  future  of  intensive  care,  there 
will  undoubtedly  be  more  units  and  more 
highly  specialized  units  throughout  the  area. 
One  of  the  goals  of  the  Regional  Medical 
Program  is  the  establishment  in  outstate  Ne- 
braska of  one  or  more  demonstration  inten- 
sive care  units  for  patients  of  all  ages.  A 
total  of  five  units  will  be  operated  in  the 
new  University  Hospital:  neonatal,  pediatric, 
coronary  care,  surgery,  and  burn  units. 
Specialization  of  units  according  to  the  age 
of  the  patient,  as  well  as  to  the  disease  en- 
tity, offers  the  great  advantage  of  familiar- 
ization and  availability  of  equipment  and 
supplies  suited  to  the  patient  and  is  absolute- 
ly basic  to  optimal  care  of  the  acutely  ill 
patient.  Development  of  an  efficient,  effec- 
tive, statewide  multi-transport  system  is  in- 
cumbent upon  the  citizens  of  Nebraska  for 
maximum  benefit  from  these  highly  spe- 
cialized units  of  medical  care. 


740 


Nebraska  S.  M.  J. 


Mammography  and  Its  Present  Status* 


PART  II 

In  benign  disease,  chunks  of  calcium,  or 
single  coarse  calcifications  are  present. 
Ring-like  calcifications  seen  in  the  breast 
have  been  attributed  to  old  galatoceles.  Gen- 
erally, if  more  than  half  a dozen  tiny  calci- 
fications are  seen  in  one  area,  even  in  the 
absence  of  a definite  soft  tissue  mass,  malig- 
nancy must  be  excluded  by  biopsy. 

Vascular  calcifications  are  also  seen  in 
older  women,  but  these  are  usually  easily  rec- 
ognizable and  are  of  no  particular  signifi- 
cance. An  increased  incidence  has  not  been 
noted  in  diabetes. 

Other  secondary  signs  of  malignancy  in- 
clude skin  thickening.  This  can  be  seen  in 
localized  areas  over  carcinoma  or  involving 
the  entire  breast.  The  extent  of  skin  thick- 
ening can  occasionally  be  better  appreciated 
by  x-ray  than  by  palpation.  Diffuse  skin 
thickening  is  frequently  seen  with  inflam- 
matory or  highly  invasive  carcinoma,  and 
occasionally  with  lymphomatous  blockage  of 
the  axillary  nodes  by  other  lesions  in  addi- 
tion to  malignancy. 

The  thickening  of  the  skin  has  been  at- 
tributed to  edema  fluid,  actual  tumor  inva- 
sion, and  more  recently  to  an  increase  in  col- 
lagen tissue.  Nipple  retraction  can  be  seen 
radiographically  as  well  as  clinically. 

Vascular  prominence  primarily  due  to 
venous  engorgement  is  also  recognized  as  a 
secondary  sign,  but  in  a large  group  of  pa- 
tients with  fibrocystic  disease,  an  appre- 
ciable percentage  also  showed  vascular  prom- 
inence. 

The  finding  of  axillary  nodes  is  helpful, 
but  certainly  is  not  necessary  for  the  diag- 
nosis of  malignancy. 

Future  developments  in  this  and  related 
fields  must  certainly  be  considered.  A new 
technique  of  mammography,  xerography,  us- 
ing a charged  aluminum  plate,  offers  hope 
of  better  visualization  of  the  internal  struc- 
tures of  the  breast.  The  technical  problems 
involved  in  xerography  are  being  worked  out. 
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and  this  should  be  available  for  routine  use 
in  the  next  few  years. 

Thermography  is  another  method  of  diag- 
nosis which  warrants  mention.  This  is  not 
a radiographic  technique  but  utilizes  the 
infrared  radiations  given  off  by  all  bodies 
to  form  a picture  electronically.  This  can 
be  presented  as  a Polaroid  print  showing 
some  areas  of  the  body  warmer  than  others. 
Thermography  has  been  useful  in  the  diag- 
nosis of  breast  disease,  since  many  carcino- 
mas cause  a localized  elevation  in  skin  tem- 
perature in  their  vicinity.  The  explanation 
for  this  is  not  thoroughly  understood,  but 
the  method  has  appeal  because  of  its  ease 
of  performance  and  lack  of  exposure  to  radi- 
ation. 

Results 

What  are  the  results  of  mammography? 
How  worthwhile  is  it  for  women  to  have  this 
examination  ? The  accuracy  has  been  rather 
variable,  depending  upon  the  age  of  the 
women  involved  and  their  presenting  symp- 
tom. In  some  of  the  first  groups  reported  up- 
on, the  accuracy  was  said  to  be  over  90%, 
but  these  were  highly  selected  groups,  either 
in  high-risk  patients  of  the  older  age  group 
or  at  cancer  hospitals. 

In  Philadelphia,  a group  of  seven  hospitals 
pooled  their  experience  in  this  study  and 
came  up  with  the  following  results.^ 

The  overall  accuracy  in  diagnosing  malig- 
nant disease  was  about  68%.  There  are 
many  reasons  for  this.  No  women  were  ex- 
cluded because  of  age,  and  in  the  younger 
group  with  considerable  fibrocystic  disease 
the  positive  rate  was  much  lower.  In  the 
older  group  with  fatty  breasts,  the  accuracy 
was  over  80%.  This  still  did  not  approach 
the  results  in  some  series,  and  the  large  num- 

•Presented  before  Omaha  Mid-West  Clinical  Society  36th  An- 
nual Session.  October  29,  1968. 


November,  1969 


741 


ber  of  readers  with  varying  degrees  of  ex- 
perience may  have  accounted  for  some  de- 
terioration, but  I think  the  main  reason  for 
the  low  accuracy  was  the  unselected  nature 
of  the  group  as  well  as  its  generally  younger 
median  age. 

A single,  well-trained  raliologist  should 
come  up  with  about  a 75-80%  accuracy  in 
all  age  groups,  and  probably  90%  in  the 
over  50  group. 

As  referring  practitioners,  you  must  re- 
member that  this  examination  is  much  more 
rewarding  in  the  older  age  group,  but  it 
can  be  and  is  very  helpful  in  the  younger 
group  and  in  finding  early  carcinomas  that 
are  non-palpable. 

I think  that  there  are  several  good  general 
rules  for  you  as  referring  physicians  to  fol- 
low in  regard  to  the  results  of  mammog- 
raphy. 

1.  If  mammography  reports  a carcinoma 
or  dominant  mass,  immediate  biopsy 
should  be  recommended. 

2.  If  a mass  is  palpable,  biopsy  should 
always  be  performed  unless  the  mam- 
mography report  is  a completely  nor- 
mal fatty  breast.  The  presence  of  fi- 
brocystic disease  on  the  films  often 
means  that  the  presence  of  a small  car- 
cinoma cannot  be  excluded. 

One  of  the  major  problems  facing  medi- 
cine in  general  and  the  Public  Health  Service 
in  particular,  is  the  place  of  mammographic 
surveys  among  large  unselected  groups  of 
women. 

Some  of  the  technical  problems  involved  in 
this  area  are  considerable.  The  time  for  each 
examination  is  considerably  more  than  that 
needed  for  a chest  survey  film.  The  patient 
must  undress  and  be  positioned  for  the 
study.  The  number  of  films,  facilities,  and 
physician  time  for  interpretation  are  all 
more  costly  than  for  chest  surveys. 

In  the  past,  several  large  series  have  been 
reported.  The  results  have  indicated  that 
anywhere  from  0.5  to  5 unsuspected  car- 
cinomas per  thousand  examinations  may  be 
discovered,  with  most  about  2 per  thousand. 
According  to  statisticians,  this  is  a reason- 
able figure  considering  the  prevalence  of  the 


disease.  However,  a fair  number  of  lesions 
are  obviously  being  missed. 

At  present,  a very  large  group  of  women, 
over  30,000,  is  under  study  in  New  York.'* 
This  is  a long-term  project  to  discover  if 
early  lesions  can  be  picked  up,  and  if  this 
has  any  appreciable  effect  on  longevity. 

The  results  to  date  suggest  that  the  great- 
est advantage  is  that  in  unsuspected  car- 
cinomas, about  75%  have  no  nodes  in  the 
axilla,  while  the  average  patient  presenting 
with  carcinoma  will  have  about  50%  chance 
of  having  nodes.  As  you  know,  this  will 
lead  to  a greater  survival  in  the  unsuspected 
groups.  In  addition,  the  techniques  are  be- 
ing refined,  and  it  may  be  possible  for  tech- 
nicians to  screen  the  films  just  as  they  are 
used  to  screen  Pap  smears  for  cervical  car- 
cinoma. 

As  mentioned  earlier,  thermography  may 
have  as  much  or  more  to  offer  for  survey 
purposes.  A recent  American  Cancer  So- 
ciety study  showed  a slightly  higher  pick- 
up rate  than  with  mammography. 

And  now  to  summarize  our  present  feel- 
ings about  mammography. 

As  a radiographic  examination  on  an 
individual  with  a specific  indication,  mam- 
mography has  been  a valuable  adjunct  to 
the  usual  physical  examination.  There  are 
many  women  in  the  United  States  today  who 
have  had  nonpalpable  carcinomas  removed 
and  palpable  lesions  removed  at  an  earlier 
stage  because  of  this  study.  It  has  provided 
reassurance  to  many  women  who  have  been 
worried  about  the  possibility  of  cancer  and 
probably  has  been  able  to  prevent  repeated 
biopsies  of  fibrocystic  disease  in  some  cases. 

Its  value  in  mass  screening,  I feel,  has  yet 
to  be  completely  determined.  So  far,  the 
suggestion  is  that  by  examining  the  high-risk 
group  over  the  age  of  50  years,  we  may  be 
able  to  find  cancer  earlier  at  a time  before 
it  has  spread  to  regional  lymph  nodes  and 
thus  improve  the  long  term  survival  from 
cancer  of  the  breast.  This  may  be  worth- 
while from  an  economic  standpoint,  even  con- 
sidering the  considerable  expense  of  the 
surveys. 

How  should  this  study  be  used  in  your 
practices  ? 
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Mammography  should  be  obtained  on  all 
women  with  breast  symptoms  or  abnormali- 
ties. This  should  probably  be  limited  to 
women  over  25  years,  since  carcinoma  before 
that  age  is  almost  unheard  of,  although  in 
our  practice  we  sometimes  examine  younger 
women.  It  should  be  used  to  follow  women 
after  radical  mastectomy  and  those  with 
cancerophobia  or  a bad  family  history  of 
breast  cancer.  You  should  have  personal 
contact  with  your  own  radiologist,  so  that 
he  knows  what  you  want  when  you  send  a 
patient  for  mammography,  and  so  that  you 
will  know  how  he  words  his  reports  and  what 
he  means  in  terms  of  accuracy  or  the  need 


for  biopsy  of  suspicious  lesions.  In  this  way, 
mammography  can  come  to  be  an  extremely 
valuable  addition  to  your  practice  and  the 
care  of  women  with  breast  problems. 
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Shortage  of  Nurses 


PRESIDENT’S  PAGE 

The  shortage  of  physicians  in  Nebraska 
is  matched  by  the  insufficient  number  of 
nurses.  The  announcement  that  two  major 
schools  of  nursing  were  going  to  “close 
their  doors”  and  that  many  of  the  remain- 
ing schools  were  not  going  to  increase  the 
size  of  their  classes  to  offset  the  differ- 
ence was  alarming  indeed. 

The  hard  work  of  Dr.  Jerry  Tamisiea, 
Chairman  of  the  Allied  Professions  Com- 
mittee functioning  behind  the  scenes,  has 
produced  what  we  hope  will  “turn  the 
tide”  on  the  problem  of  nurses  training. 
The  quiet  persuasion  in  his  appearance  be- 
fore the  Executive  Board  of  one  of  these 
schools  has  contributed  greatly  to  the  re- 
opening and  enlarging  of  its  nursing  school. 

The  College  of  St.  Mary’s  and  the  Arch- 
bishop Bergan  Mercy  Hospital  are  start- 
ing a two-year  associate  program  in  nursing 
in  the  fall  of  1970.  Moreover  if,  at  the  con- 
clusion of  the  two-year  period,  the  students 
wish  to  receive  their  Baccalaureate  Degree, 
they  may  continue  their  studies  for  an  ad- 
ditional two-year  period. 

Without  the  wholehearted  cooperation  of 
the  Woman’s  Auxiliary  to  the  Nebraska 
State  Medical  Association,  and  their  promise 
of  aid  in  the  recruitment  of  students  for  all 
of  the  nursing  schools,  this  would  not  have 
been  possible.  The  active  and  enthusiastic 
support  by  the  Auxiliary,  under  the  dynamic 
leadership  of  Mrs.  Robert  Mclntire,  has 
helped  to  emphasize  the  powerful  influence 
and  the  usefulness  of  this  organization. 

We  are  highly  indebted  to  the  spirit  of 
public  service  shown  by  the  directors  of  the 


College  of  St.  Mary’s  and  Archbishop  Bergan 
Mercy  Hospital.  We  are  equally  indebted  to 
those  schools  of  nursing  who  are  increasing 
the  size  of  their  classes. 

We  commend  the  state  legislature  for  its 
farsighted  approval  for  funding,  making 
possible  a larger  school  of  nursing  at  the 
University  of  Nebraska  with  an  inclusion 
of  a training  school  for  a Master’s  Degree. 

The  Woman’s  Auxiliary  to  the  Nebraska 
State  Medical  Association  will  need  all  of  the 
help  they  can  get  in  their  recruitment  pro- 
gram for  student  nurses.  I am  delighted 
indeed  to  share  the  President’s  page  in 
this  publication  with  Mrs.  Robert  Mclntire, 
President  of  the  Auxiliary,  and  to  enable 
her  to  put  her  plea  for  aid  and  cooperation 
before  all  of  the  physicians  — and  their 
wives  — in  the  state. 

— J.  Whitney  Kelley,  M.D. 
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Colorado's  Abortion  Law* 


A Psychiatrist’s  View  of  Its  Operation 

TO  keep  myself  practical  and 
within  the  allotted  time,  I shall 
attempt  only  to  sketch  one 
psychiatrist’s  generalizations  from  two 
years’  experience  under  Colorado’s  new 
Abortion  Law,i  as  he  has  functioned  both 
as  an  on-call  member  of  the  Therapeutic 
Abortion  Committee  of  a large  metropolitan 
private  hospital,  and  as  an  examining  psy- 
chiatrist-consultant of  applicants  for  abor- 
tions sought  at  several  private  hospitals. 

Psychiatrists’  Ambivalence 
More  than  71%  of  therapeutic  abortions 
performed  under  the  new  Colorado  law  have 
been  authorized  for  psychiatric  reasons.^- 3- ^ 
The  law  requires  certification  by  “a  licensed 
doctor  of  medicine  specializing  in  psychi- 
atry” for  consideration  by  the  “Special  Hos- 
pital Board. 

Psychiatrists  as  a specialty  group  have 
long  tended  to  fall  politically  and  sociologic- 
ally “left  of  center”  (compared  to  most  oth- 
er medical  specialties).  With  only  isolated 
exceptions,  Colorado’s  psychiatrists  favored 
liberalization  of  the  Abortion  Law  and  many 
look  forward  to  some  “enlightened”  time 
when  abortion  virtually  on  demand  would  re- 
move psychiatrists  and  physicians  from 
policing  pregnancies  as  obligatory  once  the 
mother  conceives.  Others  of  us,  of  course, 
see  permissiveness  to  this  extreme  as  un- 
realistic in  the  light  of  limit-settings,  being 
necessary  in  many  other  areas  of  human 
behavior  too  — at  least  this  side  of  Shangri- 
La!  (Hysterectomies,  EST,  and  breast 
lifting  on  demand  are  still  considered  bad 
form  unless  medically  indicated.  A discour- 
aged patient  may  “demand”  euthanasia,  but 
he  might  prove  to  be  just  temporarily  pes- 
simistic) . 

Most  psychiatrists  would  welcome  being 
spared  the  authoritarian  assignments  im- 
posed upon  us  by  the  earlier  and  present 
laws.  Most  of  us  are  dedicated  to  a “non- 
directive” stance  in  psychotherapy  and  ad- 
mit to  the  often  intangible  and  subjective 
bases  for  our  diagnostic  conclusions  and  pre- 
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dictions.  Thus,  only  a few  are  comfortable 
with  participation  as  adversaries  in  court 
or  in  certifying  to  the  credibility  and  prog- 
nosis of  a given  applicant  for  abortion.  Con- 
trary to  our  popular  image,  few  psychiatrists 
relish  “playing  God”  — our  clinical  results 
often  keep  us  humble  and  conscious  of  pro- 
fessional fallibility. 

Unhappy  Consumers  and  Purveyors 
Before  our  present  law,  I was  a consultant 
when  one  applicant  was  refused  an  abortion 
and  promptly  achieved  her  own  intervention 
by  neatly  transecting  the  cord  by  gunshot, 
amazingly  causing  no  maternal  fatality. 

Early  after  the  new  law  became  effec- 
tive an  outraged  father  from  out  of  state 
protested  my  presumptuousness  in  “arbi- 
trarily” deciding  that  his  unmarried  college 
daughter  lacked  the  requisite  psychopath- 
ology for  legal  intervention:  “You  say  my 
daughter  is  healthy.  What  if  4 months  from 
now,  she  breaks  down  and  proves  you  wrong  ? 
Then  I’ll  be  back  with  my  lawyer.” 

Not  surprisingly,  it  is  hard  to  find  psy- 
chiatrists willing  and  promptly  available  for 
the  required  emergency  consultations  and 
certifications  — this  to  the  exasperation  of 
the  harried  obstetrician.  Of  course  we  all 
have  to  do  unpleasant  things  at  times  in  the 
interest  of  treating  the  sick.  I even  have 
to  endure  attacks  by  one  of  my  obstetrician 
friends  of  the  far  right  who  would  require 
every  psychiatrist  who  certifies  to  a thei’a- 
peutic  abortion  to  participate  in  one  — 
visually  and  emotionally. 

One  Hospital’s  Policy 
Implementation  of  our  law  permits  vari- 
ations in  specific  policies  and  practices,  so 
long  as  the  endorsing  “Special  Hospital 
Board”  embraces  a “Committee  of  three  li- 
censed physicians  who  are  members  of  the 

•Presented  at  Nebraska  State  Medical  Association  Meeting, 
April  30,  1969. 
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staff.”  A fortuitous  system  was  estab- 
lished by  one  large  private  Denver  hospital 
early  participating  under  the  law  with  its 
own  added  provisions  to  assure  that  the 
Special  Hospital  Board  would  not  have  pre- 
determined or  permanent  membership.  This 
became  important  because  of  the  statutory 
requirement  that  the  Board’s  action  be 
unanimous  for  endorsement.  Under  that 
hospital’s  system  a Board  is  convened  for 
each  case  with  rotating  selection  by  a hos- 
pital administrator,  and  the  Board  is  chaired 
automatically  by  an  obstetrician  other  than 
the  examiner  or  his  associate.  For  psychi- 
atric certification,  the  hospital  requires  that 
the  other  two  members  of  the  Board  be  psy- 
chiatrists not  associated  with  the  certifying 
psychiatric  consultants.  At  least  two  inde- 
pendent psychiatric  certifications  are  re- 
quired and  these  must  include  reasonable 
documentation  of  pre-gravid  personality  and 
history,  objective  pathology,  the  applicant’s 
attitude  and  likely  prognosis  (were  preg- 
nancy continued  or  if  aborted). 

Hang-ups 

In  deference  to  time,  I shall  simply  enu- 
merate problems  which  have  most  often 
evolved  in  my  experience  on  the  commit- 
tee and  as  a consultant: 

1.  Contrary  to  the  Colorado  Medical  So- 
ciety’s “guideline”  against  accepting 
out-of-state  applicants,  our  Boards  and 
consultants  have  often  acerbically  in- 
sisted that  “Hippocrates  does  not  stop 
at  the  state  line”  and  that  a sick  pa- 
tient may  not  ethically  be  penalized  for 
political  purposes  merely  to  force 
some  other  state  to  pass  laws  eventu- 
ally to  take  care  of  its  own.  The  rec- 
ommendation, of  course,  did  give 
backing  for  conservative  policy  and 
emphasized  the  need  for  caution  in 
validating  documentation  from  re- 
mote residence. 

2.  Boards  have  been  more  impressed  by 
evidence  of  psychopathology  antedat- 
ing pregnancy  then  by  the  occurrence, 
ex-post  facto,  of  agitation  and  de- 
pression after  one  becomes  inadvert- 
ently pregnant. 

3.  Boards  tend  to  view  intervention  more 
favorably  if  patients  permanently  in- 


capacitated for  pregnancy  or  those 
apt  to  be  recidivistically  irresponsible 
have  accepted  some  provision  to  pre- 
vent recurrences  of  unwanted  preg- 
nancies — such  measures  as  steriliza- 
tion, effective  psychiatric  manage- 
ment, etc.  But  we  have  been  careful 
not  to  make  this  a mandatory  re- 
quirement, to  avoid  arbitrary  coer- 
cion. 

4.  On  occasion.  Boards  have  accepted 
combined  borderline  indications  (psy- 
chiatric, medical  and/or  fetal)  when 
no  one  aspect  alone  would  be  suffi- 
cient. Examples  are  borderline  or- 
ganic contra-indications,  radiation  ex- 
posure, LSD  or  other  possible  chro- 
matolytic  drug  usage,  questionable 
Rubella  — one  of  these  might  be  com- 
bined with  significant  but  marginal 
psychopathology  to  pass. 

5.  Boards  have  avoided  automatic  valida- 
tion of  intervention  merely  because  of 
claimed  usage  of  LSD.  Exploitation 
of  such  an  “out”  could  well  be  analo- 
gous to  inviting  deliberate  post-con- 
ception exposure  to  Rubella  as  man- 
ipulation to  escape  an  unwanted  preg- 
nancy. 

6.  Consultants  and  Boards  have  become 
sensitive  to  the  enthusiasm  with  which 
many  district  attorneys  embrace  psy- 
chiatric grounds  for  abortion  in  pref- 
erence to  their  factual  certification 
of  cases  involving  rape  or  incest.  The 
latter  require  investigation  and  might 
be  unpleasant  for  the  males  implicat- 
ed. (All  at  once  even  the  DA  likes 
us !) 

7.  Colorado’s  implementation  of  the  new 
Abortion  Law  has  been  clearly  con- 
servative and  frustratingly  disappoint- 
ing to  many  desperate  applicants.  It 
may  have  raised  therapeutic  abortion 
to  a safer  and  more  honest  entity,'^ 
but  it  has  by  no  means  made  it  easier, 
less  expensive,  or  predictably  avail- 
able than  did  our  old  law. 

Perhaps  the  question  period  will  permit 
us  to  discuss  possible  improvements  vs. 
euthanasia  of  our  law,  possibly  a discussion 
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of  the  complications^  and  alleged  long-term 
psychiatric  consequences®  of  therapeutic 
abortion. 
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Wash  ingtoNotes 


1.  National  health  program 

Health,  Education  and  Welfare  Secretary 
Robert  Finch  has  asked  a special  Task 
Force  on  medicaid  to  examine  and  make  rec- 
ommendations on  proposals  for  a sweeping 
national  health  program. 

The  Task  Force,  headed  by  Walter  J.  Mc- 
Nerney,  president  of  the  Blue  Cross  Asso- 
ciation, is  scheduled  to  issue  a report  about 
the  first  of  the  year. 

After  referring  to  a proposal  for  universal 
health  insurance  endorsed  by  many  gov- 
ernors at  the  National  Governors’  Confer- 
ence, Finch  told  McNerney  in  a letter: 

“I  would  like  specifically  to  request  that 
the  Task  Force  consider,  along  with  its  other 
deliberations  on  medicaid  and  related  pro- 
grams, what  directions  and  initiatives  you 
feel  the  HEW  Department  should  pursue  in 
this  area.” 

According  to  McNerney,  one  phase  of  the 
study  would  include  the  extension  of  medi- 
care to  persons  of  all  ages,  roughly  the  na- 
tional compulsory  health  plan  backed  by  Wal- 
ter Reuther  of  the  United  Auto  Workers  and 
his  Committee  of  100  for  National  Health 
Insurance. 

McNerney,  however,  also  said  that  all 
types  of  mass  plans  would  be  studied,  in- 
cluding the  health  insurance  tax  credit 
proposal  endorsed  by  the  American  Medical 
Association. 

The  rapidly  rising  costs  of  medicare  and 
medicaid  have  brought  the  issue  to  the 
forefront.  The  Administration  said  older 
people  who  enter  the  hospital  after  January 
1 will  have  to  pay  for  an  additional  $8  of 
their  hospital  bills  due  to  the  higher  costs. 
The  increase  is  required  by  law. 

The  benefit  cutback  results  from  an  ad- 
justment of  the  portion  of  the  hospital  bill 
for  which  a medicare  beneficiary  is  respon- 
sible if  these  costs  have  risen  substantially. 


2.  Ribicoff  and  federal  health 

After  a two-year  study.  Sen.  Abraham 
Ribicoff  (D.,  Conn.),  former  HEW  Secre- 
tary, said  he’s  reached  the  conclusion  the 
federal  health  effort  “is  a planless  conglom- 
eration of  programs  administered  by  more 
than  a score  of  agencies  and  departments.” 

Federal  health  spending  “instead  of  sup- 
porting programs  to  provide  for  the  health 
of  the  people  ...  is  maintaining  a cumber- 
some, disjointed  bureaucracy  that  even  key 
government  officials  have  difficulty  man- 
aging,” he  told  the  Senate. 

“Instead  of  eliminating  problems,  (they) 
may  be  adding  to  factors  such  as  rising 
costs,  Imited  access  to  care  and  the  frag- 
mented organization  of  health  services.” 

“There  are  so  many  programs  adminis- 
tered in  such  bureaucratic  confusion  that 
no  one  — not  the  HEW  Department,  not 
the  Bureau  of  the  Budget  nor  any  private 
organization  was  able  to  tell  the  subcommit- 
tee even  how  many  programs  there  are.” 


3.  Drug  dependents 

The  American  Medical  Association  told 
Congress  drug  dependent  persons  should  be 
treated  as  patients  rather  than  criminals. 

In  testimony  before  the  Senate  Juvenile 
Delinquency  Subcommittee,  Henry  Brill, 
M.D.,  chairman  of  the  AMA’s  Committee  on 
Alcoholism  and  Drug  Dependence,  said  physi- 
cians are  concerned  over  legislation  before 
the  Subcommittee  proposing  harsher  penal- 
ties for  persons  unlawfully  possessing  drugs 
for  their  personal  use. 

“Mere  possession  for  personal  use  of  de- 
pressant and  stimulant  drugs  having  a legiti- 
mate medical  usage  should  not  constitute  an 
offense,”  Dr.  Brill  said.  “The  degree  of 
social  hazard  and  the  reasons  for  having  the 
drug  should  be  taken  into  account.” 

“With  respect  to  the  entire  section  on 
offenses  and  penalties,  we  propose  an  amend- 
ment to  direct  courts  to  appoint  a panel  of 
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medical  experts  in  each  case  where  a drug 
abuser  is  brought  to  trial  on  a charge  of 
illegal  possession  and  where,  in  the  court’s 
opinion,  medical  treatment  may  be  indicat- 
ed. The  panel  would  make  a determination 
as  to  whether  the  defendant  has  a medical 
problem  associated  with  his  abuse  of  drugs 
— a physical  or  psychological  disability  or 
drug  dependence. 

“If  medical  treatment  is  indicated,  the 
panel  would  recommend  to  the  court  the 
type  of  treatment  needed  — that  is,  gen- 
eral — medical  or  psychiatric  care;  in-pa- 
tient hospitalization  or  clinical  treatment; 
group  therapy ; half-way  house,  etc.  If 
medical  treatment  is  not  indicated,  or  if 
measures  in  addition  to  medical  treatment 
are  needed,  the  court  would  then  consider 
the  non-medical  handling  of  the  case.” 

Under  the  proposed  AMA  changes,  the 
HEW  Department,  rather  than  the  Justice 
Department,  would  control  the  official  clas- 
sification of  drugs,  and  the  research  and 
public  education  programs  in  the  field.  Con- 
trol provisions  would  focus  on  manufactur- 
ers and  distributors,  rather  than  on  physi- 
cians. 

“We  recommend  that  as  a matter  of  pub- 
lic policy  Congress  explicitly  charge  the 
HEW  Department  with  the  major  responsi- 
bility for  research  on  all  aspects  of  drug 
abuse  and  dependence  other  than  enforce- 
ment,” said  Dr.  Brill. 

The  AMA  supports  provisions  in  the 
legislation  “which  would  allow  researchers 
to  withhold  names  of  subjects,  and  to  handle 
controlled  drugs  without  prosecution,  espe- 
cially on  state  and  local  levels,  has  served 
to  hamper  needed  research  in  the  past.” 


4.  Foreign  medical  graduates 

The  American  Medical  Association  sup- 
ported legislation  to  require  foreign  medical 
graduates  trained  in  this  country  to  spend 
two  years  of  residence  in  their  native  land 
or  land  of  previous  residence  before  becom- 
ing eligible  to  apply  for  U.S.  citizenship. 

C.  H.  William  Ruhe,  M.D.,  director  of  the 
AMA’s  Division  of  Medical  Education,  said 


the  measure  would  strengthen  the  Exchange 
Visitor  Program.  However,  Dr.  Ruhe  sug- 
gested that  the  provision  be  strengthened 
to  require  that  citizens  of  less-developed  na- 
tions return  to  their  home  countries  rather 
than  their  latest  nation  of  residence.  He 
cited  the  example  of  citizens  who  come  to  the 
United  States  from  England. 

“If  such  participants  are  required  merely 
to  return  to  England  there  will  be  no  allevi- 
ation of  the  brain  drain  from  India,”  he  told 
the  House  Judiciary  Subcommittee  on  Im- 
migration. 


5.  Children’s  bureau 

The  HEW  Department’s  Children’s  Bureau 
was  broken  into  separate  health  and  welfare 
units. 

Under  the  reorganization: 

* Health  programs  administered  by  the 
Children’s  Bureau  were  transferred  to  the 
Health  Services  and  Mental  Health  Admin- 
istration (HSMHA)  where  they  will  form  a 
new  organizational  unit.  Programs  included 
are  for  maternal  and  child  health  services, 
crippled  children,  maternity  and  infant  care, 
and  health  of  school  and  preschool  children. 

*The  Children’s  Bureau  as  such  goes  from 
the  Social  and  Rehabilitation  Service  to  the 
Office  of  the  HEW  Secretary,  where  it  be- 
comes part  of  the  new  Office  of  Child  De- 
velopment. The  Bureau  will  maintain  its 
role  of  leadership  and  coordination  of  child 
and  parent  programs  throughout  the  Depart- 
ment. It  will  also  continue  to  investigate 
and  report  on  all  matters  pertaining  to  the 
welfare  of  children. 

*Community  services  administration  is 
established  in  the  Social  and  Rehabilitation 
Service  to  consolidate  the  administration  of 
social  service  programs  for  children  and 
adults.  These  include  programs  located  pre- 
viously in  the  Children’s  Bureau  and  in  other 
agencies  of  the  Social  and  Rehabilitation 
Service. 

“I  expect  the  Office  of  Child  Development 
and  the  Children’s  Bureau  to  be  vigorous 
advocates  of  the  interests  of  children,” 
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HEW  Secretary  Robert  Finch  said.  “They 
will  work  directly  with  public  and  private 
agencies  to  stimulate  improvements  in  the 
availability  and  quality  of  services  to  chil- 
dren and  parents,  and  to  work  with  all  agen- 
cies of  HEW.” 


Secretary  Finch  said  that  maternal  and 
child  health  programs  will  be  strengthened 
by  their  placement  in  HSMHA.  “All  of  the 
health  programs  administered  by  HSMHA 
should  benefit  from  this  new  and  closer  rela- 
tionship,” the  Secretary  said. 


Respiratory  Diseases 


TOWARD  CONTROL  OF  VIRAL  INFECTIONS 
OF  MAN 

Of  the  available  approaches  to  the  con- 
trol of  infections  due  to  viruses,  the  great- 
est advances  have  been  made  in  the  devel- 
opment of  vaccines,  but  other  avenues  are 
also  open.  Progress  to  date  and  problems 
yet  to  be  overcome  are  reviewed. 

There  are  today  three  possible  approaches  to 
the  control  of  infection  caused  by  vimses:  im- 
munologic (vaccines),  host  resistance  (interferon), 
and  chemical  (di'ugs). 

The  most  effective  and  economically  efficient 
control  procedure  attempted  to  date  is  specific 
immunization  by  vaccines  from  either  live  or  killed 
viruses.  The  latter  may  be  made  with  adjuvants 
which  enhance  the  immune  response.  Human  im- 
mune globulines  are  of  limited  usefulness  in  the 
control  of  viral  infections. 

A brief  review  of  some  of  the  developments  to- 
ward protection  against  viral  infection  follows: 

Smallpox  vaccine  has  been  the  foundation  for 
the  vaccination  concept.  With  gradual  improve- 
ment in  its  quality  and  purity,  today  this  vaccine  is 
bacteriologically  sterile  and  its  potency  is  pre- 
served by  drying. 

The  second  viral  vaccine  to  be  developed  was 
against  rabies.  Until  recently  it  was  a crude 
preparation,  but  propagation  of  the  virus  in  cell 
cultures  has  made  possible  the  production  of  highly 
purified  killed-virus  and  attenuated  live-virus  vac- 
cines for  experimental  use. 

The  yellow  fever  virus  is  the  only  one  of  230 
arboviruses  that  has  yielded  satisfactorily  to  vac- 
cine control. 

Influenza  A & B in  the  early  1940s  were  the 
first  of  the  respiratory  virus  vaccines.  Influenza 
vaccine  may  effect  a reduction  in  illness  of  75  to 
90  per  cent  or  more.  However,  a near-total 
antigenic  alteration  tends  to  occur  in  influenza  A 
virus  about  every  10  years  and  renders  the  previ- 
ous vaccine  useless.  An  urgent  need  is  for  a vac- 
cine that  provides  protection  against  a number  of 
viral  strains. 

The  live-virus  approach  against  respiratory  syn- 
cytial virus  has  been  explored,  but  to  date  attenua- 
tion of  the  virus  has  been  inadequate. 


POLIO  VACCINES 

Reduction  of  poliomyelitis  to  insignificant  levels 
in  many  countries  speaks  for  the  effectiveness  of 
both  live-  and  killed-virus  vaccines.  Live  vaccine 
has  many  advantages,  but  low  effectiveness  has 
been  reported  in  some  tropical  areas  where  im- 
proved living  conditions  have  delayed  the  child’s 
first  experience  with  the  virus  to  an  older  age 
than  formerly.  Continuing  infection  of  the  en- 
teric tract  with  a multiplicity  of  indigenous  entero- 
viruses may  interfere  with  vaccination  by  prevent- 
ing growth  of  the  vaccine  strains. 

Work  in  vaccines  for  the  three  myxovirus  infec- 
tions of  childhood  — measles,  mumps,  and  rubella 
— is  in  progress.  Extensive  and  proper  admin- 
istration of  vaccines  against  these  diseases  should 
result  in  their  near  elimination  from  the  United 
States  within  a few  years. 

With  the  availability  of  new  viral  vaccines  and 
the  expectation  of  others  in  the  near  future,  meth- 
ods must  be  developed  to  simplify  administration 
and  to  reduce  costs. 

The  use  of  adjuvants  should  make  it  possible 
to  achieve  a greater  and  longer-lasting  immun- 
ity with  a smaller  antigenic  mass  and  fewer 
doses  than  with  aqueous  material. 

HOST  RESISTANCE 

For  more  than  three  decades  it  has  been  known 
that  infection  with  one  virus  may  limit  or  exclude 
infection  with  a second,  unrelated  virus.  This  is 
called  the  interference  phenomenon,  which  has  been 
shown  to  be  mediated  by  a protein  of  low  molecular 
weight,  called  interferon.  It  is  producted  by  virus- 
infected  cells  and  protects  new  and  uinfected  cells 
from  viral  infection.  Thus,  interferon,  rather  than 
the  conventional  antibody  immune  mechanisms,  may 
be  responsible  for  recovery  from  viral  infections 
in  its  early  stages. 

Though  active  to  some  degree  in  experimental 
tests,  interferon  prepared  in  cells  outside  the  body 
has  not  achieved  practical  importance.  The  alter- 
native approach  is  use  of  a safe  and  effective  sub- 
stance to  stimulate  the  body  to  produce  and  dis- 
tribute its  own  endogenous  interferon.  No  sub- 
stance so  far  tried  has  as  yet  proved  satisfactory. 

Recent  research  has  led  to  the  discovery  that 
certain  double-stranded  ribonucleic  acids  are  high- 
ly active  in  inducing  interferon  and  host  resistance 
both  in  animals  and  in  cells  in  culture.  Possibly 


750 


NebrasKa  S.  M.  J. 


the  presence  of  a form  of  viral  ribonucleic  acid  pro- 
vides an  “alert”  or  “alarm”  reaction  in  the  cell, 
causing  it  to  make  interferon. 

The  possibility  of  using  interferon  inducers  in 
human  and  animal  medicine  is  being  actively  ex- 
plored. The  interferon  mechanism,  with  its  broad 
spectrum  of  antiviral  activity,  gives  hope  for  even- 
tual prophylactic  conti'ol  of  those  viral  infections 
in  which  the  number  of  serotypes  is  too  great  to 
control  by  vaccines.  An  example  is  the  common 
cold. 

Intensive  search  for  chemical  substances  for  pre- 
venting or  treating  viral  diseases  have  not  thus 
far  been  rewarding.  Vaccines  and  interferon  are 
prophylactic  and  do  little  to  aid  the  cell  once  it 
is  infected.  At  present  the  best  hope  for  the  cure 
of  viral  infection  seems  to  rest  on  the  chemical 
approach. 

Research  in  viral  chemotherapy  has  not  yet 
achieved  the  status  of  an  exact  science,  hence  ran- 
dom screening  as  well  as  rational  approaches  will 
probably  continue  to  be  used.  Studies  may  not 
be  limited  to  compounds  which  are  nontoxic  for 
cells;  rather,  the  specific  antiviral  and  anticellular 
activities  of  a number  of  substances  may  be  de- 


Rubella 

BACKGROUND  INFORMATION 

While  rubella  (German  Measles)  is  gen- 
erally a mild  disease  when  contracted  dur- 
ing childhood,  in  postpubertal  individuals, 
particularly  females,  there  is  considerably 
greater  potential  for  harm.  The  illness  is 
often  more  serious  and  prolonged  and  not 
infrequently  has  complications  such  as 
arthritis,  arthralgia,  and  rarely,  encephal- 
itis. In  addition,  when  rubella  is  present 
during  pregnancy,  especially  during  the  first 
trimester  of  pregnancy,  but  also  during  the 
second  trimester,  from  15%  to  35%  of  the 
infants  may  be  born  with  what  is  now 
known  as  the  congenital  rubella  syndrome. 
This  includes  partial  or  total  loss  of  hearing 
or  vision,  major  heart  defects,  mental  re- 
tardation or  combinations  of  these  defects. 
In  addition,  there  is  a significantly  increased 
proportion  of  miscarriages  and  stillbirths. 
Thus,  serious  transplacental  damage  is  done 
by  the  virus. 

The  incidence  of  rubella  shows  a seasonal 
increase  in  the  spring,  generally  during 
March,  April,  and  May,  in  the  United  States, 
and  these  seasonal  increases,  in  turn,  have 
superimposed  on  them  major  national  and 
international  (increases)  epidemics  occur- 


fined  in  the  hope  that  this  may  lead  to  synthesis 
of  nontoxic  antiviral  compounds  on  a rational  basis. 

TEAM  PLAY  NEEDED 

The  development  of  any  measure  for  the  control 
of  viral  disease,  whether  it  be  by  immunological, 
chemical,  or  host-resistance  procedure,  is  neces- 
sarily a slow  and  painstaking  process  for  which 
a sophisticated  technology  must  be  evolved  and  a 
large  body  of  information  accumulated.  The  over- 
all achievement  requires  the  cooperative  team  play 
of  a wide  variety  of  disciplines,  including  at  least 
the  fields  of  virology,  cell  biology,  biochemistry, 
biophysics,  pathology,  clinical  medicine,  epidemi- 
ology, and  applied  biology,  and,  of  course,  a 
large  outlay  of  funds. 

It  is  possible  that  viruses  may  play  a role  in 
the  vast  majority  of  the  illnesses  of  mankind. 
The  degree  to  which  viral  vaccines  may  prevent 
such  illnesses  remains  to  be  seen.  Meantime,  it 
seems  possible  that  widespread  use  of  existing  and 
yet-to-be-developed  vaccines  may  eliminate,  or  re- 
duce, the  future  incidence  of  illnesses  in  which  a 
viral  role  is  not  even  suspect  at  present. 

— Maurice  R.  Hilleman,  Ph-D.,  Science  (Vol.  164,  No.  3879), 
May  2,  1969. 


Vaccine 

ring  at  irregular  intervals  of  from  approxi- 
mately six  to  nine  years  each.  During  the 
last  forty  years,  there  were  three  exception- 
ally high  pandemic  peaks  that  occurred 
about  1934  and  1935,  1942  and  1943,  and 
1964. 

The  primary  goal  of  rubella  vaccination  is 
the  prevention  of  the  congenital  rubella  syn- 
drome, with  secondary  goals  of  preventing 
rubella  in  postpubertal  patients  where  dis- 
abilities are  usually  more  serious  than  the 
relatively  mild  disease  that  it  causes  in 
young  children. 

Vaccine  Development 

In  June,  1969,  the  first  rubella  vaccine 
was  licensed  in  the  United  States.  This  was 
an  attenuated  live  virus,  manufactured  by 
Merck,  Sharp  and  Dohme.  It  is  made  from 
the  HPV-77  strain  that  has  been  grown  on 
duck  embryo  cell  culture.  This  vaccine  was 
tested  on  over  13,000  susceptible  children 
prior  to  licensing,  with  essentially  no  ad- 
verse reactions,  although  transient  arthral- 
gia or  arthritis  and  rash  did  occasionally 
occur  in  older  patients. 

Smith,  Kline  and  French  are  currently 
manufacturing  an  attenuated  live  virus  ru- 
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bella  vaccine  from  a different  strain  (Cen- 
dehill).  This  is  grown  on  rabbit  kidney  cell 
culture  in  Belgium  and  probably  will  be  li- 
censed in  the  near  future  in  the  United 
States.  There  is  a similar  expectation  for 
an  attenuated  live  virus  vaccine  that  has 
been  grown  on  dog-kidney  cell  culture  by 
Phillips-Roxane.  In  addition,  experimental 
work  is  progressing  at  the  Wistar  Institute 
in  Philadelphia  with  a still  different  virus 
strain  (WI-38),  which  is  being  grown  on 
human  embryo  lung  cell  culture  (Diploid 
cell).  Thus,  it  is  very  likely  that  prior  to 
the  next  seasonal  peak,  which  would  be  an- 
ticipated in  spring,  1970,  millions  of  doses  of 
at  least  three  different  rubella  vaccines  will 
be  available  for  use  in  the  United  States. 

It  is  known  that,  following  vaccination, 
virus  particles  are  shed  from  the  naso- 
pharynx and  uterine  cervix.  However, 
there  have  been  no  reports  of  cases  of  ru- 
bella as  a consequence  of  the  shedding. 

Vaccine  Administration 

The  currently  licensed  vaccine  is  admin- 
istered by  a single  subcutaneous  injection  of 
reconstituted  lyophilized  vaccine.  The  label 
and  insert  instructions  should  be  carefully 
read  and  followed.  The  following  precau- 
tions are  recommended. 

Pregnant  ivomen  must  not  he  given  the 
vaccine  because  the  viremia  that  follows  vac- 
cination and  lasts  two  to  six  weeks  may  per- 
mit the  virus  to  pass  the  placental  barrier 
and  affect  the  growing  fetus. 

If  vaccination  of  a nonpregnant  woman  in 
the  childbearing  age  is  anticipated,  special 
safeguards  should  be  taken.  These  might  in- 
clude testing  the  woman  to  make  sure  she 
is  not  already  immune  to  rubella*  and  would 
include  carefully  weighing  the  advantages 
of  vaccine  administration  against  the  dis- 
advantages, including  the  possibility  of  her 
becoming  pregnant,  with  the  likelihood  that 
the  fetus  might  miscarry  or  develop  the  con- 
genital rubella  syndrome.  If  the  physician 
believes  that  vaccination  is  desirable,  he 
should  prescribe  a medically  acceptable 
method  of  contraception  and  should  explain 

* — The  only  reliable  evidence  of  immunity  is  a positive  sero- 
logical test.  However,  because  of  the  variation  among 
reagents  and  technical  procedures,  results  of  serological 
tests  should  be  accepted  only  from  laboratories  of  recog- 
nized competency  that  regularly  perform  these  tests. 


the  potential  risk  of  becoming  pregnant  to 
the  patient,  and,  preferably,  obtain  written, 
informed  consent  for  the  vaccination. 

Because  of  the  possibility  of  placental 
transfer  of  maternal  immune  bodies  and  the 
likelihhood  of  these  interfering  with  the 
development  of  immunity  following  vaccin- 
ation, it  is  recommended  that  the  vaccine  not 
be  administered  to  children  under  one  year 
of  age.  The  presence  of  other  virus  dis- 
eases or  any  febrile  active  generalized  infec- 
tion, as  well  as  the  use  of  corticosteroids, 
irradiation,  alkylating  agents  or  antimetabo- 
lites or  other  agents  that  would  weaken  the 
normal  defense  mechanisms  of  the  individual 
are  contraindications  to  the  use  of  rubella 
vaccine.  Other  contraindications  include 
concurrent  use  of  a different  live  virus  vac- 
cine (eg.  measles  or  poliomyelitis).  Admin- 
istration of  the  rubella  vaccine  should  then 
be  deferred  for  at  least  four  to  six  weeks. 

For  the  Merck,  Sharp  and  Dohme  vaccine 
(Lyovac-Meruvax),  epinephrine  should  be 
available  for  immediate  use  in  case  of  an 
anaphylactoid  reaction.  The  vaccine  (which 
is  grown  on  duck  embryo  cell  culture)  should 
not  be  given  to  individuals  who  are  sensi- 
tive to  duck  or  chicken  eggs  or  feathers  and, 
inasmuch  as  each  dose  of  the  reconstituted 
vaccine  contains  25  micrograms  of  neomycin, 
individuals  sensitive  to  this  drug  should  not 
receive  vaccine. 

General  Recommendations 

Inasmuch  as  the  vaccine  currently  avail- 
able in  the  United  States  is  still  relatively 
new  (about  13,000  susceptible  children  had 
been  observed  for  adverse  reactions  prior  to 
licensing),  it  is  possible  that  unanticipated 
adverse  reactions,  particularly  in  older  pa- 
tients, may  occur  with  the  general  use  of 
the  vaccine.  Therefore,  it  is  recommended 
that  any  serious  adverse  reactions  be  re- 
ported promptly  to  the  State  Health  Depart- 
ment and  to  the  manufacturer  who  is  re- 
sponsible for  reporting  it  to  the  Division  of 
Biologic  Standards  of  the  National  Institutes 
of  Health. 

While  the  frequency  of  naturally  acquired 
immunity  varies  considerably  with  the  age 
of  the  patient  and  the  incidence  and  preva- 
lence of  the  disease  in  a particular  commun- 
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ity,  the  National  Communicable  Disease  Cen- 
ter estimates  that  about  15%  of  the  children 
under  five  years  of  age  have  become  im- 
mune through  naturally  acquired  disease, 
and  that  for  the  other  age  groups  the  respec- 
tive natural  immunity  levels  are  approxi- 
mately 35%  for  the  five  to  nine  year  olds, 
60%  for  the  ten  to  fourteen  year  olds,  75% 
for  the  fifteen  to  nineteen  year  olds,  and 
85%  to  90%  for  those  twenty  to  thirty- 
nine  years  old. 

These  figures  vary  from  community  to 
community,  but  may  be  used  as  a general 
guide  for  the  desirability  of  performing 
screening  tests  for  susceptibility  prior  to  giv- 
ing the  vaccine.  However,  each  person 
should  be  evaluated  on  an  individual  basis 
whenever  possible. 

For  widespread  use,  in  view  of  the  lack 
of  adverse  reactions  in  small  children  and 
the  fact  that  about  two-thirds  of  the  chil- 
dren under  ten  would  be  susceptible,  all 
should  receive  the  vaccine  without  doing  a 
preliminary  serological  test  for  susceptibil- 
ity. Children  in  kindergarten  and  the  early 
grades  of  elementary  school  deserve  initial 
priority  for  vaccination  because  they  are 
commonly  the  major  source  of  virus  dissem- 
ination in  the  community.  A history  of  ru- 
bella illness  is  usually  not  reliable  enough 
to  exclude  children  from  immunization. 

In  view  of  the  fact  that  circumstances 
will  differ  in  various  localities.  It  is  recom- 
mended that  group  programs  and  public 
health  programs  should  be  launched  on  the 
basis  of  a coordinated  plan,  developed  joint- 
ly by  state  and  local  public  health  agencies 
in  cooperation  with  state  and  local  medical 
and  osteopathic  associations. 


Breast  Secretions  in  Normal  Women  — S. 
Friedman  and  A.  Goldfien  (Univ  of  Cali- 
fornia School  of  Medicine,  San  Francisco). 
Amer  J Obstet  Gynec  104:846-849  (July 
15)  1969. 

No  secretions  were  found  in  women  who 
had  never  been  pregnant,  but  were  fairly 
common  in  those  who  had  been  gravid  at  one 


time.  The  incidence  of  secretions  in  women 
taking  oral  contraceptives  was  less  than  in 
those  not  taking  such  medication.  Galactor- 
rhea in  an  apparently  normal  nulligravida 
may  be  very  significant,  whereas  a similar 
finding  in  a woman  who  has  been  pregnant 
in  the  past  may  have  no  clinical  importance. 

Clicks  and  Sounds  (Whoops)  in  Left-Sided 
Pneumothorax  — J.  Roelandt  et  al  (H.  de 
Geest,  Academisch  Ziekenhuis  St  Rafael, 
Louvian,  Belgium).  Dis  Chest  56:31-36 
(July)  1969. 

Five  patients  with  a small  left-sided  pneu- 
mothorax and  loud  peculiar  sounds  over  the 
precordium  were  observed.  The  extra- 
sounds usually  were  multiple  and  occurred 
both  in  systole  and  diastole.  Their  frequen- 
cy, intensity,  and  time  relationship  to  the 
heart  sounds  varied  with  respiration  and  po- 
sition of  the  patient.  The  most  striking 
finding,  however,  was  the  presence  in  four 
patients  of  murmurs  which  in  three  cases 
resembled  what  has  been  called  a “systolic 
whoop”  or  “precordial  honk.”  An  extra- 
cardiac origin  for  these  sounds  was  accepted 
and  they  were  explained  by  the  forceful 
heart  action  on  air  pockets  trapped  in  the 
pleural  cavity  near  the  left  ventricle. 

Cyanide  Poisoning  Following  Ingestion  of 
Apricot  (Prunus  armeniaca)  Kernels  — 
A.  E.  Gunders  et  al  (Hebrew  Univ,  Hadas- 
sah  Medical  School,  Jerusalem).  Harefuah 
76:536-538  (June  15)  1969. 

A 31/^ -year-old  girl  ingested  an  unsuspeci- 
fied  number  of  apricot  kernels  some  ten 
weeks  after  the  apricot  season  had  ended. 
The  fruit  stones  had  been  kept  dry  and  were 
cracked  open  at  the  time  the  kernels  were 
ingested.  The  child  rapidly  developed  signs 
of  acute  poisoning,  manifested  by  marked 
pallor,  tachycardia,  tachypnea,  mydriasis, 
disorientation  and  confusion,  vertigo,  and 
restlessness.  Her  breath  smelled  strongly  of 
bitter  almonds.  Examination  of  apricot  ker- 
nels for  cyanide  content  showed  that  kernels 
from  the  same  lot  that  caused  the  intoxica- 
tion contained  0.33%  of  CN-,  an  average 
of  2.15  mg/kernel. 
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While  Making  Rounds 


The  Doctor’s  Dictionary. 

a.  REM 

b.  ICD 

c.  DU 

d.  PAT 

e.  KS 

(Answers  on  page  761). 

Quote  Unquote. 

“By  opposites,  opposites  are  cured.” 
Hippocrates 

“Pain  lessens  when  it  has  no  means  of 
growdh.” 

Publilius  Syrus 

“Home  is  the  place,  when  you  have  to  go 
there,  they  have  to  take  you  in.” 

Frost 

Words  We  Can  Do  Without. 

Profile 

Juncture 

Affluent  (especially  when  mispronounced) 

Our  Own  Monthly  Statistical  Report. 

The  U.S.  has  7,137  registered  hospitals, 
and  this  is  what  they  did  last  year,  and  what 
they  did  the  year  before. 


SPENT 

1967  $16.4  billion 

1968  $19  billion 

Change  - up  6.3% 

INPATIENT  ADMISSIONS 

1967  29.4  million 

1968  29.8  million 

Change  up  1.9% 

BIRTHS 

1967  3,283,711 

1968  3,268,431 

Change  down  0.5% 


Anniversai'y  Time. 

November  8,  1895. 

Roentgen  first  encounters  his  x-rays. 


Q & A. 

Q:  Do  you  want  suction? 

A:  No. 

Q:  Not  at  all? 

Strange  Disease  Of  The  Month. 

Widower’s  scurvy. 

Who? 

Who  introduced  gastroenterostomy? 
Woolfler,  in  1881. 

Why  Do  We? 

Why  do  we  say  “widow  lady?” 

They’re  all  ladies. 

Lines  To  Practice  By. 

“Physicians  think  they  do  a lot  for  a pa- 
tient when  they  give  his  disease  a 
name.” 

Kant 

“The  consultant’s  first  obligation  is  to  the 
patient,  not  to  his  brother  physician.” 

Hendrick 

— F.C. 


Arteriography  of  Adrenal  Neoplasms  — R. 
J.  Alfidi  (2020  E 93rd  St,  Cleveland), 
W.  M.  Gill,  Jr.,  and  H.  J.  Klein.  Amer  J 
Roentgen  106:635-641  (July)  1969. 

In  contrast  to  numerous  previous  reports, 
adrenal  arteriography  has  proved  to  be  a 
remarkably  accurate  diagnostic  procedure 
in  the  detection  of  adrenal  neoplasms.  Aor- 
tography was  supplemented  by  at  least  se- 
lective renal  arteriography.  In  several  pa- 
tients, selective  arteriography  of  the  celiac 
and  middle  adrenal  arteries  was  necessary 
to  demonstrate  the  tumor.  In  five  patients, 
celiac  arteriography  performed  in  conjunc- 
tion with  adrenal  arteriography  showed  liver 
metastasis  from  adrenal  tumors. 
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Medicinews 


Mid-state  medical  conference 

The  15th  Annual  Mid-State  Medical  Con- 
ference, sponsored  by  the  Buffalo  County 
Medical  Society,  will  be  held  in  Kearney,  Ne- 
braska, at  the  Holiday  Inn,  on  November 
12th,  1969.  The  conference  is  open  to  all 
Nebraska  physicians,  and  AAGP  credits 
will  be  given.  There  is  a $10  fee  for  the 
meeting,  and  an  additional  $5  for  lunch 
and  banquet.  Write  to:  James  W.  Peck, 
M.D.,  Secretary-Treasurer,  Mid-State  Medi- 
cal Conference,  7 West  31st  Street,  Kearney, 
Nebraska  68847. 

The  schedule  of  the  conference  is  repro- 
duced below; 

FIFTEENTH  ANNUAL  MID-STATE 
MEDICAL  CONFERENCE 

ACID-BASE,  FLUID,  AND  ELECTROLYTE 
BALANCE 

Morning  Session 

8:30  Registration 

9 :00  Opening  Remarks 

Dr.  David  L.  Bacon,  Chairman  Mid-State 
Committee 

9:05  Welcome 

Dr.  McCammond,  President,  Buffalo  Coun- 
ty Medical  Society 

9:10  The  Role  of  the  Lung  in  Acid-Base  Balance 
Dr.  Giles  Filley,  Chief,  Pulmonary  Physiol- 
ogy Section,  University  of  Colorado  Med- 
ical Center 

9:40  The  Role  of  the  Kidney  in  Acid-Base,  Elec- 
trolyte and  Fluid  Balance 
Dr.  Louis  Tobian,  Professor  of  Medicine, 
University  of  Minnesota 

10:10  Coffee  Break 

10:30  The  Role  of  the  Plasma  - Tissue  Buffering 
Systems  in  Acid-Base  and  Electrolyte 
Balance 

Dr.  Herbert  Jacobi,  Professor  of  Biochem- 
istry, University  of  Nebraska 

11:00  Panel  Discussion  Over  Morning  Topics 
12:00  Lunch 

Afternoon  Session 

1:30  Treatment  of  Severe  Acidosis  in  Infants  and 
Children 

Dr.  John  W.  Reynolds,  Associate  Professor 
of  Pediatrics,  University  of  Minnesota 

2:15  Electrolyte  Disorders  of  Diuretic  Therapy 

Dr.  Joseph  Holmes,  Professor  of  Medicine, 
University  of  Colorado 


3:00  Coffee  Break 

3:20  Fluid  and  Electrolyte  Disorders  of  Diabetes 
Mellitus 

Dr.  Robert  Ecklund,  Associate  Professor  of 
Medicine,  University  of  Nebraska 

4:05  Panel  Discussion  Over  Aftermoon  Topics 
5:30  Social  Hour 
G:30  Banquet 

Pediatricians  award  medal 

Orvar  Swenson,  M.D.,  F.A.A.P.,  surgeon- 
in-chief,  The  Children’s  Memorial  Hospital, 
Chicago,  has  been  named  by  the  American 
Academy  of  Pediatrics  to  receive  the  1969 
William  E.  Ladd  Medal  of  the  Academy’s 
Section  on  Surgery  for  his  many  accom- 
plishments of  outstanding  merit  in  pediatric 
surgery. 

The  award  consists  of  a gold  medal;  it  is 
named  for  the  late  William  E.  Ladd,  an 
honorary  Fellow  of  the  AAP,  and  a pioneer 
in  pediatric  surgery. 

One  of  Dr.  Swenson’s  many  contributions 
to  the  field  of  pediatric  surgery  has  been 
the  establishment  of  the  Swenson  operation 
for  the  surgical  correction  of  congenital  in- 
testinal aganglionosis  (Hirschsprung’s  dis- 
ease). 

Viruses  and  cancer 

The  National  Cancer  Institute,  National 
Institutes  of  Health,  has  embarked  on  a 
worldwide  search  for  isolated  groups  of  peo- 
ple with  special  genetic  constitutions,  from 
whom  scientists  can  obtain  tissue  specimens 
to  aid  in  the  identification  of  viruses  that 
may  cause  human  cancer. 

Dr.  Albert  B.  Sabin,  one  of  the  scien- 
tists responsible  for  the  eradication  of  polio- 
myelitis, now  studying  the  virus-cancer 
problem,  is  directing  an  Institute-supported 
project  to  detect  a human  sarcoma  virus. 

Medical  care  in  the  seventies 

Delivery  of  Medical  Care  in  the  1970s 
will  be  the  subject  of  a two-day  workshop 
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for  physicians,  medical  educators,  hospital 
administrators,  and  public  officials,  to  be 
held  Friday  and  Saturday,  November  21 
and  22,  1969,  at  the  Ambassador  West  Hotel. 
Paul  S.  Rhoads,  M.D.,  Chairman  of  the 
Board  of  Governors  of  The  Institute  of  Med- 
icine of  Chicago,  which  is  sponsoring  the 
workshop,  said  that  the  most  outstanding 
faculty  available  has  been  invited  to  consider 
the  problems  to  be  faced  in  the  delivery  of 
medical  care,  and  possible  solutions  to  these 
problems. 

Workshop  participants  will  be  greeted  by 
Walter  C.  Bornemeier,  M.D.,  President  Elect 
of  the  American  Medical  Association.  Pre- 
senting the  problems  to  be  solved  in  the 
inner  city  will  be  Lloyd  A.  Ferguson,  M.D., 
Associate  Professor  of  Medicine  at  the  Uni- 
versity of  Chicago.  The  problems  in  the 
outer  city  and  suburbs  will  be  presented  by 
John  A.  McLaren,  M.D.,  Vice  President, 
Patient  Care  Services  at  Evanston  Hospital. 
Mr.  Roy  E.  Will,  Assistant  Secretary,  Illi- 
nois Agricultural  Association,  will  discuss 
the  problems  in  rural  areas. 

Other  headliners  appearing  on  the  work- 
shop program  include  Deputy  Assistant  Sec- 
retary for  Health  and  Scientific  Affairs, 
U.S.  Department  of  HEW,  James  H.  Cav- 
anaugh, Ph.D.,  and  the  immediate  past  presi- 
dent of  the  American  Medical  Association, 
Dwight  L.  Wilbur,  M.D.  The  Director,  New 
York  University  Medical  Center,  Ivan  L. 
Bennett,  M.D.,  and  the  Commissioner,  Social 
Security  Administration,  Mr.  Robert  M.  Ball, 
will  also  appear  on  the  program. 

Dr.  Rhoads  said  that  health  care  profes- 
sionals must  decide  whether  the  system  for 
delivery  of  medical  care  will  grow  like  Top- 
sy,  or  be  examined  critically,  and  planned 
rationally  to  meet  future  needs.  The  work- 
shop is  intended  to  encourage  and  assist  in 
the  rational  approach  to  meeting  these 
needs,  he  explained. 

Registration  for  the  Friday  and  Satur- 
day morning  meeting,  which  includes  lunch 
and  dinner  on  Friday,  is  $35  for  members 
of  The  Institute  of  Medicine  of  Chicago, 
and  $50  for  non-members.  The  workshop  is 
planned  for  all  interested  health  care  pro- 
fessionals, but  registration  will  be  limited 


to  500  people,  according  to  Dr.  Rhoads. 
Reservations  may  be  made  by  writing  or 
phoning  The  Institute  of  Medicine  of  Chi- 
cago at  332  S.  Michigan  Avenue,  Chicago, 
Illinois  60604,  telephone  (312)  663-0040. 

Otolaryngologists  open  headquarters 

The  American  Council  of  Otolaryngology 
has  opened  its  national  headquarters  with 
offices  at  1100  17th  Street  N.W.,  in  Wash- 
ington, D.C.  John  E.  Bordley,  M.D.,  of 
Baltimore,  is  executive  director  and  Wesley 
H.  Bradley,  M.D.,  Syracuse,  N.Y.,  is  con- 
sultant and  assistant  to  the  executive  direc- 
tor. 

The  Council  was  founded  September  1968, 
in  the  District  of  Columbia  to  represent 
the  patient  care  interests  of  the  nation’s 
estimated  6,000  otolaryngologists  (ear,  nose 
and  throat  specialists). 

A general  assembly  has  been  created  by 
the  Council  to  provide  a “grass  roots  forum” 
in  which  the  individual  specialist  may  be 
heard.  Representation  is  secured  in  the 
assembly  from  supporting  otolaryngologic 
societies  and  academies  on  all  levels,  regard- 
less of  size. 

The  American  Council  is  the  first  national 
body  designed  specifically  to  represent 
otolaryngology  through  the  development  of 
national  programs  for  improved  patient 
care,  greater  educational  opportunities  and 
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to  further  research.  It  now  serves  as  the 
national  voice  of  otolaryngology. 

National  health  problems  in  the  specialty 
field  of  otolaryngology,  national  manpower 
needs  in  both  medical  and  paramedical  areas, 
development  of  new  training  programs,  as- 
sistance of  these  programs  in  the  residency 
and  postresidency  levels  are  all  a part  of  the 
objectives  of  the  Council. 

Cooperative  liaison  with  communities  and 
organizations  at  national  and  state  levels 
is  being  undertaken  by  the  Council  to  stimu- 
late better  patient  care  programs.  The 
Council  will  also  assist  state  and  local  com- 
munities in  health  legislation  relating  to  the 
specialty  field. 

Officers  of  the  American  Council  of  Oto- 
larygology  are;  Jerome  A.  Hilger,  M.D., 
St.  Paul,  Minn.,  chairman  of  the  board; 
Dr.  Bordley,  vice  chairman;  Paul  H.  Holin- 
ger,  M.D.,  Chicago,  president;  Walter  P. 
Work,  M.D.,  Ann  Arbor,  Mich.,  vice  presi- 
dent, and  Jack  R.  Anderson,  M.D.,  New  Or- 
leans, secretary-treasurer. 

Dr.  Bordley  is  Andelot  Professor  Emeri- 
tus of  Laryngology  and  Otologj^  The  Johns 
Hopkins  University  School  of  Medicine.  He 
is  also  Professor  of  Environmental  Medicine, 
Division  of  Audiology  and  Speech,  The  Johns 
Hopkins  University  School  of  Hygiene  and 
Public  Health.  He  is  National  Consultant 
in  Otolaryngology  to  the  Surgeon  General, 
U.S.  Air  Force. 

Dr.  Bradley  is  Clinical  Associate  Profes- 
sor of  Otolaryngology  at  the  State  Univer- 
sity of  New  York,  Upstate  Medical  Center, 
Syracuse,  N.Y. 


Effectiveness  of  Radiotherapy  in  Explored 
Inoperable  Carcinoma  of  the  Lung  — R. 

J.  Guttman  (Dept  of  Radiology,  Columbia 
Univ  College  of  Physicians  and  Surgeons, 
New  York).  Bull  NY  Acad  Med  45:657- 
664  (July)  1969. 

One  hundred  and  three  patients  were 
treated  with  irradiation  after  exploratory 


thoracotomy  had  revealed  unresectable  car- 
cinoma of  the  lung.  A total  tumor  dose  of 
5,000  rads  was  delivered  in  five  weeks. 
Symptomatic  relief  occurred  in  75%  of  the 
patients,  and  there  was  an  increase  in  life 
expectancy  ranging  from  1 to  13  years.  The 
one-year  survival  was  57.2%,  the  two-year 
survival  28.1%,  the  three-year  survival 
17.4%,  the  four-year  survival  10.6%,  the 
five-year  survival  8.7%,  and  the  ten-year 
survival  6.8%.  Radiation  is  effective  and 
indicated  in  patients  suffering  from  carci- 
noma of  the  lung  found  to  be  unresectable 
at  the  time  of  an  exploratory  thoracotomy. 

Needle  Track  Implantation  of  Tumor  After 
Percutaneous  Lung  Biopsy  — H.  Wolinsky 
1300  Morris  Park  Ave,  Bronx,  NY)  and 
M.  W.  Lischner.  Ann  Intern  Med  71 :359- 
362  (Aug)  1969. 

The  second  documented  case  of  tumor  im- 
plantation along  the  needle  track  after  per- 
cutaneous lung  biopsy  is  presented.  A diag- 
nosis of  adenocarcinoma  of  the  lung  was 
made  by  needle  biopsy  after  the  tumor  was 
deemed  inoperable  because  of  the  patient’s 
multiple  medical  problems.  A planned 
course  of  palliative  radiotherapy  was 
not  completed,  and  the  patient  was  not  seen 
until  shortly  before  death  when  a single, 
large,  subcutaneous  mass  underlying  the  cu- 
taneous scar  at  the  needle  biopsy  site  was 
evident.  At  autopsy  the  microscopic  ap- 
pearance of  the  subcutaneous  mass  was  iden- 
tical to  that  of  the  original  biopsy  specimen 
and  postmortem  samples  of  the  primary 
lung  neoplasm. 

Urticaria  of  Nine  Years’  Duration  Cleared 
Following  Dental  Extraction  — W.  B. 
Shelley  (3400  Spruce  St,  Philadelphia). 
Arch  Derm  100:324-325  (Sept)  1969. 

Nine  years  of  generalized  urticaria  of  vir- 
tually daily  appearance  was  suddenly  term- 
inated in  a patient  after  dental  extraction  of 
her  third  molars.  Although  the  patient  gave 
no  local  or  radiological  sign  of  infected  teeth, 
the  extractions  disclosed  surprisingly  large 
foci  of  pus.  Occult  dental  focal  infection 
is  one  of  the  easily  overlooked  causes  of 
chronic  urticaria. 
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Doctors  Make  News 


Doctor  Kenneth  Treptow  has  joined  Doc- 
tors John  Murphy  and  Donald  Larson  in  the 
Aurora  Medical  Clinic. 

Doctor  J.  B.  Pankau  was  honored  for  40 
years  service  and  given  special  recognition 
at  the  Dalton  Fall  Festival. 

Doctor  Duane  W.  Krause  is  now  associat- 
ed with  Doctor  Roy  J.  Smith  in  the  Albion 
Clinic. 

Doctor  Calvin  Outright  is  now  associated 
with  Doctor  Carl  Cornelius  in  the  practice 
of  medicine  in  Sidney. 


Doctor  Leo  T.  Heywood,  Omaha,  has 
been  named  Chairman  of  the  Creighton  Uni- 
versity School  of  Medicine’s  Obstetrics- 
Gynecology  Department. 

Daniel  M.  Miller,  M.D.,  Omaha,  has  been 
selected  Chairman  of  the  Cancer  Task  Force 
for  the  Nebraska-South  Dakota  Regional 
Medical  Program. 

Doctor  James  Ramsay  of  Atkinson  has 
been  elected  President  of  the  Nebraska 
Chapter  of  the  American  Academy  of  Gen- 
eral Practice  and  Doctor  Richard  Tollefson 
of  Wausa  has  been  named  President-Elect. 


Our  Medical  Schools 


U of  N appoints  professor  of 
radiation  therapy 

A native  of  Alabama  has  been  approved 
by  the  Board  of  Regents  as  the  Eppley  pro- 
fessor of  radiation  therapy  at  the  Univer- 
sity of  Nebraska  Medical  Center  in  Omaha. 

Dr.  Paul  M.  Meadows,  46,  is  presently 
the  director  of  radiation  therapy  at  Scripps 
Memorial  Hospital  in  La  Jolla,  Calif. 

Dr.  Meadows  was  director  of  the  depart- 
ment of  radiation  therapy  and  nuclear  medi- 
cine at  the  University  of  Pittsburg  School 
of  Medicine  from  1956  through  1961  when 
he  became  associate  director  of  radiation 
therapy  at  Cedars  of  Lebanon  Hospital  in 
Los  Angeles,  Calif. 

In  1962,  Dr.  Meadows  became  director  of 
the  section  of  radiation  and  nuclear  medicine 
at  the  Hospital  of  the  Good  Samaritan  in 
Los  Angeles  and  in  1967  went  to  La  Jolla. 

Dr.  McWhorter  president  of  CAP 

Dr.  C.  A.  McWhorter  has  been  installed 
as  president  of  the  College  of  American 
Pathologists  at  the  group’s  annual  meeting 
in  Chicago. 


Long  active  in  the  organization.  Dr.  Mc- 
Whorter was  vice  president  two  years  ago 
and  president-elect  last  year. 

Dr.  McWhorter  has  been  chairman  of  the 
department  of  pathology  at  the  University 
of  Nebraska  Medical  Center  since  1965.  He 
joined  the  faculty  of  the  College  of  Medi- 
cine in  1949  following  two  years  as  a captain 
in  the  Medical  Corps. 

Dr.  McWhorter  is  a graduate  of  the  Uni- 
versity of  Nebraska  and  the  University’s 
College  of  Medicine. 

Eye  institute  at  U of  N 

The  Nebraska  Lions  Clubs  announced 
plans  to  build  a $250,000  eye  institute  on 
the  University  of  Nebraska  Medical  Center 
campus  in  Omaha. 

Dr.  W.  W.  Steen,  a Sargent,  Nebr.,  den- 
tist who  is  the  state  chairman  for  the  fund 
drive,  said  the  institute  will: 

— Be  designed  to  aid  the  medical  staff  in 
seeing  more  clinical  patients  with  eye 
problems. 

— Serve  as  a teaching  center  for  medical 
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students  with  an  intensive  program  of 
clinical  service. 

— Be  utilized  for  clinical  research  into  the 
cause,  cure  and  prevention  of  diseases 
of  the  eye. 

— Serve  as  headquarters  for  the  Nebraska 
Lions  Club  eye  bank. 

The  building  will  be  called  the  Nebraska 
Lions  Eye  Institute.  It  will  be  constructed 
on  the  south  side  of  Units  1 and  2 of  Uni- 
versity Hospital.  The  staff  will  be  provided 
by  the  University. 

Preliminary  design  plans  call  for  the 
building  to  contain  6,300  square  feet  of  space 
which  will  include  an  eye  bank  office  and 
labox’atory,  a clinical  research  area,  six  ex- 
amining rooms,  a contact  lens  room  and  sev- 
eral smaller  rooms  devoted  to  various  types 
of  eye  testing  and  treatment.  Dr.  Steen 
said. 

Dr.  Steen  said  the  one-story  structure  will 
be  built  with  a foundation  strong  enough  to 
support  more  floors  which  may  be  added 
when  the  need  arises. 


Here  and  There 

Heart  and  lung  conference  at  Iowa 

A continuing  education  conference  on 
cardiac  and  respiratory  disease  will  be  held 
at  the  University  of  Iowa  Health  Center 
on  Friday,  December  5,  1969. 

Sessions  on  respiratory  disease  will  be 
held  in  the  morning  and  cardiac  problems 
will  be  considered  in  the  afternoon. 

Respiratory  disease  topics  to  be  consid- 
ered will  be  management  of  acute  respira- 
tory failure  and  selection  of  the  patient  for 
external  ventilation,  office  management  of 
the  patient  with  chronic  obstructive  lung 
disease,  the  beta-adrenergic  theory  of  the 
atopic  abnormality  in  bronchial  asthma, 
and  the  significance  of  wheezing  in  lung 
disease. 

Guest  faculty  members  will  be  Drs.  Ben 
V.  Branscomb,  Medical  College  of  Alabama; 


Six  thousand  Nebraska  Lions  Club  mem- 
bers will  be  involved  in  the  fund-raising 
campaign. 

0 & G traineeship 

A five-day  traineeship  in  obstetrics  and 
gynecology  is  being  offered  at  the  Univer- 
sity of  Nebraska  Medical  Center  December 
8-12,  1969.  It  is  designed  to  give  the  prac- 
ticing physician  a capsule  review  of  newer 
treatments  and  clinically  oriented  technical 
procedures.  It  will  include  daily  seminars, 
rounds,  clinical  experiences  and  informal 
discussions. 

The  fee  is  $125.00.  The  course  carries  40 
hours  of  AAGP  credit. 

The  course  on  computers  in  general  prac- 
tice scheduled  for  January  22  and  23  has 
been  cancelled. 

The  second  annual  symposium  on  chronic 
respiratory  diseases  originally  scheduled  for 
April  22-24  has  been  rescheduled  for  Janu- 
ary 29  and  30. 


Norman  G.  Hepper,  Mayo  Clinic;  and  Andor 
Szentivanyi,  Creighton  University. 

The  cardiac  sessions  will  deal  with  left 
ventricular  outflow  tract  obstruction,  mech- 
anisms and  treatment  of  cardiogenic  shock, 
pediatric  cardiology,  endocrine  aspects  of 
hypertensive  disease,  and  digitalis.  A guest 
faculty  member  will  be  Dr.  Edward  G.  Big- 
lieri  of  the  University  of  California. 

Miles  Labs  symposium 

Miles  Laboratories,  Inc.,  announces  the 
scheduling  of  the  fourth  International  Sym- 
posium in  Molecular  Biology  at  the  Ameri- 
cana in  New  York  City,  June  4 and  5,  1970. 
The  Symposium  is  titled;  Biological  Effects 
of  Polynucleotides. 

The  meeting  will  highlight  invited  presen- 
tations by  scientists  renowned  for  their  con- 


Novembar.  1969 


759 


tributions  in  Molecular  Biology.  They  will 
reveal  and  interpret  their  latest  findings  in 
this  dynamic  area  of  research. 

Co-chairmen  of  the  Scientific  Program 
are  Prof.  Roland  F.  Beers,  Jr.,  Head,  Divi- 
sion of  Radiobiology,  Johns  Hopkins  Univer- 
sity, and  Prof.  Werner  Braun,  Professor  of 
Microbiology,  The  Institute  of  Microbiology, 
Rutgers,  The  State  University.  Coordinator 
of  the  Symposium  for  Miles  is  Dr.  Edward 
G.  Bassett,  Manager,  Growth  and  Develop- 
ment, Research  Products  Division,  Elkhart, 
Indiana. 

The  meeting  will  be  open  to  attendance  by 
all  interested  investigators.  Final  program 
details  will  be  available  about  March  15, 
1970. 


Send  For  It 

Pediatric  first  aid  chart 

The  American  Academy  of  Pediatrics 
has  released  a newly-revised  comprehensive 
first  aid  chart  which  provides  invaluable 
information  on  treatment  of  harmful  in- 
juries that  most  commonly  occur  among 
youngsters. 

The  chart  has  been  prepared  by  the 
Academy’s  Committee  on  Accident  Preven- 
tion and  Subcommittee  on  Accidental  Poison- 
ing. It  contains  comprehensive  information 
on  first  aid  treatment  for  convulsions,  burns 
and  scalds,  puncture  wounds,  head  injuries, 
choking  and  other  injuries. 

Measuring  11"  x 17",  the  new  chart  is 
colorfully  illustrated  to  accentuate  the  per- 
tinent data  presented.  There  is  also  a con- 
venient place  on  the  chart  for  the  family 
physician’s  phone  number. 

Individual  copies  may  be  obtained  for  20c 
a chart.  The  chart  is  also  available  at  a 10 
percent  discount  for  quantities  of  6 or  more. 
Larger  quantity  prices  are  available  upon 
request.  Copies  may  be  obtained  by  writing 
to  Publications,  American  Academy  of  Pe- 
diatrics, P.O.  Box  1034,  Evanston,  Illinois 
60204. 


National  Fire  Protection  Association 
meets 

The  National  Fire  Protection  Association 
(NFPA)  will  open  its  three-day  1969  Fall 
Conference  in  Denver,  Colo.,  on  Tuesday, 
Nov.  18,  1969.  Conference  headquarters 
will  be  at  the  Denver  Hilton. 

In  attendance  will  be  fire  safety  experts 
from  throughout  the  United  States  and 
Canada;  conference  sessions  will  be  open  to 
nonmembers  as  well  as  to  members  of 
NFPA.  In  connection  with  the  meeting,  the 
Fire  Marshals  Association  of  North  Ameri- 
ca will  hold  its  annual  Round-Table  Confer- 
ence at  the  same  hotel  on  Monday,  Nov.  17. 
The  address  of  the  NFPA  is  60  Battery- 
march  Street,  Boston,  Massachusetts  02110. 


Free-loan  films 

Urologists  and  other  physicians  with  an 
interest  in  urological  surgery  may  wish  to 
view  these  16  mm,  color,  sound  films  on 
urological  procedures  which  have  just  been 
added  to  Eaton  Laboratories’  library  of  med- 
ical and  surgical  science  teaching  films: 
“Anatomy  of  the  Flank : Dorso  - Lumbar 

Flap  Approach  to  the  Kidney,’’  by  George 
Nagamatsu,  M.D.;  “Urethroylsis  in  Girls 
and  Urethroplasty  in  Women,’’  by  Oliver  G. 
Stonington,  M.D.,  and  Francis  G.  Richard- 
son, M.D.;  “Repair  of  the  Recurrent  Fis- 
tula of  the  Penile  Urethra,’’  by  Maxwell 
Malament,  M.D.,  and  “Perineal  Rib  Graft 
for  Male  Incontinence,’’  by  Frank  Hinman, 
Jr.,  M.D. 

Also  added  to  the  library:  in  the  area  of 
plastic  and  reconstructive  surgery,  “Sacro- 
perineal  Approach  to  the  Imperforate 
Anus,’’  by  Isio  Wasserman,  M.D. ; in  the 
category  of  burn  therapy,  “Release  of  Burn 
Scar  Contractures  of  the  Knee,’’  by  John  A. 
Boswick,  M.D.;  and  in  the  field  of  gynecol- 
ogy, “Operation  for  Vaginal  Agenesis,”  by 
Denis  Cavanagh,  M.D.,  and  Hervy  Aver- 
ette,  M.D. 

Persons  interested  in  borrowing  these  or 
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other  films  in  the  library  may  contact  their 
Eaton  representative  or  write:  Film  Li- 
brary, Eaton  Laboratories,  Division  of  The 
Norwich  Pharmacal  Company,  Norwich,  New 
York  13815. 

Highway  safety  literature 

The  Insurance  Institute  for  Highway 
Safety  has  published  a new,  free  catalog  list- 
ing the  sources  of  highway  safety  literature 
published  by  44  organizations.  Most  of  the 
pamphlets  listed  are  prepared  for  lay  read- 
ership — the  driver,  pedestrian,  bicyclist, 
safey  education  student  and  civic  officials  — 
but  physicians  will  find  that  considerable 
technical  literature  is  also  available. 

For  a copy,  write  to  the  Insurance  Insti- 
tute for  Highway  Safety,  711  Watergate  Of- 
fice Building,  2600  Virginia  Avenue,  N.W., 
Washington,  D.C.  20037. 

The  physician  population 

An  extremely  comprehensive  analysis  — 
299  pages  — of  “Selected  Characteristics  of 
the  Physician  Population,  1963  and  1967” 
has  just  been  completed  and  released  this 
July  by  the  AMA  Department  of  Survey 
Research. 

Among  the  subjects  studied  are  compara- 
tive data  of  physicians  in  1963  and  1967, 
their  major  professional  activity,  specialty 
and  certification,  year  of  graduation,  age 
and  sex,  location  and  type  of  practice,  non- 
federal  and  federal  employment,  and  coun- 
try of  education. 

Stanley  S.  Schor,  Ph.D.,  professor  and 
chairman  of  the  department  of  biometrics  at 
Temple  University  School  of  Medicine,  said 
this  manual  “provides  researchers  and  other 
interested  parties  with  valuable  data  which 
have  been  in  demand  for  a long  time. 
It  is  hoped  that  researchers  will  use  these 
data  to  help  solve  the  many  problems  which 
confront  the  health  care  system.” 

Copies  may  be  requested  from  the  AMA 
Order  Department  at  $2.50  and  at  $1.25 
for  medical  students.  However,  the  usual 
50  per  cent  discount  applies  to  medical  so- 
cieties when  orders  are  submitted  on  their 
professional  letterhead. 


ANSWERS  TO  “THE  DOCTOR’S 
DICTIONARY” 

a.  Rapid  eye  movement. 

Removal. 

Roentgen  equivalent  man. 

b.  International  Classification  of  Dis- 
eases. 

Isocitric  dehydrogenase. 

c.  Diagnosis  undetermined. 

Duodenal  ulcer. 

d.  Paroxysmal  atrial  tachycardia. 

e.  Ketosteroid. 


Chest  X-ray  in  Acute  Myocardial  Infarc- 
tion — A.  E.  Tattersfield  et  al  (Central 
Middlesex  Hosp,  Park  Royal,  London). 
Brit  Med  J 3:332-335  (Aug  9)  1969. 

On  185  chest  x-rays  taken  on  50  admis- 
sions to  a coronary  care  unit,  upper  lobe 
pulmonary  venous  congestion  (76%)  was 
most  common.  When  this  was  the  solitary 
abnormality  it  did  not  appear  to  affect  prog- 
nosis. Pulmonary  edema  occurred  in  24% 
of  the  patients  and  was  associated  with  more 
marked  pulmonary  venous  congestion,  but 
not  necessarily  with  cardiac  enlargement. 
Edema  generally  cleared  within  five  days. 
Generalized  cardiac  enlargement  and  septal 
lines  were  rarely  seen.  Clinically  silent,  non- 
segmental  shadows  were  found  in  six  pa- 
tients. Patients  known  to  be  hypertensive 
had  a greater  incidence  of  radiological  ab- 
normality, but  chronic  bronchitis  did  not 
have  any  effect  on  the  x-ray.  There  was  no 
consistent  change  in  radiological  abnormality 
in  the  first  three  days  after  infarction. 
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The  Funny  Bone 


That’s  What  They  Said. 

“Did  she  fall  or  something?” 

The  Book. 

“He  paled  visibly.” 

All  the  paling  we  ever  saw  was  done 
visibly. 

The  Chart. 

“Has  between  three  and  four  hemor- 
rhoids.” 


Department  Of  Definitions. 

Geriatrics.  There  are  three  signs  of  get- 
ting old;  you  get  hard  of  hearing, 
and  I forget  the  other  two. 

Curiosity  Corner. 

There’s  animal  husbandry,  but  it’s  hu- 
man midwifery. 

Why? 


The  Patient. 

“I  get  a toothache-like  pain  in  the  shoul- 
der.” 

The  Nurse. 

“Liquidy  stool.” 

How  Much  Do  You  Weigh? 

“Do  you  mean  on  my  scale  at  home?” 

The  Oldest  Medical  Joke. 

“Put  your  tongue  out.” 

“I  can’t;  it’s  tied  at  the  end.” 


Slow  Death  Of  The  English  Language. 

“Unsqueeze  your  hand.” 

Pet  Peeve. 

Referring  to  patients  in  articles  by  their 
initials,  instead  of  just  numbering 
them. 

Remember? 

Autotransfusions. 

— F.C. 


Down  Memory 

1.  Up  to  the  present  time,  in  spite  of 
the  use  of  antitoxin,  the  number  of  cases 
of  diphtheria  has  been  but  slightly  decreased. 

2.  In  1893  in  compliance  with  the  regula- 
tions of  the  American  Medical  Association, 
we  adopted  a new  constitution  and  by-laws 
and  changed  the  name  from  Omaha  Medical 
Society,  to  Omaha-Douglas  County  Medical 
Society,  since  which  time  the  only  way  of 
admission  to  the  State  Medical  Association, 
and  American  Medical  Association  is  through 
the  county  unit. 

3.  The  microscope  is  not  to  be  relied  on, 
except  as  one  point  in  the  evidence;  usually 
to  help  to  confirm  a diagnosis  already  made. 

4.  The  tuberculous  patient  seemed  to 
have  more  or  less  of  a constant  immunity 
against  the  pneumococcus  and  streptococcus 
which  were  the  secondary  infecting  agents 
in  most  of  the  cases  studied. 

5.  It  is  well  established  that  the  ordinary 
case  of  addiction  yields  to  proper  treatment. 


Lane 

and  that  addicts  can  be  taken  off  the  drug 
and  when  otherwise  physically  restored  and 
strengthened  in  will  power  will  remain 
permanently  cured. 

6.  It  is  generally  conceded  that  irrita- 
tion is  the  thing  that  produces  cancer. 

7.  Abdominal  incision  closed  by  tier  su- 
ture. 

8.  Today,  many  of  the  leading  clinics  of 
England,  France  and  Austria  have  not  given 
up  the  wooden  stethoscope. 

9.  Dupuytren  was  a tireless  worker  and 
possessed  astonishing  energy.  With  all  his 
large  private  practice  he  visited  the  Hotel 
Dieu  twice  a day,  doing  one  or  more  opera- 
tions at  each  visit. 

10.  The  fecal  fistula  remained  open  for 
3 weeks,  closing  spontaneously,  and  con- 
valescence thereafter  was  uneventful. 

Nebraska  State  Medical  Journal 
November,  1919 
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GENERAL 


From  the  Editor 


Colleges  for  medical  assistants 

San  Antonio  (Tex.)  College,  Cuyahoga 
Community  College,  Cleveland,  0.,  Modesto 
(Calif.)  Junior  College,  Pasadena  City 
(Calif.)  College,  and  West  Valley  Junior 
College,  Campbell,  Calif.,  have  been  approved 
by  the  American  Association  of  Medical  As- 
sistants for  the  two-year  curriculum  in  medi- 
cal assisting.  The  new  educational  program 
was  approved  by  the  American  Medical  As- 
sociation’s House  of  Delegates  in  July,  1969. 

An  approval  program  committee  of  the 
A AM  A is  visiting  a number  of  junior  and 
community  colleges.  In  the  near  future,  it 
expects  to  approve  them  if  they  meet  the 
proposed  standards  after  their  curricula  are 
expanded. 

Courses  in  the  two-year  college  program 
include  humanities,  social  sciences,  anatomy 
and  physiology,  medical  terminology,  medi- 
cal law,  ethics  and  economics,  psychology, 
medical  assistant  administrative  procedures, 
medical  assistant  clinical  procedures  and 
laboratory  orientation. 

The  American  Medical  Association’s  De- 
partment of  Allied  Medical  Professions  and 
Services  is  cooperating  with  the  AAMA 
on  the  approval  program. 

F.A.C.S.  awarded 

An  anticipated  1,523  surgeons,  the  larg- 
est number  in  the  history  of  the  College, 
were  inducted  as  new  Fellows  (members)  of 
the  American  College  of  Surgeons  in  cap- 
and-gown  ceremonies  during  the  annual  five 
day  Clinical  Congress  of  the  world’s  largest 
organization  of  surgeons. 

Fellowship,  a degree  entitling  the  recipi- 
ent to  the  designation  “F.A.C.S.”  following 
the  doctor’s  name,  is  awarded  to  those  sur- 
geons who  fulfill  comprehensive  require- 
ments of  acceptable  medical  education  and 
advanced  training  as  specialists  in  one  or 
another  of  the  branches  of  surgery,  and  who 
give  evidence  of  good  moral  character  and 
ethical  practice. 


Those  receiving  this  distinction  from  your 
state  at  this  1969  Convocation  are  listed 
below.  Biographical  material  may  be  ob- 
tained from  the  physician’s  office,  his  hos- 
pital or  his  local  medical  society. 

The  American  College  of  Surgeons  is  a 
voluntary  scientific  and  educational  associa- 
tion of  surgeons,  numbering  30,000  in  92 
countries.  The  College  was  founded  in  1913 
to  improve  care  of  the  surgical  patient,  and 
has  pioneered  in  many  directions  in  making 
surgical  care  as  excellent  as  it  is  today. 

Initiates,  1969;  Nebraska 
Gordon — 

Thomas  H.  Wallace 
Omaha — 

Francis  F.  Bartone 
William  S.  Carter 
Herbert  R.  Crowley 
Robert  G.  Faier 
C.  Rex  Latta 
Hal  K.  Mardis 
John  W.  Pemberton 
Robert  D.  Sellers 


Contamination  of  Nurses’  Uniforms  With 
Staphylococcus  aureus  — R.  Speers,  Jr.,  et 
al  (R.  A.  Shooter,  St.  Bartholomew’s  Hosp, 
London).  Lancet  2:233-234  (Aug  2) 
1969. 

Nurses’  uniforms  were  sampled  by  the 
“sweep-plate”  method,  and  considerable  con- 
tamination of  both  the  apron  and  the  dress 
with  S aureus  was  found.  Nasal  carriage 
by  the  nurses  contributed  relatively  few  of 
the  organisms.  Most  of  the  isolates  appear 
to  have  come  from  a minority  of  patients 
who  were  carriers  of  S aureus.  Dressing  a 
septic  wound  resulted  in  heavy  contamina- 
tion of  the  uniform. 
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Coming  Meetings 


November  1 — Alliance,  Central  School 
Building 

November  15  — Norfolk,  Elks  Lodge 
December  6 — North  Platte,  Elks  Lodge 
December  13  — Fairbury,  Elks  Lodge 


OMAHA  MID-WEST  CLINICAL  SOCIETY 
— 37th  Annual  Assembly;  November  3,  4 
and  5,  1969;  in  Omaha’s  Fontanelle  Ho- 
tel. The  society’s  address  is  1040  Medi- 
ical  Arts  Building,  Omaha,  Nebraska 
68102. 


LARYNGOLOGY  AND  BRONCHOESOPH- 
AGOLOGY  — Postgraduate  course,  No- 
vember, 1969.  Write  to:  Department  of 
Otolaryngology,  College  of  Medicine,  Uni- 
versity of  Illinois  at  the  Medical  Center, 
Postoffice  Box  6998,  Chicago,  Illinois 
60680. 


NATIONAL  EASTER  SEAL  SOCIE-rY  for 
Crippled  Children  and  Adults  — 1969  Con- 
vention, November  19-22,  in  Columbus, 


Correspondence 

To  the  Editor: 

Please  note  that  the  dates  for  the  1970 
Annual  Meeting  of  the  Mid-Central  States 
Orthopaedic  Society  have  been  changed  to 
April  30  through  May  2. 

Mrs.  Patricia  Lovan, 
Executive  Secretary. 

To  the  Editor: 

The  American  Board  of  Family  Practice 
announces  that  it  will  give  its  FIRST  exam- 
ination for  certification  in  various  centers 


Ohio;  the  Sheraton-Columbus  will  be  the 
headquarters  hotel.  The  address  of  the 
society  is:  2023  W.  Ogden  Ave.,  Chicago, 
Illinois  60612. 


AMERICAN  MEDICAL  ASSOCIATION’S 
23RD  CLINICAL  CONVENTION— Den- 
ver, Colorado,  November  30  - December  3, 
1969. 


AMERICAN  ACADEMY  OF  ALLERGY— 
Postgraduate  course,  February  14  - 15, 
1970;  in  connection  with  its  26th  an- 
nual meeting,  February  14-18,  1970,  at 
the  Jung  Hotel,  New  Orleans,  Louisiana. 
Write  to:  American  Academy  of  Allergy 
Executive  Office,  756  North  Milwaukee 
Street,  Milwaukee,  Wisconsin  53202. 


NEBRASKA  STATE  MEDICAL  ASSO- 
CIATION — 102nd  Annual  Session,  April 
27-29,  1970,  Hotel  Cornhusker,  Lincoln, 
Nebraska. 


throughout  the  United  States.  The  examin- 
ation will  be  over  a two-day  period  on  Feb- 
ruary 28  - March  1,  1970.  Information  re- 
garding the  examination  and  eligibility  for 
the  examination  can  be  obtained  by  writing: 

Nicholas  J.  Pisacano,  M.D.,  Secretary 
American  Board  of  Family  Practice,  Inc. 
University  of  Kentucky  Medical  Center 
Annex  #2,  Room  229 
Lexington  Kentucky  40506 

Thank  you. 

Nicholas  J.  Pisacano,  M.D., 
Secretary. 
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It's  New 

Information  contained  in  this  section 
has  been  obtained  from  the  manufac- 
turers, whose  literature  should  be  con- 
sulted for  complete  details  and  infor- 
mation regarding  indications  and  con- 
traindications, dose,  effects,  administra- 
tion, precautions,  and  side  effects. 

The  Journal  assumes  no  responsibility 
for  drugs  and  other  products  listed  here. 


A high  density  electrical  resistance  heat- 
ing sheet  provides  a uniform  source  of  pene- 
trating infrared  warmth  in  a new  neo- 
natal care  system  developed  and  sold  by 
IMI  Division  of  Becton,  Dickinson  Company, 
Los  Angeles,  Calif. 

Called  Electrocor  resistance  heating  ma- 
terial, it  is  manufactured  and  supplied  in 
48-inch  width  rolls  from  3M  Company’s 
Electro-Products  division. 

Current  flowing  through  special  car- 
bonaceous fibers  within  the  sheet  creates  a 
predictable,  even  temperature  over  the  en- 
tire surface. 

Unlike  other  infant  warming  devices, 
infrared  heat  supplied  by  the  resistance 
material  radiates  in  the  10  micron  wave- 
length and  is  easily  absorbed  by  the  infant’s 
skin.  Since  warmth  generates  over  the  en- 
tire surface  of  the  material,  hot  and  cold 
spots  are  eliminated,  and  a blanket  of 
warmth  surrounds  the  child. 

Heat  is  proportionately  controlled  to  main- 
tain the  desired  level,  with  the  infant’s  own 
body  temperature  regulating  the  on/off 
cycle.  Visual  and  audio  alarm  systems  pro- 
vide continuous  monitoring.  Also,  since  the 
unit’s  wavelengths  are  below  the  visible 
spectrum,  there  are  no  harmful  ultra-violet 
radiations  so  there’s  no  danger  of  painful 
burns  to  patient  or  user. 

The  Warmer  is  safe  for  use  in  Class  1, 
Division  1,  Explosive  Atmospheres.  And  it 
is  designed  to  meet  all  UL  and  CSA  require- 
ments. 


Specifications  are  — operating  range : 
105  VAC  to  135  VAC;  temperature  control: 
± .25°C.;  meter  readout:  30°C  to  39.2°C, 
93°F  to  103°F. 

In  addition  to  the  type  of  material  used 
in  the  neonatal  care  system,  3M’s  Electro- 
cor resistance  heating  material  is  available 
to  provide  surface  temperatures  from 
170°F  to  in  excess  of  250°F.  Actual  output 
depends  on  the  composition  of  the  sheet 
and  encasing  laminate. 

Prelaminated  hardboard  sheets  also  are 
available  in  14,,  1/2  and  %-inch  thicknesses, 
48-inches  wide,  up  to  an  8-foot  maximum 
length. 

Applications  in  addition  to  the  neonatal 
care  system  include  heating  panels  for  resi- 
dential and  commercial  applications,  dry- 
ing trays  for  scientific  research,  and  food 
warming  trays. 

Additional  information  describing  the 
neonatal  care  systems  and  3M’s  Electrocor 
heating  material  is  available  free  from 
Dept.  E19-50,  3M  Company,  3M  Center, 
St.  Paul,  Minnesota  55101. 


/4uxclcan4f 

1.  To  the  MD  and  the  MB’s  wife 

This  message  is  written  in  haste  — not 
because  I am  hurried  but  because  the  mes- 
sage is  urgent.  The  urgency  of  this  mes- 
sage makes  me  ask  every  MD  . . . Please 
read  this  article  and  then  take  it  home  for 
the  MD’s  wife. 

The  Woman’s  Auxiliary  to  the  Nebraska 
State  Medical  Association  has  become  in- 
volved. The  WA  to  the  NSMA  is  using  the 
following  theme  this  year:  INTERESTED 
— INFORMED  — INVOLVED  — IN  COM- 
MUNITY HEALTH.  We  have  become  in- 
volved to  help  Community  Health  needs. 
The  WA  and  the  NSMA  are  striving  through 
various  committees,  projects  and  programs 
toward  good  community  health  for  our  state. 
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The  needed  involvement  is  projected  to- 
ward two  areas:  HEALTH  MANPOWER 
and  Emergency  Medical  Identification.  We 
will  be  involved  in  both  areas.  An  Ad  Hoc 
Committee  from  the  WA  Board  has  been 
appointed  to  help  solve  these  two  health  re- 
lated problems.  The  Ad  Hoc  Committee 
for  Health  Manpower  will  concentrate  at 
present  in  the  area  of  NURSING  RE- 
CRUITMENT. Securing  enough  MDs  has 
been  a problem  for  many  years.  Nursing 
recruitment  is  now  our  problem  and  our 
goal. 

By  our  cooperation  with  other  health  re- 
lated groups,  the  NSMA  and  WA  are  “Team- 
ing Up  for  Better  Health.”  That  is  the 
AMA  theme  for  Community  Health  Week, 
October  19  through  25,  and  our  immediate 
goal.  Health  Careers  has  long  been  of  great 
interest  to  the  Woman’s  Auxiliary  and  is 
included  in  one  of  the  WAAMA  Package  Pro- 
grams. With  the  NSMA  guiding  us  the 
Woman’s  Auxiliary  will  somehow  reach  our 
goal  — MORE  NURSES. 

The  members  of  the  WA  Ad  Hoc  Com- 
mittee will  secure  the  necessary  informa- 
tion about  the  nursing  schools  of  Nebraska, 
whatever  type  of  program  they  may  have — 
whether  it  be  one  year,  two  years,  three 
years,  four,  or  five.  This  material  will  be 
compiled  into  a booklet  and  given  to  school 
counselors,  so  that  students  at  any  level  will 


have  this  information  readily  available  when 
the  topic  of  future  education  arises.  The 
Woman’s  Auxiliary  to  the  NSMA  will  se- 
cure the  cooperation  of  educators  through- 
out the  schools  of  Nebraska  in  the  drive  for 
more  students  in  nursing.  There  is  no 
greater  service  that  schools,  educators,  aux- 
iliaries or  medical  societies  can  offer  in  com- 
munity health  than  solving  or  alleviating 
the  nursing  recruitment  problem. 

The  WAAMA  is  greatly  concerned  in  the 
area  of  Community  Health  Education  and 
has  continually  selected  package  programs 
for  the  auxiliaries  in  Community  Health 
Services  and  Community  Health  Education. 
These  programs  have  involved  the  youth  of 
today.  The  past  National  President,  Mrs. 
Long,  stressed  the  area  of  Children  and 
Youth  and  supported  this  goal  throughout 
her  year  until  her  untimely  death.  Mrs. 
Chennault,  the  present  WAAMA  President, 
has  continued  in  the  area  of  Children  and 
Youth. 

We  need  “people  power”  for  nursing  re- 
cruitment. We  would  like  each  of  you,  every 
MD  and  every  MB’s  wife  to  be  in  this  pic- 
ture when  we  discuss  HEALTH  MAN- 
POWER. Let  us  all  be  enthusiastic  in 
broadcasting  the  Health  Manpower  need  in 
our  state.  Let  each  of  us  find  enthusi- 
astic young  adults  who  are  qualified  and  who 
care  about  joining  our  HEALTH  TEAM. 
Let  us  promote  “A  Career  in  Health.”  Be- 
havioral scientists  say  young  people  really 
care,  so  let  us  share  our  belief  in  medicine 
and  in  better  Community  Health  by  asking  a 
youth  to  join  us  on  the  HEALTH  TEAM. 

You  are  asked  to  serve  in  an  urgent  under- 
taking. Will  you  be  at  the  countdown  “All 
members  go!”  — Community  Health  and 
the  Nursing  Schools  are  at  stake.  Auxiliary 
members  — we  cannot  fail  our  MDs  by  not 
providing  the  students  needed  so  that  Nurs- 
ing Schools  may  continue  as  schools  of  high- 
er education  in  the  State  of  Nebraska  supply- 
ing the  needed  health  manpower.  Our  pride 
in  medicine  and  medically  related  careers 
must  come  first.  GO  FORTH  — the  re- 
cruitment of  nursing  students  is  our  im- 
mediate task. 

Marilyn  Mclntire 
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2.  NEB-PAC 

The  Nebraska  Medical  Political  Action 
Committee  was  organized  by  physicians  and 
others  for  a very  important  purpose  — so 
that  united  we  might  effectively  participate 
in  public  affairs  and  win  better  legislative 
representation.  NEB-PAC  membership  is 
open  to  physicians,  their  spouses,  and  mem- 
bers of  allied  health  professions. 

NEB-PAC  is  effective  because  it  pools 
small  individual  contributions  into  a concen- 
trated political  force.  Thus,  statewide  re- 
sources may  be  used  on  key  races  where 
the  impact  will  be  most  significant  and  the 
chances  for  important  victories  most  prob- 
able. 

Nonpartisan  NEB-PAC  provides  a legal 
mechanism  through  which  physicians  may 
unite  behind  the  individual  candidate  whose 
personal  integrity  and  political  philosophy 
make  him  worthy  of  public  trust.  NEB- 
PAC  is  not  bound  by  either  Democratic  or 
Republican  party  labels.  The  philosophy  of 
the  candidate  determines  whom  NEB-PAC 
supports. 

NEB-PAC  extends  beyond  state  boun- 
daries through  its  affiliation  with  the  Amer- 
ican Medical  Political  Action  Committee.  A 
portion  of  your  NEB-PAC-AMPAC  dues  is 
sent  to  the  national  committee  to  be  re- 
distributed across  the  nation  for  important 
Congressional  races  of  national  concern. 
Nebraska  has  thus  benefitted  from  the  con- 
centration of  national  resources  in  our  local 
Congressional  elections. 

NEB-PAC’s  activities  are  directed  by  a 
15  member  Board  of  Directors  represent- 
ing equally  our  three  Congressional  Dis- 
tricts. These  directors  give  of  their  time, 
energy,  and  abilities  to  help  shape  the  direc- 
tion of  the  political  course  of  our  govern- 
ment. They  ask  you,  at  the  very  least,  to 
help  finance  this  vital  activity.  It  is  impos- 
sible for  anyone  to  remain  aloof  from  poli- 
tics; political  decisions  affect  all  areas  of 
our  lives.  And  unless  you  are  willing  to 
share  the  burden  of  watchful  citizenship, 
you  have  no  right  to  complain,  or  criticize, 
or  advise  those  bearing  the  burden  of  gov- 
ernment. Don’t  forego  the  great  impact 
that  can  be  gained  by  pooling  our  resources 


through  NEB-PAC  membership  in  order  to 
elect  the  best  possible  public  representation. 

NOTE : NEB-PAC  dues  may  be  paid 

along  with  regular  Nebraska  State  Medical 
Association  dues.  The  dues  “reminder” 
usually  comes  to  your  husbands  in  Decem- 
ber. On  this  reminder  there  is  a section 
stating  that  a voluntary  contribution  may 
be  made  to  NEB-PAC-AMPAC. 

Marjorie  Colon 


Renograms  Compared  With  Urograms,  Ar- 
teriograms and  Function  Studies  — W. 
M.  Hamby,  E.  B.  Miller,  and  E.  Kaplan 
(VA  Hosp,  Hines,  111).  J Nucl  Med 
10:603-606  (Sept)  1969. 

Forty-seven  hypertensive  patients  were 
studied  with  renograms,  excretory  urograms, 
unilateral  renal  function  studies,  and  renal 
arteriograms.  Renograms  failed  to  identify 
two  patients  with  significant  unilateral  renal 
artery  stenosis.  All  patients  with  signifi- 
cant unilateral  renal  vascular  disease  were 
identified  by  combining  the  results  of  the 
timed  excretory  urograms  with  the  reno- 
gram. This  combination  of  procedures  seems 
to  be  an  adequate  screening  technique  for 
the  presence  of  unilateral  renal  vascular  dis- 
ease. 


Detection  and  Significance  of  Small  Degrees 
of  Hypercalcemia  — P.  E.  Baume,  F.  J. 
Radcliff,  and  T.  S.  Reeve  (Royal  North 
Shore  Hosp,  Sydney,  Australia).  Med  J 
Aust  2:543-545  (Sept  13)  1969. 

Three  patients  presented  in  this  paper 
were  shown  at  operation  to  have  a parathy- 
roid adenoma.  In  two  the  results  of  serial 
serum  calcium  estimations  might  have  been 
regarded  as  within  the  conventional  normal 
range  but  were  abnormal  when  considering  12 
rng/lOO  ml  as  the  highest  normal  level.  In 
the  third  patient,  the  level  was  always  below 
12  mg/lOO  ml. 
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Diaphragmatic  Disruption  in  Major  Thor- 
acic Trauma  — L.  P.  Sterns  et  al  (8409 
112th  St,  Edmonton,  Alberta).  Canad  J 
Surg  12:426-431  (Oct)  1969. 

Sixteen  patients,  ranging  in  age  from  12 
to  64  years,  sustained  major  thoracic  trau- 
ma and  subsequent  diaphragmatic  rupture. 
All  but  two  cases  were  the  result  of  auto- 
mobile or  farm  accidents,  and  surgery  was 
resorted  to  eventually  in  all  16.  Six  patients 
were  operated  within  24  hours  of  their  ac- 
cident, eight  were  treated  conservatively 
for  a few  days  or  weeks  prior  to  corrective 
surgery,  and  in  the  final  two  instances  oper- 
ation was  performed  eight  months  and  four 
years,  respectively,  after  injury.  Diaphrag- 
matic disruption  occurred  on  the  right  side 
in  three  patients  and  on  the  left  side  in  the 
remainder.  A variety  of  problems  based 
on  the  regional  anatomy  were  encountered 
in  the  right-sided  lesions,  and  in  the  left-sided 
rents,  abdominal  contents  herniated  into  the 
left  pleural  space  in  each  instance.  All  16  pa- 
tients survived  their  accidents  and  subse- 
quent surgery;  15  have  no  residual  pulmo- 
nary defect  and  1 reports  ease  of  fatigue. 


Effect  of  Gravity  on  Placental  Transfusion — 

A.  C.  Yao,  and  J.  Lind  (Dept  of  Pediatrics, 
Karolinska  Institute,  Stockholm).  Lancet 
2:505-507  (Sept  6)  1969. 

The  effect  of  gravity  on  placental  trans- 
fusion was  studied  by  measuring  the  pla- 
cental residual  blood  volume  in  112  normal 
deliveries  with  the  infants  kept  at  different 
levels  above  or  below  the  mother’s  introitus 
after  birth.  Hydrostatic  pressure,  brought 
about  by  keeping  the  infant  40  cm  below  the 
introitus,  hastened  placental  transfusion  to 
almost  completion  at  about  30  seconds.  In 
the  presence  of  this  effect  of  gravity,  pro- 
longing the  time  of  cord  clamping  to  three 
minutes  did  not  result  in  a significantly 
larger  amount  of  placental  transfusion.  The 
effect  of  hydrostatic  pressure  created  by 
having  the  infants  held  above  the  level  of 
the  mother’s  introitus  lessened  or  prevented 
placental  transfusion  by  partially  or  com- 
pletely obliterating  the  pressure  generated 
by  uterine  contraction. 


Seasonal  Incidence  of  Diabetes  Mellitus  — 
D.  R.  Gamble  and  K.  W.  Taylor  (Public 
Health  Lab,  West  Park  Hosp,  Epsom, 
England).  Brit  Med  J 3:631-633  (Sept 
13)  1969. 

A seasonal  incidence  in  the  onset  of  in- 
sulin-dependent diabetes  in  patients  under 
30  years  of  age  was  suggested  by  analysis 
of  data  derived  from  the  clinic  registers  of 
two  diabetic  clinics.  The  increased  incidence 
occurred  in  sumrncx*,  autumn,  and  winter,  with 
a peak  in  the  autumn.  The  variation  in  an- 
nual totals  of  new  cases  seen  was  not  signifi- 
cant statistically,  but  the  pattern  of  the 
variation  present  showed  significant  positive 
correlation  with  annual  prevalence  data  for 
coxsackievirus  B4,  but  not  for  other  types. 

Are  There  Any  Characteristic  Radiological 
Signs  of  Gout?  — W.  Dihlmann  and  H. 
J.  Fernholz  (Medizinische  Fakultat  der 
Technischen  Hochschule,  Aachen,  West 
Germany).  Deutsch  Med  Wschr  94:1909- 
1911  (Sept  19)  1969. 

The  occurrence  of  radiological  signs  of 
gout  depends  on  the  concentration/time 
ratio  of  urate  precipitation.  Hallux-rigidus 
arthrosis  is  one  of  the  radiological  signs  sug- 
gesting gout.  The  suspicion  of  bony  tophi  is 
raised  by  irregularly  shaped  areas  of  osteoly- 
sis near  joints  and  often  extending  to  the  dia- 
physis.  Other  characteristic  radiological  signs 
of  gout  include  pike-shaped  deformity  of  the 
head  of  the  first  metatarsal,  cup-shaped 
bone  destruction,  periosteal  bony  barbs 
which  extend  into  a tophus,  and  overhang- 
ing bone  margins. 

Disodium  Cromoglycate  in  Treatment  of 
Asthma  — M.  Joseph  (Royal  Prince  Al- 
fred Hosp,  Sydney,  Australia).  Med  J 
Aust  2:533-534  (Sept  13)  1969. 

Experience  with  the  use  of  disodium  cro- 
moglycate in  treatment  of  50  patients  with 
asthma  is  reported.  Only  ten  failed  to  show 
appreciable  improvement.  The  use  of  ste- 
roid drugs  and  bronchodilators  could  be  dis- 
continued in  many  cases.  Disodium  cromo- 
glycate represents  a valuable  addition  to  the 
therapeutic  armamentarium,  but  it  is  too 
early  to  assess  its  long-term  effects. 
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WE’BE  ALL  STATISTICS 

In  1967,  there  were  931  accidental  deaths 
in  Nebraska. 

In  1968,  there  were  931  accidental  deaths 
in  Nebraska. 

This  is  far  too  strange  to  be  disposed  of 
with  a shrug  and  without  a great  deal  of 
reflection.  Why  not  500  one  year  and  1300 
the  next?  As  statisticians  are  fond  of  say- 
ing, we  do  not  know  who  will  die,  but  we 
do  know  hoiv  many.  There  were  29.4  mil- 
lion inpatient  registered  hospital  admis- 
sions in  the  U.S.  in  1967,  and  29.8  in  1968. 
On  a holiday  weekend,  about  500  people 
lose  their  lives  in  automobile  accidents  in 
this  country,  and  the  figure  never  changes, 
except  to  increase  with  our  growing  popu- 
lation. The  number  of  people  who  die  of 
coronary  disease  each  year  does  not  change, 
and  the  number  of  sudden  deaths  in  babies 
is  equally  constant. 

What  does  this  mean?  It  suggests  that 
any  one  person’s  risk  of  suffering  acci- 
dental death  in  Nebraska  in  a year  may  be, 
for  obscure  reasons,  remarkably  constant ; it 
is  approximately  0.07%.  And  while  one 
individual  survives  a close  call  on  the  high- 
way, another  is  less  fortunate,  and  the  total 
is  constant.  But  in  addition  to  the  risk  of 
losing  one’s  life,  there  is  what  mathemati- 
cians call  the  factor  of  security. 

And  it  does  more  than  suggest.  It  means 
that  we  cannot  escape  these  figures,  that 
we  are  all  of  us  statistics,  and  that  we  are 
helpless  victims  of  a kind  of  mathematical 
conspiracy.  For  500  will  die  on  the  Fourth 
of  July,  not  100,  which  only  means  that  the 
risk  is  greater  than  you  might  think,  and 
not  2000,  which  means  that  it  is  not  that 
large.  But  it  will  be  almost  exactly  500, 
which  means  only  one  thing. 

We  are  in  the  grip  of  the  statistician. 

— F.C. 

OLD  WIVES  TALES 

Giant  sales  do  not  sell  giants,  and  so  it 
is  no  matter  if  we  are  dealing  with  old  tales 


or  old  wives,  what  with  English  grammar 
and  all.  But  the  doctor’s  interest  in  OWT 
is  unique,  for  they  are  always  telling  you 
how  to  get  well,  or  how  to  get  rid  of  evil 
spirits.  Of  course,  evil  spirits  sound  like 
bad  whiskey,  and  we’ve  never  seen  any, 
unless  you  count  the  pun  between  denatured 
and  good-natured  alcohol.  Aside  from  what 
we  like  to  call  scientific  medicine,  we  have 
always  had  folklore  and  superstition  and 
witch  doctors  and  old  wives  tales.  We 
know  they  are  all  pure  nonsense,  except 
that  some  people  feel  that  you  can’t  explain 
some  of  the  mysteries,  and  of  course, 
there’s  always  foxglove. 

Eat  your  vegetables,  we  tell  our  children, 
and  why?  For  their  vitamins?  But  this 
phrase  was  said  to  our  parents  by  our  grand- 
parents before  anyone  had  ever  heard  of 
vitamins.  Were  they  inexpensive,  and  were 
they  meal-extenders?  No,  they  were  always 
thought  to  be  “good  for  you.”  And  our  par- 
ents and  their  parents  may  easily  have  been 
right. 

The  father  who  promised  his  son  a gold 
watch  or  a hundred  dollars  if  he  did  not 
smoke  before  his  21st  birthday  may  have 
been  right  too,  long  before  all  this  talk  about 
lung  cancer  et  alia.  And  were  cigarets  not 
called  “coffin-nails?”  And  did  we  not  hear 
that  “they  will  stunt  your  growth?” 

We  can  draw  no  conclusions  regarding 
old  wives  tales.  We  remember  camphor 
bags  worn  around  the  neck,  and  asafoetida, 
too,  and  that  made  no  sense,  except  that  it 
did  keep  people  from  getting  too  close  to 
one  another.  And  old  remedies  that  had  to 
do  with  eye  of  newt  and  other  still  unmen- 
tionable things  were  equally  silly.  But 
they  may  have  been  right  about  vegetables, 
and  about  cigarets. 

And  don’t  forget  foxglove. 

—F.C. 

SHAKESPEARE  TO  BRONTE 
TO  FREUD 

Many  medical  matters  mystify  us,  ever 
since  we  tried  to  explain  them  on  examina- 
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tions  while  in  school,  and  one  is  the  physi- 
ology of  sleep.  It  is  not  enough  that  prob- 
ably nobody  understands  sleep;  it  is  a phe- 
nomenon that  will  always  elude  us  but  will 
never  lose  its  strangeness,  while  it  is  the 
commonest  of  commonplaces.  For  we  lose 
consciousness  nightly,  and  we  dream.  Other 
animals  do  what  is  certainly  the  very  same, 
some  hibernate  and  estivate.  Vergil  called 
it  the  sweetest  gift  of  heaven. 

We  understand  dreaming  no  more  than  we 
do  sleep;  we  have  investigated  dream  books 
when  we  were  young,  and,  later,  Freud. 
But  the  play  consists  of : 

Shakespeare,  who  said  that  sleep 
“knits  up  the  ravell’d  sleeve  of  care.” 

And  Emily  Bronte,  who  said,  “I  only 
sail  a wilder  sea.” 

And  Freud  who,  dying,  could  not  re- 
ply to  his  unbelievers,  and  said  that  the 
dream  lets  the  sleeper  sleep. 

Freud’s  our  man,  and  so  is  Shakespeare, 
and  we  would  never  trade  E.  Bronte  away. 
And  if  we  awaken  and  remember  that  we 
have  been  dreaming,  and  did  not  like  the 
dream,  when  have  we  suffered?  Certainly 
not  while  asleep,  and  with  equal  logic,  not 
when  awake.  We  have  said  to  ourselves 
that  we  were  glad  to  wake  up,  but  we  can 
draw  no  conclusions.  We  dream  perfectly 
happy  dreams,  too,  and  of  course,  we  sleep 
dreamlessly  most  of  the  time,  or  perhaps 
dreamers  forget  that  they  have  dreamed. 

So  if  we  nocturnate,  as  bears  hibernate, 
we  may  not  understand  sleep,  except  enough 
to  pass  the  examination  question,  or  dream- 
ing, but  the  Shakespeare  to  Bronte  to  Freud 
double  play  satisfies  us  for  the  moment. 
While  we  are  awake,  that  is. 

— F.C. 


Treatment  of  Pulmonary  Metastatic  Disease 
With  Radiation  Therapy  and  Adjuvant 
Actinomycin  D — R.  E.  Cupps,  D.  L. 
Ahmann,  and  E.  H.  Soule  (Mayo  Clinic, 
Rochester,  Minn).  Cancer  24:719-723 
(Oct)  1969. 


Roentgen  therapy  was  administered  to  46 
patients  with  metastatic  pulmonary  malig- 
nancy, according  to  two  schedules  and  di- 
rected through  portals  encompassing  either 
a hemithorax  or  the  entire  chest.  Thirty- 
six  patients  each  received  daily  fractions  six 
times  a week,  achieving  a total  dose  of  1,500 
rads,  as  measured  at  the  midplane  of  the 
thorax;  the  usual  daily  midplane  dose  was 
100  rads.  The  remaining  ten  patients  each 
received  a total  dose  of  1,200  rads  in  eight 
treatments  to  portals  encompassing  both 
lungs,  Actinomycin  D was  given  to  all  46 
patients  by  direct  intravenous  infusion.  The 
usual  dose  was  5.1/xg/kg/day  for  an  average 
of  12  days.  Three  significantly  long  regres- 
sions, 51,  28,  and  18  months  were  obtained 
with  this  program  of  combined  therapy. 
However,  seven  of  the  18  patients  in  whom 
there  was  a response  had  lesions  that  would 
ordinarily  be  considered  sensitive  to  radia- 
tion therapy  alone. 


Creatinine  Clearance  in  Renal  Disease  — E. 

E.  Kim  et  al  (Hahnemann  Medical  Col- 
lege and  Hospital,  Philadelphia).  Brit 

Med  J 4:11-14  (Oct  4)  1969. 

To  determine  the  validity  of  creatinine 
clearance  as  a measure  of  glomerular  filtra- 
tion rate  in  patients  with  renal  disease,  308 
simultaneous  determinations  of  inulin  and 
creatinine  clearances  were  reviewed  and 
analyzed.  The  ratio  of  creatinine  clearance 
to  inulin  clearance  increases  progressively 
with  the  decline  in  inulin  clearance.  This  in- 
dicates that  with  declining  glomerular  fil- 
tration rates,  creatinine  clearance  progres- 
sively overestimates  actual  glomerular  filtra- 
tion rates.  The  findings  of  normal  creatinine 
clearance  masked  a definite  but  mild  decrease 
of  glomerular  filtration  rate  in  42%  of  the 
cases,  and  a moderate  decrease  of  glomerular 
filtration  rate  in  23%.  Therefore,  a single 
determination  of  creatinine  clearance  can  be 
misleading  as  a screening  measurement  of 
glomerular  filtration  rate.  Serial  changes 
in  creatinine  clearance  correlate  well  with 
the  direction  of  change  in  inulin  clearance, 
indicating  that  serial  measurements  of  cre- 
atinine clearance  are  useful  in  evaluating 
progressive  deterioration  or  improvement  of 
glomerular  filtration  rate. 


770 


Nebraska  S.  M.  J. 


ORIGINAL  ARTICLES 


The  Physician's  Responsibility  as  a Citizen 


Obviously  i cannot  teii  you 
anything  about  the  specific 
problems  you  face  today  as 
physicians  in  the  practice  of  the  healing  arts 
in  our  country  and  in  my  native  state  of 
Nebraska. 

My  contribution,  if  any,  has  to  be  in 
the  field  of  the  general  problems  we  all 
face  in  our  other  role  as  citizens  of  this 
Republic. 

No  one  can  or  does  question  the  high 
quality  of  the  scientific  knowledge  and 
technical  skills  of  today’s  physicians.  The 
criticism  sometimes  heard  is  with  respect  to 
the  quality  of  our  citizenship. 

Almost  every  doctor  is  respected,  trust- 
ed, praised,  even  loved,  by  his  own  patients. 
But  some  of  these  patients  will  make  a 
blanket  indictment  of  the  medical  profes- 
sion as  a whole,  accusing  its  members  of 
making  too  much  money,  of  not  participat- 
ing actively  in  public  affairs,  of  making  too 
little  contribution  to  civic  causes,  commun- 
ity projects,  and  so  on.  This  impression, 
however  unjustified  it  may  be  generally, 
plus  steadily  increasing  control  by  the  Fed- 
eral Government  over  almost  everything  in 
the  health  care  field  today,  makes  it  plain 
that  our  actions  as  citizens  must  be  of  a 
higher  order  than  perhaps  most  physicians 
have  demonstrated  in  the  past  or  there  may 
not  long  be  a society  in  which  we  will  have 
opportunity  to  use  with  success  and  satis- 
faction the  knowledge  and  skills  we  worked 
so  long  and  hard  to  acquire. 

Physicians  by  tradition  and  training  are 
prepared  to  accept  and  use  the  veritable 
explosions  in  scientific  knowledge  of  the 
last  few  decades.  Physicians  generally  are 
not  prepared,  either  by  tradition  or  train- 
ing, for  the  explosions  in  the  socio-economic 
fabric  of  our  society. 

Physicians  have  been  accustomed  to  a 
wholly  private  and  intimately  personal  doc- 
tor-patient relationship  with  no  intervention 
by  any  third  party.  They  have  concentrated 
on  providing  the  highest  possible  quality  of 
medical  care.  Problems  of  distribution  of 
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medical  care  were  minimal;  but  today  they 
are  monumental  — and  here  the  Federal 
Government  is  playing  the  dominant  role. 

I 

So  physicians  must  take  a more  active 
part  in  public  affairs  for  at  least  three  rea- 
sons: 

First,  we  owe  it  to  our  profession.  It 
is  essential  if  we  are  to  insure  our  future 
as  medical  men  and  women  and  safeguard 
the  conditions  under  which  we  can  use  to 
best  advantage  our  knowledge  of  disease 
and  abnormalities  and  our  skills  in  helping 
the  sick. 

Secondly,  we  owe  it  to  our  patients.  The 
man  who  comes  with  a stubborn  arthritis 
or  dermatitis  or  duodenal  ulcer  or  hyper- 
tension or  vague  chest  pain  or  insomnia  fre- 
quently has  something  else  bothering  him, 
too.  Perhaps  he  has  a boy  in  Vietnam,  or  he 
has  relatives  in  Czechoslovakia  or  the  Middle 
East,  or  his  business  is  in  difficulty,  or  in- 
flation has  eaten  up  half  of  his  life  sav- 
ings, or  he  is  apprehensive  about  possible 
nuclear  warfare.  He  knows  his  country  is 
in  deep  trouble  at  home  and  abroad.  He  has 
legitimate  and  serious  anxieties.  If  we  are 
really  to  help  him  with  his  whole  medical 
problem,  we  must  pay  more  attention  to  the 
national  and  world  environment  that  is  af- 
fecting him  adversely,  and  try  to  influence 
that  environment  in  the  direction  of  making 
it  more  favorable  to  his  well-being.  We  are 
not  fulfilling  our  medical  duty  to  our  pa- 
tients unless  we  make  maximum  effort  in 
this  larger  field. 

Thirdly,  we  owe  it  to  ourselves  as  per- 
sons. We  must  play  a larger  role  in  public 
affairs  in  order  to  insure  our  future  as  hu- 
man beings.  Before  we  are  physicians  we 
are  trustees,  as  well  as  beneficiaries,  of  a 
great  and  noble  heritage  of  freedom,  a set 
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of  values,  a way  of  doing  things,  that  is 
rightly  called  the  American  philosophy  of 
life  and  government.  That  heritage  of  free- 
dom, that  political  and  economic  order,  is 
under  assault  today,  from  without  and  from 
within,  and  it  is  losing  ground. 

II 

It  was  what  we  knew  as  physicians  about 
the  conditions  essential  for  good  medical 
care  for  the  sick  that  caused  us  to  oppose 
tax-supported  and  Government-managed  med- 
ical services.  But  those  more  active  and  there- 
fore more  influential  in  politics  than  we,  sold 
the  public  the  line  that  Government-managed 
medicine  would  give  more  and  better  medi- 
cal care  for  less  cost,  and  that  the  opposition 
of  physicians  was  only  because  they  thought 
it  would  reduce  their  income.  We  pointed 
out  endlessly  that  most  physicians  would 
probably  be  better  off  financially  under 
such  schemes  as  Medicare.  It  seemed  ob- 
vious that  if  the  government  helped  patients 
pay  their  hospital  bills,  they  themselves 
would  be  better  able  and  have  more  with 
which  to  pay  their  doctors’  bills. 

We  also  warned  that  a chief  result  of 
medical  practice  under  compulsion  would 
be  deterioration  of  quality.  It  was  the 
patients  who  would  suffer,  not  the  physi- 
cians. 

We  also  emphasized  that  the  government 
programs  were  promises  of  services  which 
the  government  could  not  deliver.  Adequate 
personnel  and  facilities  just  could  not  be 
provided  that  fast.  We  told  them  it  couldn’t 
be  done  — and  now  ive  are  being  blamed  be- 
cause it  cannot  be  done! 

But  it  was  not  enough  for  us  to  be  right. 
We  failed  somehow  to  tell  and  sell  our  case 
to  the  public  and  the  politicians  as  con- 
vincingly as  did  those  on  the  other  side. 

Physicians  knew  how  to  practice  medicine, 
but  not  government.  The  “reformers”  and 
the  politicians  understood  government,  but 
not  the  requirements  of  good  medical  care. 
Thus  the  government  has  been  given  substan- 
tial control  of  the  health  care  of  the  people 
of  this  nation. 

Now  that  the  fateful  step  has  been  taken, 
it  is  unrealistic  to  imagine  it  can  be  taken 


back.  It  takes  just  one  more  than  half  of 
the  votes  in  Congress  to  start  a government 
program;  it  takes  a two-to-one  vote  to  stop 
it  — because  almost  always  that  can  be  done 
only  over  a Presidential  veto.  Furthermore 
when  the  government  has  taken  money  from 
the  people  under  a contract  to  return  at 
least  part  of  it  as  so-called  benefits,  it  can- 
not renege  on  that  contract. 

Ill 

During  the  honeymoon  while  the  public 
and  especially  the  grievously  misled  older 
people  are  discovering  that  Medicare  is  not 
a sound  or  adequate  solution  to  their  prob- 
lems, physicians  can  and  should  lead  in  try- 
ing to  get  solutions  that  are  sound.  First 
and  most  basic  is  the  need  for  a change  in 
attitude  toward  retirement  on  the  part  of 
the  public  at  large  and  of  retired  persons 
themselves. 

For  ten  years  I lived  and  practiced  in 
China  and  came  to  admire  the  sensibleness 
and  helpfulness  of  the  attitudes  toward  age 
that  the  Chinese  had  developed  during  the 
centuries.  Instead  of  dreading  the  day  of 
retirement,  a Chinese  looked  forward  to  it 
with  eagerness.  He  knew  that  it  would  not 
be  the  end,  but  the  beginning  of  the  period 
of  greatest  usefulness  in  his  life.  The 
Chinese  people  had  learned  that  the  truly 
great  human  resource  is  neither  brawn  nor 
brains;  it  is  wisdom.  And  wisdom  comes 
only  with  age  and  long  years  of  experience. 

Instead  of  being  cast  aside  as  has-beens 
or  as  burdens  to  be  borne  out  of  love  or 
charity,  the  Chinese  person  knew  that  on 
retirement 

(1)  he  would  be  economically  secure  be- 
cause he  could  be  certain  his  sons 
or  nephews  or  cousins  would  pro- 
vide for  him,  just  as  during  all  his 
active  years  he  had  worked  to  sup- 
port his  elders; 

(2)  he  would  enjoy  great  respect  from 
all; 

(3)  he  would  have  importance  and  pres- 
tige, yes,  and  power,  because  of  the 
counsel  and  guidance  he  would  be 
permitted,  and  expected,  to  provide 
for  his  family  and  his  community. 
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As  long  as  our  American  pattern  persists 
of  regarding  older  persons  as  almost  a kind 
of  national  liability  rather  than  as  one  of 
our  richest  assets  to  be  utilized  to  the  full, 
we  will  continue  to  have  retirees  thrust 
into  depression  when  the  community  and 
nation  to  which  they  have  given  their  whole 
lives  seem  no  longer  to  need  them.  One  of 
the  most  devastating  things  that  can  happen 
to  a human  personality  is  a sense  of  use- 
lessness, of  not  being  needed.  No  wonder  so 
many  millions  of  days  of  hospital  and  nurs- 
ing home  care  are  consumed  by  such  per- 
sons whose  main  affliction  understandably 
is  melancholia. 

Our  society  has  concentrated  on  prepara- 
tion of  youth  for  adulthood,  and  even  on  per- 
petual youth ; but  how  much  real  thought  has 
been  given  to  preparation  for  retirement? 
The  qualities  of  self-reliance,  industry, 
maximum  effort  - to  - achieve  which  from 
childhood  to  65  have  been  the  chief  virtues, 
suddenly  become  vices.  How  can  there  be 
such  a sudden  reversal  of  all  the  habit  pat- 
terns of  a lifetime  without  emotional  tension 
and  strain,  even  disorientation? 

Since  it  is  largely  the  medical  profession 
that  has  given  people  these  20  some  addi- 
tional years  to  live,  physicians  should  lead 
in  searching  for  answers.  Think  of  the 
scientific  brainpower  and  the  millions  of 
dollars  that  are  put  into  finding  the  answer 
to  some  relatively  rare  medical  condition. 
We  need  coordinated  and  massive  attacks 
upon  the  whole  problem  of  how  to  enable  the 
aged  to  live  well  and  satisfyingly  — by  doc- 
tors, by  associations  of  employers  and  of 
employees  — the  unions,  by  universities  and 
foundations,  by  social  scientists,  ministers 
— all  who  have  responsibilities  in  this  field 
and  who  care.  Who  is  better  qualified  than 
physicians  to  pioneer  in  basic  thinking  and 
in  exploring  ways  to  solve  these  problems 
that  affect  adversely  more  people  today  than 
do  even  cancer  and  cardiovascular  disease? 

An  other  urgent  need  is  to  remove  the 
discriminatory  legislation  that  prevents 
older  people  from  earning  all  they  can,  and 
instead  penalizes  them  if  they  earn  more 
than  about  $1700.00  a year.  Some  of  us 
have  tried  for  more  than  a decade  to  get 
this  cruel  and  arbitrary  limitation  on  earn- 


ings eliminated.  The  objection  is  always 
made  that  if  those  between  65  and  72  who 
earn  more  than  the  limit  allowed  were  per- 
mitted to  draw  their  social  security  benefits, 
it  would  cost  the  Treasury  up  to  two  bil- 
lion dollars  more  a year.  Well,  if  the  health 
needs  of  the  elderly  are  as  serious  as  por- 
trayed, this  step  is  necessary  to  meet  those 
health  needs.  The  two  billion  dollars  a 
year  will  be  a small  price  to  pay,  and  there 
are  plenty  of  other  places  where  it  can  be 
saved  with  far  less  harm  to  the  country 
and  its  people. 

Another  proper  way  for  government  to 
aid  is  by  helping  to  finance  more  rapid  con- 
struction of  more  nursing  homes  that  can 
furnish  the  care  most  older  people  need  at 
so  much  less  cost  than  can  hospitals  — and 
without  crowding  out  of  the  hospitals  those 
patients  who  must  have  what  only  hos- 
pitals can  provide.  There  is  a world  of 
difference  between,  on  one  hand,  the  Hill- 
Burton  pattern  of  non-recurring  grants  on 
a matching  basis  for  construction  of  fa- 
cilities and  provision  of  equipment  and,  on 
the  other,  annually  recurring  subsidies  for 
operation  of  those  facilities.  With  the  first 
goes  no  continuing  control,  as  has  been 
proved  in  construction  of  hospitals,  college 
laboratories,  airports.  The  institutions  are 
then  able  to  use  their  own  funds  for  the  op- 
eration and  management  of  the  facilities. 
This  is  a sound  way  for  government  to  help 
states,  cities  and  communities. 

IV 

There  is  an  even  broader  area  in  which 
physicians  need  to  become  more  active  in 
their  role  as  citizens.  Government  itself 
is  changing,  in  response  to  the  pressures  of 
those  who  want  it  to  adopt  a quite  differ- 
ent philosophy  from  that  on  which  our  na- 
tion was  founded  and  grew  great.  We  see 
American  students  rebelling  against  the 
very  freedoms  that  Czechoslovakian  students 
have  been  sacrificing  their  lives  to  try  to 
win. 

Perhaps  our  most  urgent  task  as  citizens 
is  to  re-examine  more  thoughtfully  the  es- 
sence of  our  American  philosophy  of  life 
and  government  — and  the  faith  out  of 
which  it  grew. 
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For  what  main  purpose  did  our  fore- 
fathers originally  come  to  this  country?  To 
establish  a government  to  look  after  them? 
No,  they  came  here  to  get  a chance  to 
look  after  themselves.  Are  we  now  to  feel 
embarrassed  or  apologetic  because  the  sys- 
tem they  established  enabled  them  to  suc- 
ceed? 

For  seven  centuries,  beginning  with 
Magna  Carta,  our  forefathers  fought  to  re- 
duce the  powers  of  government.  They  took 
some  powers  away  from  King  John,  others 
from  King  George,  others  from  landed  gen- 
try, bluebloods,  aristocracies,  feudal  lords, 
the  elite  — so  that  people  could  have  those 
powers.  They  established  a government  to 
protect  those  precious  rights,  not  to  take 
them  away.  Yet  in  the  last  40  years  we 
have  seen  a veritable  rush  to  turn  those 
powers  back  to  government! 

In  essence,  the  struggle,  both  here  and 
all  around  the  world,  is  between  two  dif- 
ferent philosophies  of  life  and  of  govern- 
ment — between  those  who  believe  in  gov- 
ernment-from-the-top-down  and  those  who 
believe  in  government-from-the-bottom-up. 

One  system  is  based  on  regimentation 
of  man  as  the  way  to  develop  power  and 
get  results;  the  other  on  the  securing  and 
safeguarding  of  maximum  freedom  for  man 
as  the  best  way  to  go  ahead. 

Confronted  with  a tough  problem,  one 
group  goes  to  the  central  government  first; 
the  other  goes  to  the  central  government 
last — that  is,  only  if  and  when  their  own 
efforts  and  all  local  remedies  have  been 
exhausted. 

One  believes  that  because  some  govern- 
ment is  necessary,  more  government  must 
be  better.  The  other  remembers  that  the 
history  of  man’s  struggle  for  liberty  is  the 
history  of  his  struggle  to  hold  down,  not 
expand,  the  powers  of  government. 

One  believes  that  because  a good  govern- 
ment must  intervene  in  emergencies  — wars, 
earthquakes,  floods,  depressions,  civil  dis- 
orders — therefore,  it  should  take  over  more 
and  more  management  of  people’s  lives  even 
when  there  is  no  emergency.  The  other 
believes  such  expanding  intervention  inevit- 


ably whittles  away  individual  freedom  and 
self-reliance  and  sound  growth. 

One  believes  that  speed  in  solving  a prob- 
lem is  in  direct  proportion  to  the  amount  of 
the  people’s  money  the  government  puts 
into  it.  Others  believe  that  almost  always 
a more  serious  bottleneck  is  lack  of  trained 
and  dedicated  personnel.  Motivation  is  more 
crucial  than  money. 

At  a Seminar  of  Junior  students  at  Har- 
vard Medical  School  in  which  I partici- 
pated some  years  ago  along  with  a certain 
Senator  whose  only  solution  for  whatever 
problem  was  more  and  more  money,  a stu- 
dent rose  in  the  discussion  period  and  said, 
“You  seem  to  think,  Senator,  that  it  is  pos- 
sible to  get  a baby  in  one  month  by  getting 
nine  women  pregnant.’’  But  it  can’t  be 
done ! 

One  believes  that  a good  government 
should  provide  a floor  below  which  no  citi- 
zen is  allowed  to  fall  in  lack  of  food,  hous- 
ing, education,  medical  care.  The  other  be- 
lieves it  should  also  provide  a bed  on  which 
all  citizens  are  invited  to  recline  without  a 
real  need  to  struggle. 

One  believes  that  government  should  pro- 
vide equal  reivards  for  its  citizens ; the  other 
believes  the  first  function  of  a good  gov- 
ernment is  to  provide  equal  opportunities 
for  its  citizens  — not  because  it  does  not 
want  the  fullest  possible  rewards  for  all, 
but  just  because  it  does  want  such  rewards, 
and  believes  this  is  the  best  way  to  get  them. 

One  believes  the  primary  role  of  our  na- 
tional government,  in  the  carefully  chosen 
words  of  our  forefathers,  is  to  “promote 
the  general  welfare.’’  Others  believe  the  gov- 
ernment can  and  should  “provide”  it  — and 
individual  welfare  too. 

A wise  man  named  Jesus  said,  “Seek  and 
ye  shall  find.’’  Many  today  say,  “Sit  down, 
have  the  government  bring  it  to  you.” 

The  thoughtful  citizen  should  ask  three 
questions : First,  can  the  government  do 

everything?  Hitler  controlled  everything 
and  got  a threatened  breakdown  in  produc- 
tion. He  had  to  de-centralize  to  provide 
greater  personal  initiative  and  incentive, 
and  production  went  up.  Stalin  controlled 
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everything  in  the  Soviet  Union.  Krushchev 
had  to  de-centralize  to  get  an  increase  in 
effort  and  production. 

Recently  some  of  our  own  officials  have 
begun  to  say  that  there  are  some  things  the 
Government  just  cannot  get  done  without 
the  all-out  efforts  of  individual  citizens  and 
the  voluntary  agencies  they  set  up  to  meet 
various  needs  — the  private  sector.  This 
recognition,  however  belated,  is  encourag- 
ing. 

Secondly,  would  it  be  good  if  the  govern- 
ment could  do  everything?  Do  you  make 
people  more  independent  and  self-reliant  by 
making  them  more  dependent? 

Thirdly,  what  about  the  poor,  the  unfor- 
tunate, the  needy?  The  answer  is;  the 
government  should  help  them  and  help  them 
generously.  But  because  some  people  need 
such  help  doesn’t  mean  that  it  should  be 
given  to  all,  whether  they  need  it  or  not! 

President  Johnson  has  said  that  20%  of 
the  people  in  America  are  poor.  The  Com- 
mission he  appointed  to  investigate  poverty 
found  something  under  30,000,000  with  in- 
comes that  put  them  in  that  category. 
With  a population  of  approximately  200 
million,  this  means  15%  are  poor.  That  is 
bad.  But,  to  finish  the  equation,  this  means 
that  85%  of  our  people  are  not  poor.  That 
is  good!  Surely  it  would  not  be  progress 
to  abandon  or  tear  down  the  system  under 
which  85%  of  our  people  have  become  solvent 
and  self-supporting.  In  fact,  if  we  care 
only  about  the  15%  who  are  poor,  the 
first  requirement  is  that  we  conserve  and 
strengthen  the  system  under  which  85% 
can  and  do  become  self-supporting,  because 
only  then  do  we  have  resources  with  which 
to  help  the  poor! 

People  have  sometimes  said  to  me,  “You 
are  just  a conservative.”  To  which  I reply, 
“Indeed  I want  to  conserve  this  system;  but 
it  is  not  because  I want  to  go  back  — that 
would  be  reaction.  It  is  precisely  because 
I want  to  go  ahead.  I tell  my  liberal  friends 
that  I am  a conservative  so  we  can  be  liberal ! 

True  help  for  the  poor  consists  in  con- 
serving, strengthening  and  improving  the 
system  so  that  the  85%  can  be  expanded 
to  86%,  88%,  90%.  That  is,  don’+  abandon 


our  system  as  bad ; use  it  to  make  our  society 
better. 

In  summary,  what  kind  of  government  is 
best?  That  which  does  most  for  people  di- 
rectly? Or  that  which  makes  it  possible 
for  most  people  to  do  most  for  themselves, 
and  then  assists  — generously,  fully  — those 
who  for  whatever  reason  can  not  or  do 
not  provide  properly  for  themselves  and 
their  families? 

I think  it  can  be  stated  as  a law  that 
whenever  a government  does  for  its  citizens 
that  which  they  have  the  capacity  to  do  for 
themselves,  it  begins  to  weaken,  rather  than 
strengthen,  the  foundations  of  freedom  and 
the  means  of  progi’ess. 

V 

These  larger  issues  are  decided  in  the 
political  arena,  and  nowhere  else.  It  is  hard 
to  justify  any  physician’s  thinking  he  is 
too  busy  to  work  at  government  — which 
means  in  politics.  All  our  scientific  attain- 
ments, and  all  our  skill  in  practicing  medi- 
cine, and  all  the  money  our  medical  associa- 
tions spent  for  public  relations  men  and 
lobbyists  did  not  succeed  in  preventing  the 
enactment  of  Medicare  by  the  89th  Congress. 
There  was  just  one  reason  for  that  failure. 
We  did  not  elect  enough  men  to  the  Congress 
in  1964  who  understood  the  reasons  for  and 
the  soundness  of  our  position,  and  there- 
fore supported  it. 

Government  today  determines  the  condi- 
tions of  our  lives  as  well  as  of  our  practice. 
And  government  is  determined  by  what  we 
do  or  don’t  do  in  politics. 

To  work  effectively  in  politics,  you  must 
first,  study  issues  — just  as  you  study 
diseases. 

Second,  you  must  spread  your  views,  and 
sharpen  them,  by  discussion  with  other  citi- 
zens, including  your  patients  on  suitable 
occasions. 

Third,  you  must  join  a political  party  — 
the  one  you  think  is  nearest  right  on  the 
most  important  issues.  You  will  never  find 
a political  party  with  which  you  agree  en- 
tirely, any  more  than  you  find  a church, 
a club,  a medical  society  with  which  you 
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agree  entirely,  or  a wife!  You  do  not,  for 
that  reason,  pull  out  of  those  associations. 
You  stay  in  and  work  to  make  them  better. 

To  join  and  work  in  a party  is  the  only 
way  you  can  help  select  good  men  and 
women  as  candidates  at  every  level  of  gov- 
ernment. And  only  as  you  have  helped 
select  good  candidates,  do  you  have  oppor- 
tunity to  help  elect  good  men  and  women. 
You  can  never  get  anybody  nominated  as 
your  party’s  candidate  who  is  everybody’s 
first  choice.  But  if  you  don’t  get  your  first 
or  second  or  even  third  choice  nominated, 
may  I suggest  that  before  you  decide  not  to 
vote  at  all,  you  try  to  figure  out  who  is 
your  last  choice?  That  is  generally  pretty 
easy!  Oftentimes  the  only  way  to  avoid 
one’s  last  choice  is  to  work  and  vote  for  a 
candidate  who  is  not  your  first  choice,  but 
your  third! 

Don’t  imagine  you  can  do  much  after 
election  to  change  the  votes  of  a Congi’ess- 
man  or  Senator  who  owes  his  election  to 
those  opposed  to  your  views.  Your  job  is 
to  elect  and  re-elect  persons  who  already  hold 
the  same  general  views  as  you.  They  will 
want  to  vote  for  them  out  of  conviction ; and 
with  your  support  they  can  do  so  without 
committing  political  suicide,  something  not 
too  many  in  any  walk  of  life  choose  to  do. 

One  more  requirement.  More  physicians 
must  be  willing  to  become  candidates  for 
public  office.  If  you  don’t  like  your  Con- 
gressman or  Senator  or  Governor  or  Mayor, 
don’t  just  write  to  him;  RUN  for  the  office! 
That  is  tough  — I can  testify.  But  both 
patriotism  and  good  sense  require  that  all 
citizens,  no  matter  how  specialized  their 
training,  be  willing  to  sacrifice  their  careers 
to  go  into  public  life  as  a public  service, 
just  as  many  citizens  are  called  to  sacrifice 
their  careers  for  a time  — and  sometimes 
their  lives  — to  go  into  the  armed  forces  as 
a public  service. 

VI 

AMBAC’s  special  task  is  to  challenge  and 
assist  physician’s  to: 

1.  Recapture  not  only  an  understanding 
of  but  dedication  to  this  philosophy  of  gov- 
ernment — not  in  order  to  stand  still,  but  in 
order  to  progress. 


2.  Resist  further  concentration  of  power 
in  our  government.  This  requires  not  only 
election  of  persons  who  will  vote  against 
sending  more  and  more  power,  people,  and 
money  to  Washington;  it  also  requires  that 
we  physicians  be  more  vigilant  in  policing 
ourselves  and  those  colleagues  who,  as  in 
every  profession,  will  go  to  excesses  unless 
restrained.  If  the  profession  doesn’t  suc- 
ceed in  preventing  over-testing,  over-oper- 
ating, or  over-charging,  then  we  cannot 
complain  when  government  does  the  policing 
for  us,  even  if  the  government’s  actions 
create  greater  problems  overall  than  they 
solve. 

No  physician  is  bigger  than  his  profes- 
sion ! And  our  profession  is  not  bigger 
than  those  it  exists  to  serve  — the  patients. 

3.  Get  into  politics  to  use  wisely  and 
with  restraint  the  powers  already  given  to 
the  government. 

4.  Realize  and  emphasize  that  the  unique 
thing  about  our  government  is  the  limitations 
our  wise  forefathers  placed  on  it.  It  was 
those  limitations  which  took  the  frozen 
hand  of  government  off  people  and  released 
as  had  never  before  been  done  anywhere, 
the  creative  capacities  of  persons  of  all 
races,  and  from  all  climes,  countries,  back- 
grounds, cultures.  It  is  limited  government 
that  is  best  today. 

The  most  wonderful  thing  about  our 
country,  the  thing  that  we  must  strive  at 
all  costs  to  preserve,  is  the  privilege  of 
changing  the  things  we  don’t  like.  Wher- 
ever conditions  are  bad,  or  don’t  meet  our 
standards,  we  can  correct  them  — if  we 
will  work  in  politics! 

This  requires  generous  investment  of 
MONEY,  as  well  as  of  time,  thought  and 
effort.  If  you  don’t  give  generously  to 
support  efforts  to  get  the  kind  of  gov- 
ernment in  which  you  believe,  then  you  can 
be  sure  more  money  will  be  taken  from  you 
in  taxes  for  the  kind  of  government  you 
oppose.  You  can  be  sure  that  you  are  going 
to  give!  Therefore  give  generously  of  your 
money  — voluntarily ; or  you  will  give  more 
— involuntarily. 

The  way  to  begin  is  with  ideas  and  prin- 
ciples, get  persons  and  parties  committed 


776 


Nebraska  S.  M.  J. 


to  them,  translate  them  into  political  pro- 
grams, provide  funds,  and  put  the  programs 
into  practice. 

Please  do  not  think  that  I am  trying  to 
lecture  you  today  or  that  I am  suggesting 
that  the  profession  as  a whole  has  not  been 
awake  to  these  issues.  On  the  contrary,  it 
has  made  tremendous  efforts,  especially  in 
these  last  years.  And  you  here  in  Ne- 


braska have  pioneered.  I congratulate  you 
on  what  you  have  done. 

But  I appeal  to  you  to  do  still  more.  This 
“patient”  — our  country  — is  too  sick  to 
be  saved  without  the  intelligent  leadership 
of  men  and  women  with  the  qualities  of 
mind  and  heart  of  the  good  physician. 

It  is  hard  work,  yes  — but  surely  our 
country  and  our  freedom  are  worth  it. 
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Herniated  Cervical  and  Lumbar  Discs 


Introduction 

Degenerative  disc  changes 

occur  in  every  person  who  lives 
long  enough.  Some  studies 
have  stated  flatly  that  x-ray  evidence  of 
disc  disease  can  be  found  in  everyone  over 
the  age  of  50  and  that  such  changes  can  be 
seen  fairly  frequently  in  the  third  decade. 
During  the  process  of  aging,  the  nucleus  pul- 
posus  loses  water  and  the  elastic  tissue  in  the 
annulus  decreases.^  This  changes  the  me- 
chanical features  of  the  disc.  The  normal 
watery  nucleus  bears  weight,  and  the  an- 
nulus constrains  it  concentrically.  With 
aging,  the  annulus,  already  less  elastic,  has 
to  bear  weight  vertically  and  resist  oblique 
shearing  forces.  If  it  gives  way,  either  by 
thinning  out  or  rupturing  completely,  the 
degenerating  nucleus  may  be  herniated  pos- 
teriorly. 

In  most  instances,  the  aging  changes  pro- 
ceed fairly  quietly,  or  pass  through  mildly 
symptomatic  phases  that  adjust  and  heal 
spontaneously.  Sometimes,  as  a result  of 
acute  trauma  (or  of  the  chronic  trauma 
called  “fair  wear  and  tear”),  the  process  may 
cause  serious  symptoms  of  pain  and/or  neu- 
rological deficit. 

This  paper  is  concerned  with  those  patients 
whose  degenerative  disc  disease  causes  them 
to  seek  medical  care. 

Histoiy  and  Clinical  Findings 

HISTORY : Analysis  of  the  history  begins 
with  the  patient’s  chief  complaint,  usually 
pain.  A detailed  history  covering  seven  ma- 
jor points  is  necessary  to  get  a picture  of 
the  problem: 

1.  Onset  is  often  acute,  and  may  follow 
an  episode  of  trauma.  In  the  lumbar 
region  a sudden  strain  may  precipitate 
back  pain,  which  is  followed  some 
hours  later  by  sciatica  as  nerve  root 
inflammation  begins.  In  the  cervical 
region,  by  contrast,  a common  onset 
is  during  sleep,  in  which  the  patient’s 
head  has  been  tilted  over  to  one  side. 
He  may  awake  to  find  that  he  has  se- 
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vere  pain  radiating  into  one  shoulder 
and  arm.  Numbness  may  be  delayed, 
and  focal  weakness  may  be  masked  by 
pain  inhibition. 

On  the  other  hand,  in  either  cervical 
or  lumbar  disc  protrusion,  there  may 
be  insidious  onset  and  steady  progres- 
sion of  symptoms  very  difficult  to  dis- 
tinguish from  tumor. 

2.  Progression  of  the  clinical  syndrome 
is  usually  irregular,  with  intermit- 
tent attacks  of  varying  severity.  The 
patient  with  a disc  protrusion,  if  he 
has  not  been  operated  upon  by  an 
over-enthusiastic  surgeon,  has  ordi- 
narily been  through  several  minor  at- 
tacks of  back  pain  and  sciatica,  or  stiff 
neck  and  brachialgia,  before  he  finally 
presents  with  a clear-cut  clinical  syn- 
drome. 

3.  The  character  of  the  pain  is  more  vis- 
ceral than  somatic.  That  is  to  say,  it 
is  “deep”  and  poorly  localized,  tends 
to  be  aching  and  tends  to  be  felt  more 
centrally  than  distally.  Areas  of 
numbness  are  best  appreciated,  as  we 
will  point  out  later,  in  the  distal  part 
of  the  dermatome  but  the  pain  due  to 
nerve  root  inflammation  is  most  felt 
in  the  shoulder  or  the  hip,  with  radia- 
tion out  toward  the  arm  and  fore- 
arm, or  the  thigh  and  calf. 

4.  Location  — The  pain  is  of  little  value 
in  identifying  the  involved  nerve  root ; 
in  contrast,  the  slightest  numbness  or 
tingling  is  quite  reliable  in  identifying 
a dermatome. 

Because  of  the  diffuse  referral  of 
the  pain  of  an  inflamed  nerve  root,  its 
character  and  location  may  be  similar 
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to  that  of  myocardial  infarction  or 
bursitis. 

5.  Remissions  and  Exacerbations  — The 
familiar  aggravation  of  pain  with 
cough,  sneeze,  straining  at  stool,  or 
specific  movements  of  the  spine  are 
indications  of  inflamed  tissue  (root 
and/or  ligament)  which  is  affected  by 
these  movements  or  by  pressure  fluc- 
tuations in  the  dural  sac. 

In  the  lumbar  region,  remissions  and 
exacerbations  are  often  related  to  trau- 
matic episodes,  using  “traumatic”  in 
the  broadest  sense  of  that  word.  A 
number  of  acute  attacks  precipitated 
by  bending,  lifting,  or  twisting  are 
the  rule. 

In  the  cervical  region,  by  contrast,  if 
the  patient  recovers  from  a bout  of 
acute  radiculitis  from  a soft  disc  pro- 
trusion, it  is  less  common  for  him  to 
have  another  attack  involving  the 
same  root.  Presumably  this  is  because 


a smaller  volume  of  material  is  pro- 
truded and  the  body’s  repair  mechan- 
isms for  shoring  up  the  weak  areas  are 
more  effective  in  the  neck  than  they 
are  in  the  lumbar  region. 

6.  Associated  signs  and  symptoms,  such 
as  weakness  or  numbness  of  an  ex- 
tremity, are  the  usual  basis  for  con- 
sidering the  diagnosis  of  “disc”  in  a 
patient  with  a chronic  low  back  pain 
or  neck  pain.  It  is  these  associated 
factors  which  suggest  specific  nerve 
root  involvement. 

7.  Response  to  previous  therapy  is  an  im- 
portant element  in  history,  since  disc 
disease  often  gets  better,  at  least  to 
some  extent,  with  appropriate  rest. 
Tumors  of  the  vertebra  or  the  spinal 
canal  do  not. 

Lastly,  there  are  some  odd  variations  in 
the  disc  syndrome,  such  as  painless  appear- 
ance of  neurologic  deficit  referrable  to  the 
cord  or  cauda  equina.  This  can  lead  to  the 
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incorrect  diagnosis  of  a degenerative  dis- 
ease such  as  multiple  sclerosis  or  peripheral 
neuropathy.  Some  other  conditions  involv- 
ing pain  and  neurologic  deficit  may  also 
mimic  disc  disease.  The  most  notable  of 
these  are  the  carpal  tunnel  syndrome  and 
acute  myocardial  infarction,  in  which  the 
diffuse  referral  of  pain  from  lower  cervical 
roots  is  the  common  denominator.  Precise 
neurologic  evaluation  solves  most  of  these 
problems. 

EXAMINATION:  The  first  part  of  the 
examination,  guided  by  the  history,  consists 
of  a search  for  limitation  of  movement  of  the 
spine,  loss  of  its  normal  curve,  or  list.  Subtle 
signs  of  muscle  imbalance  may  be  brought 
out  by  having  the  patient  bend  forward  and 
then  straighten  up  again,  noting  a list  to 
one  side  in  the  process  or  a disturbance  of 
the  rhythm  of  the  back  muscles.  Tenderness 
of  the  interspinous  ligaments  is  significant, 
but  severe  pain  on  percussion  suggests  a de- 
structive lesion  of  the  vertebra  rather  than 
disc  disease. 


Jugular  compression,  which  has  to  be  ap- 
plied for  at  least  20  seconds  before  the  test 
is  considered  negative,  may  aggravate  the 
root  pain.  One  should  squeeze  the  patient’s 
neck  and  ask  if  this  has  any  effect  on  the 
pain.  He  usually  answers  “no”  at  first. 
After  8 or  10  seconds,  about  the  time  the 
ears  become  cyanotic,  he  may  become  rest- 
less and  then  admit  that  the  pain  is  getting 
worse.  Release  of  jugular  pressure  results 
in  immediate  alleviation  of  the  pain.  This 
has  been  called  Naffziger’s  sign. 

Another  useful  test  for  identifying  an  in- 
flamed nerve  root  is  the  so-called  “head  drop 
test.”  (Figure  1).  The  patient  is  asked  to 
bend  forward  as  far  as  he  can  with  his  head 
raised  in  full  extension.  He  is  then  told  to 
drop  his  head  sharply  onto  his  chest.  If 
there  is  an  inflamed  nerve  root,  this  ma- 
neuver may  produce  an  acute  stab  of  pain 
radiating  down  the  leg.  It  is  only  applicable 
to  the  lumbar  region.  These  two  signs  are 
almost  pathognomonic  of  nerve  root  inflam- 
mation. 
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The  second  part  of  the  examination  is 
the  search  for  neurologic  deficit.  Figure 
2 shows  the  distribution  of  more  obvious 
sensory,  motor,  and  reflex  changes  charac- 
teristic of  the  nerve  roots  most  commonly 
involved  in  disc  disease.  The  areas  of  sens- 
ory loss  do  not  have  sharp  margins,  and 
sensory  loss  to  any  modality  is  never  com- 
plete in  monoradicular  syndromes.  It  is 
best  to  ask  the  patient  if  a given  area  “feels 
natural”  to  touch  or  pin  scratch.  The  ball 
of  the  thumb  or  index  finger  are  served  by 
as  much  sensory  cortex  as  is  the  entire 
trunk,  so  minor  differences  in  the  trans- 
mission of  touch  are  quite  noticeable.  Slight 
subjective  changes  are,  therefore,  significant. 
There  is,  after  all,  no  such  thing  as  “objec- 
tive” sensory  change. 

Motor  responses  generally  tend  to  parallel 
the  distribution  of  the  sensory  disturbance. 
The  gross  pattern  is  not  very  hard  to  remem- 
ber: The  thigh,  the  anterior  compartment 
of  the  leg,  and  the  posterior  compartment  of 
the  leg  account  for  L4,  L5,  and  SI.  The  del- 
toid, biceps,  triceps,  and  intrinsic  muscles 
of  the  hand  (C5,  C6,  C7,  and  C8)  provide 
a rough  survey  of  the  lower  cervical  roots. 
Weakness  of  external  rotation  (C6)  is  easily 
detected  as  the  examiner  forces  the  patient’s 
hands  together.  Weakness  of  pronation 
(C7)  is  evidenced  by  the  tendency  of  the 
elbow  to  move  away  from  the  thorax  when 
the  patient  attempts  to  pronate  his  hands 
against  resistance,  because  he  is  using  in- 


ternal rotators  of  the  shoulder  to  assist  the 
weak  pronators. 

Special  Diagnostic  Procedures 

Plain  x-ray  films  are  useful  for  showing 
degenerative  disc  disease  and  narrowing  of 
the  interspace,  but  a soft,  freshly  herniated 
disc  often  exists  at  the  interspace  adjacent 
to  the  one  that  shows  the  greatest  chronic 
degenerative  disc  disease  and  osteoarthritis. 

Electrodiagnostic  studies  are  useful  in  con- 
firming the  presence  of  chronic  nerve  root 
damage,  i.e.,  damage  of  over  three  weeks 
duration.  Fibrillation  seen  with  electromy- 
ography (EMG)  is  evidence  of  dead  axone 
and  means  that  the  nerve  root  damage  is  se- 
vere. If  the  process  seems  to  be  progress- 
ing, this  is  reason  to  consider  prompt  surgi- 
cal decompression.  The  reverse,  the  ab- 
sence of  evidence  of  dead  axone,  favors  fur- 
ther conservative  treatment  if  pain  can  be 
controlled.  Obviously,  if  the  pain  is  chiefly 
due  to  stretch  of  the  posterior  longitudinal 
ligament,  neurologic  deficit  will  not  be  found 
either  by  neurologic  examination  or  by  EMG. 

In  general,  discography  and  myelography 
should  be  reserved  for  those  patients  in 
whom  the  decision  to  operate  has  already 
been  made  because  of  failure  of  conserva- 
tive therapy  or  serious  neurological  deficit. 
Only  rarely  should  these  tests  be  done  sim- 
ply to  “rule  out”  a disc.  Such  procedures 
have  their  limitations,  and  the  findings  do 
not  always  correlate  with  the  clinical  pic- 


Figure  3 

Clinictal  Findings  and  Diagnostic  Procedures  in  Herniated  Cervical  and  Lumbar  Discs 


December,  1969 


781 


Figure  4 

Clinioal  Findings  and  Diagnostic  Procedmes  in  Herniated  Cervical  and  Lumbar  Discs 


Figure  5 

Clinical  Findings  and  Diagnostic  Procedures  in  Herniated  Cervical  and  Lumbar  Discs 
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ture.  It  is  an  important  truism  that  one 
does  not  operate  upon  the  x-ray  hut  upon  the 
patient. 

Figure  3 is  the  cervical  myelogram  of  a 
man  with  severe  weakness  of  triceps  and  pro- 
nators, absent  triceps  reflex,  and  numbness 
of  the  tip  of  the  right  index  finger.  The  os- 
teophyte at  C5-6  and  the  filling  defects  of 
C6  on  both  sides  and  C7  on  the  left  were 
all  irrelevant.  Removal  of  a soft  disc  under 
C7  on  the  right  relieved  all  symptoms.  In 
figure  4,  the  fourth  lumbar  interspace  defect 
was  an  incidental  finding.  It  has  not  inter- 
fered with  the  patient’s  skiing,  tennis,  and 
sailing  over  the  past  five  years,  in  spite  of 
occasional  backache  and  sciatica  of  a few 
days  duration.  Pain,  when  it  has  occurred, 
has  seemed  to  be  related  more  to  inflamma- 
tion due  to  stretch  of  the  posterior  longitud- 
inal ligament  than  to  root  irritation.  Figure 
5 shows  a large  but  irrelevant  filling  defect 
of  C6  and  C7  root  sleeves  caused  by  osteo- 
phytes. The  numbness  of  the  ulnar  side  of 
the  hand  and  marked  weakness  of  the  in- 
trinsic muscles  of  the  hand  on  the  left  re- 
covered completely  following  removal  of  a 
laterally  placed  disc  protrusion  involving  C8. 


There  are,  then,  no  x-ray  findings,  no 
matter  how  dramatic,  that  in  themselves 
warrant  surgical  exploration  in  the  absence 
of  symptoms,  if  one  is  sure  that  he  is  deal- 
ing with  disc  disease  and  not  tumor.  There 
is  no  place  for  “prophylactic”  surgery  in  a 
condition  that  may  heal  itself.  Similarly, 
surgical  treatment  must  be  directed  at  the 
neurologic  deficit  or  other  known  cause 
of  pain. 

Summary 

I.  Degenerative  disc  disease  is  ubiquitous. 

II.  Minor  symptomatic  episodes  are  com- 
mon and  need  little  treatment. 

III.  Severe  attacks  with  radiculopathy  de- 
serve a trial  of  conservative  therapy,  if 
the  neurologic  deficit  is  not  crippling. 

IV.  Surgery,  when  unavoidable,  must  be  di- 
rected by  the  clinical  symptoms  and 
neurologic  deficit,  not  by  the  x-ray 
findings. 
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Current  Concepts  — 

RHo"^  Gam  in  Rh  Sensitization 


Rh  hemolytic  disease,  erythro- 
blastosis fetalis,  is  one  impor- 
tant area  in  obstetrics  where 
there  is  a real  happening  today.  In  less  than 
30  years,  this  entity  has  gone  from  a mere 
hypothesis  of  understanding  to  a scientific 
understanding,  through  multiple  phases  of 
therapy,  and  now  to  prevention.  The  under- 
standing of  Rh  hemolytic  disease  and  its 
prevention  has  combined  the  talents  and  ef- 
forts of  a broadly  diversified  team  of  clini- 
cians, basic  science  investigators,  and  clin- 
ical pathologists. 

History 

The  Rhesus  System  was  initially  described 
by  Landsteiner  and  Wiener  in  1940. ^ One 
year  later,  Levine  and  co-workers  established 
the  pathogenesis  of  erythroblastosis  fetalis. ^ 
Clinical  studies  demonstrated  statistically 
that  infant  hyperbilirubinemia  led  to  kernic- 
terus.  The  use  of  selected  preterm  delivery 
and  exchange  transfusion  therapy  to  pre- 
vent kernicterus  was  developed  in  the  late 
nineteen-forties  and  early  nineteen-fifties. 
The  inability  of  the  clinician  to  predict  pre- 
cisely the  degree  of  intrauterine  fetal  in- 
volvement based  on  maternal  antibody  titers 
and  previous  history  was  obvious  with  the 
persistent  20  to  30  percent  infant  mortality 
in  sensitized  pregnancies.  Bevis,  in  1956, 
reported  on  the  significance  of  increased 
blood  pigments  in  the  amniotic  fluid  of  in- 
fants with  erythroblastosis  fetalis.®  These 
pigments  were  thought  to  reflect  erythrocyte 
destruction  in  the  fetus.  Clinical  application 
through  study  of  many  cases  led  to  the  deter- 
mination of  a semiquantitative  relation  be- 
tween the  amount  of  pigment  in  the  am- 
niotic fluid  and  the  severity  of  disease  in  the 
infant.  Liley  popularized  this  technique  of 
fetal  assessment  throughout  the  world  and 
established  guide  lines  (zones)  for  fetal  well- 
being.^ This  technique  allowed  more  pre- 
cise timing  for  preterm  delivery  and  ob- 
viated premature  delivery  for  the  minimally 
affected  infant.  With  this  technique,  the- 
oretically the  infant  mortality  in  sensitized 
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pregnancies  could  have  been  halved,  to  ap- 
proximately 10  percent. 

The  potential  remainder  of  fetal  loss  con- 
sisted of  cases  with  severe  and  early  involve- 
ment of  the  infant.  The  involvement  was 
sufficiently  early  to  preclude  preterm  deliv- 
ery because  the  risks  of  prematurity  out- 
weighed the  gains  of  aggressive  management. 
It  was  for  this  clinical  situation  that  the 
dramatic  life-saving  procedure  of  intra- 
uterine transfusion  was  developed  by  Liley, 
specifically  designed  for  the  otherwise  non- 
salvageable  erythroblast  infant.® 

The  efficacy  of  this  management  was 
assessed  at  the  Fifty-third  Ross  Conference 
on  Pediatric  Research  held  in  Aspen,  Colo- 
rado, March  1966.®  Combined  results  from 
the  several  centers  showed  the  percentage  of 
infants  salvaged  with  intrauterine  transfu- 
sion was  45.3  percent  when  no  fetal  hydrops 
was  present  and  a poor  13.6  percent  when 
hydrops  fetalis  was  present.  The  estimat- 
ed “minimum”  risk  of  the  procedure  was 
6.5  percent.  This  technique,  while  provid- 
ing the  possibility  of  decreasing  infant  mor- 
tality to  5 to  10  percent  in  sensitized  preg- 
nancies, was  not  the  total  solution  to  ery- 
throblastosis. 

The  discovery  of  the  Rh  System  and  the 
pathogenesis  of  erythroblastosis  fetalis  in- 
evitably led  to  the  formulation  of  public 
health  measures  to  prevent  sensitization. 
The  first  and  most  logical  step  was  to  elim- 
inate injection  of  Rh  positive  blood  in  Rh 
negative  women  before  and  during  their  re- 
productive years.  This  has  been  applied 
since  about  1950  when  typing  for  Rh  in  blood 
transfusion  services  became  a universal 
practice.  The  prevention  of  leakage  of  fetal 
red  blood  cells  into  the  maternal  circulation 
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is  another  approach  to  the  prevention  of  ma- 
ternal sensitization.  The  use  of  many  va- 
ried preparations  to  prevent  this  “leakage” 
prior  to  labor  and  delivery  has  met  with 
limited  and  nonreproducible  results.  That 
this  leakage  does  occur  during  pregnancy, 
has  been  established  by  assessment  of  ma- 
ternal blood  samples  both  for  fetal  hemo- 
globin increase  and  the  appearance  of  fetal 
red  blood  cells. 

Delivery,  and  particularly  the  third  stage, 
is  associated  with  the  largest  single  “pulse” 
of  fetal  red  blood  cells  into  the  maternal 
circulation.  This  transfusion  of  fetal  cells 
has  been  associated  with  traumatic  delivery. 
Cesarean  section,  and  in  particular  manual 
removal  of  the  placenta.  Good  obstetric 
practice  in  the  potential  mother  at  risk  is 
to  avoid,  if  possible,  obstetric  manipulation 
and  manual  removal  of  the  placenta. 

Despite  these  preventative  measures,  sen- 
sitization secondary  to  leakage  of  fetal  cells 
into  the  maternal  circulation  occurs,  result- 
ing in  Rh  immunization  in  a significant  num- 
ber of  women.  Clearly  another  more  effec- 
tive method  to  prevent  Rh  immunization  was 
needed.  The  use  of  an  antibody  mediated 
immune  suppression  has  been  developed, 
tested,  and  is  now  available  for  clinical  use, 
RHo  GAM. 

RHo  GAM 

The  use  of  a passive  antibody  to  suppress 
the  immunologic  response  of  the  body  to  an 
antigenic  stimulus  has  been  known  for  many 
years.  It  appears  to  apply  to  all  antigen- 
antibody  systems  as  well  as  to  all  mammals 
studied.  In  applying  this  knowledge  to  the 
Rh  sensitization  problem  several  teams  inde- 
pendently initiated  investigations.  The  New 
York  group  (Pollack,  Freda,  and  Gorman) 
and  the  Liverpool,  England  group  (Finn  and 
co-workers)  have  been  most  active  in  this 
field.  Initial  work  in  this  country  was  di- 
rected at  demonstrating  the  efficiency,  dose, 
and  time  requirements  of  the  passive  anti- 
body in  Rh  negative  male  volunteers.  A 
sterile  hyperimmune  anti  - Rho  Gamma 
globulin  was  utilized  in  all  the  New  York 
group  studies.  With  hyperimmune  anti-Rho 
Gamma  globulin  protection,  whether  before 
or  after  (within  72  hours)  the  antigenic 
stimulus  (Rh  positive  red  blood  cells),  no 


male  volunteers  were  sensitized  in  18  test 
cases;  without  the  passive  immune  suppres- 
sion, 12  out  of  18  volunteers  were  sensitized.”^ 
After  demonstrating  both  the  efficiency  and 
safety  of  the  anti-Rho  Gamma  globulin  in 
Rh  negative  male  volunteers,  the  next  step 
was  a clinical  trial  in  postpartum  (within  72 
hours)  Rh  negative  women.  In  order  to  re- 
duce the  number  of  cases  necessary  to  prove 
effectiveness,  only  ABO  compatible  preg- 
nancies (mother-fetus)  were  studied.  The 
exclusion  of  ABO  incompatibility  is  based 
on  the  known  protection  exerted  by  maternal 
serum  anti-A  or  anti-B  which  reduces  by  ten- 
fold the  incidence  of  immunization.  The  cri- 
teria established  for  inclusion  in  the  study 
were : 

1.  The  mother  must  be  Rh  negative  and 
previously  unimmunized  to  the  Rho 
antigen  as  determined  by  the  absence 
of  an  anti-Rho  in  her  sera  prior  to, 
and  at  the  time  of  delivery. 

2.  The  infant  must  be  Rh  positive,  ABO 
compatible  (infant  erythrocytes  with 
maternal  serum)  and  the  direct  coombs 
reaction  on  cord  blood  specimens  must 
be  negative. 

The  clinical  trial  was  conducted  as  a 
double-blind  study  using  placebo  and  active 
anti-Rho  Gamma  globulin.  The  trial  was 
initiated  at  Columbia  University,  at  the  last 
report  there  were  43  individual  centers 
evaluating  the  efficiency  of  Rh  immune 
prophylaxis.  Results  of  the  study  to  date 
indicate  a statistically  highly  significant  rate 
of  protection  against  sensitization  in  the 
treated  group  when  compared  to  the  control 
group  (Table  1).* 

Clinical  Use  of  Rho  Gam 

Rho  Gam  is  currently  available  to  the  hos- 
pital at  a unit  charge  of  $46.60.  Ortho 

Table  1 

RESULTS  OF  SEROLOGIC  ANALYSIS 
PERFORMED  SIX  MONTHS  FOLLOWING 
THE  FIRST  OBSERVED  PREGNANCIES 


Group  Immunized  Not  Immunized  Total 

Treated  2 1832  1834 

Control  73  969  1042 

Total  75  2801  2876 


2/1834  = 0.1%  73/1042  = 7%  P > 0.001 
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Diagnostics  has  recently  announced  a reduc- 
tion to  $35.10.  It  is  recommended  that 
1 cc.  of  Rho  Gam  be  injected  intramuscular- 
ly within  72  hours  of  delivery  to  any  non- 
sensitized  Rh  negative  mother  delivering  an 
Rh  positive  infant  with  a negative  direct 
coombs  test.  Following  an  abortion,  an  Rh 
negative  woman  married  to  an  Rh  positive 
man  should  have  this  same  protection.  The 
fetal  blood  vascular  system  is  established 
by  the  end  of  the  fourth  week  of  gestation. 
Rh  antigen  has  been  identified  as  early  as 
the  sixth  week  of  gestation.  This  material 
is  of  no  use  in  women  previously  sensi- 
tized to  the  Rho  factor  and  should  not  be 
used  when  there  is  evidence  to  indicate  sen- 
sitization. 

The  package  containing  the  Rho  Gam  con- 
tains instructions  and  two  vials.  One  vial 
contains  the  active  medication,  the  other  a 
1:1000  dilution  of  the  immunoglobulin  solu- 
tion. The  diluted  solution  is  used  to  pretest 
by  cross-match  between  the  red  cells  of  the 
recipient  and  the  dilute  immunoglobulin. 
The  pretest  avoids  the  possibility  of  a mis- 
typed (Rh-f)  mother  and  also  prevents  an 
Rh-f  mother  from  receiving  a large  dose  of 
potentially  harmful  antibodies.  To  date  no 
serious  side  effects  have  been  noted  with 
Rho  Gam. 


Summary 

Few  pathologic  states  have  the  short  his- 
tory of  Rh  sensitization  — pathophysiologic 
understanding,  therapy  attempts,  and  finally 
prevention  with  the  possibility  of  virtual 
elimination  of  this  obstetric-pediatric  dis- 
order. The  future  is  in  the  hands  of  the 
accoucheur ; this  public  health  measure  must 
not  be  ignored. 
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Financing  Medical  Care* 


At  the  end  of  1967,  private  health 
insurance  in  the  United  States 
provided  some  form  of  protec- 
tion for  about  154  million  persons  under 
age  65.  This  number  represented  87%  of 
the  civilian,  non-institutional  population  not 
covered  by  Medicare.  The  proportion,  of 
course,  varies  among  states,  and  exceeds 
90%  in  some.  During  that  year,  nearly  $9.3 
billion  were  paid  in  benefits  to  these  persons, 
to  assist  in  paying  hospital  and  medical  ex- 
penses. 

Of  those  having  such  protection,  over  96 
millionf  were  covered  by  insurance  com- 
panies, the  vast  majority  of  which  function 
on  a multistate  basis,  and  a great  many  of 
which  provide  service  in  all  50  states.  Blue 
Cross,  Blue  Shield,  and  Medical  Society  plans, 
which  function  on  a state  or  local  basis  (with 
certain  multistate  cooperative  arrange- 
ments), covered  over  63  millionf  persons. 
The  several  hundred  miscellaneous  types  of 
plans,  including  the  prepaid  group  practice 
plans,  covered  8 millionf  persons.  These 
plans  are  essentially  localized  in  nature. 
Thus,  of  the  total  of  persons  having  private 
health  insurance  coverage  before  allowance 
is  made  for  duplication,  57%  are  protected 
by  insurance  companies;  38%  by  Blue  Cross, 
Blue  Shield,  and  Medical  Society  plans;  and 
5%  by  miscellaneous  plans.  These  propor- 
tions in  1960  were  respectively,  55%,  41%, 
and  4%. 

Practically  all  persons  over  age  65  are 
presently  covered  by  the  HI  program  (Part 
A)  of  Medicare  and  the  vast  majority  are 
covered  under  the  SMI  program  (Part  B). 
Private  health  insurers  make  available  a 
variety  of  types  of  protection  to  supplement 
the  Medicare  program.  It  is  of  interest  that 
as  of  the  end  of  1967,  some  9.1  million  per- 
sons age  65  and  over  had  either  purchased 
such  supplemental  protection  through  pri- 
vate insurance,  or  retained  coverages  held 
prior  to  Medicare,  this  being  some  48%  of 
that  population  group.  State  Title  XIX 
(Medicaid)  and  public  assistance  programs 
provide  supplemental  benefits  for  those  who 
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are  unable  to  meet  the  expenses  of  medical 
services  not  covered  by  Medicare. 

Because  government  has  made  basic  pro- 
vision for  persons  age  65  and  over  through 
Medicare,  which  is  supplemented  by  Medi- 
caid on  one  hand  and  private  insurance  cov- 
erages on  the  other,  the  remainder  of  this 
discussion  will  be  confined  to  the  population 
under  age  65. 

With  respect  to  the  insurance  company 
coverages  for  those  under  age  65,  certain 
fundamentals  are  important: 

1.  Of  the  more  than  96  million  persons 
covered  by  insurance  companies,  71.3 
millionf  were  covered  under  group  in- 
insurance plans,  this  being  almost 
three  quarters  of  the  total  covered. 
This  fact  is  significant  from  several 
standpoints. 

a.  In  the  vast  majority  of  the  cases, 
the  employer  shares  in  the  insur- 
ance costs.  In  many  and  an  in- 
creasing number  of  cases,  the  em- 
ployer pays  the  entire  cost  of  the 
insurance. 

b.  The  coverage  can  be  tailored  to 
the  needs  or  wishes  of  the  group. 
This  means  that  a high  degree  of 
consumer  sophistication  is  brought 
to  bear  on  all  decisions  concerning 
the  nature  and  scope  of  the  health 
insurance  coverage.  Hence,  the 
consumer  has  a direct  voice  in 
the  decision-making  processes. 

c.  The  process  benefits  from  the  ad- 
ministrative, operational  and  mar- 
keting cost  savings  made  possible 
by  the  group  approach,  thus  re- 

♦Presented  before  the  Annual  Meeting  of  the  Nebraska  State 
Medical  Association,  May  1,  1969. 

fThese  figures  are  not  additive,  since  deduction  is  made  in 
the  total  for  duplication. 
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ducing  the  non-risk  bearing  costs 
to  a minimum. 

2.  Over  35  millionf  persons  were  covered 
by  individually  purchased  policies  of 
insurance.  Many  of  these  persons  do 
not  have  group  affiliations  and  would 
be  uninsured  were  it  not  for  this  form 
of  protection.  In  other  instances,  indi- 
vidual policies  are  used  to  supplement 
other  forms  of  health  insurance  cover- 
age. 

3.  Of  the  persons  below  age  65  covered 
by  insurance  companies,  63%  — 60.6 
million  persons  — had  comprehensive 
protection,  under  major  medical  ex- 
pense insurance.  This  proportion  has 
been  growing  consistently,  having 
been  9%  in  1955  and  37%  in  1960. 
Under  these  coverages,  unnecessarily 
expensive  forms  of  care  are  not  com- 
pelled by  limitations  of  the  coverage. 
The  maximum  amount  of  benefits  has 
been  steadily  increasing,  today  rang- 
ing from  $10,000,  or  $20,000  up  to 
$30,000,  $40,000,  or  $100,000.  The  de- 
ductible amount  can  vary  from  $25 
(zero  with  respect  to  hospital  or  sur- 
gical expenses)  to  $300  or  higher, 
usually  depending  upon  whether  some 
type  of  basic  insurance  protection  is 
effective.  The  amount  of  coinsurance 
is  most  generally  20%.  The  spectrum 
of  health  services  covered  can  be  as 
comprehensive  and  complete  as  the 
purchaser  desires. 

Private  insurers  have  not  been  compla- 
cent about  those  who  are  not  insured. 

Twenty  years  ago,  owing  to  statutory  and 
underwriting  requirements,  persons  em- 
ployed in  groups  of  less  than  25  employees 
could  not  obtain  group  insurance.  Gradually 
this  number  was  lowered,  until  today  cov- 
erage is  written  on  groups  of  one  or  more 
employees  where  permitted  by  state  law. 

At  one  time,  the  types  of  groups  which 
might  be  insured  were  specifically  limited 
by  state  laws.  With  the  encouragement  of 
insurance  companies,  those  laws  have  now 
been  liberalized  so  that  most  groups  not 

fThese  figures  are  not  additive,  since  deduction  is  made 
in  the  total  for  duplication. 


brought  about  solely  for  purposes  of  obtain- 
ing insurance  can  be  covered  today. 

The  temporarily  unemployed  due  to  lay- 
off, shut-down,  or  strike  at  one  time  lost 
their  coverage  under  group  programs.  To- 
day, in  general,  insurers  make  available  the 
means  by  which  coverage  can  be  continued 
on  the  group  for  a specified  period  of  time, 
such  as  up  to  three,  six,  or  nine  months,  or 
even  longer.  Beyond  this,  it  is  frequently 
possible  for  the  individual  to  convert  his 
group  coverage  to  an  individual  policy  cov- 
erage. Individual  policies  of  insurance  are 
not  influenced  by  temporary  unemployment, 
provided  the  insured  continues  premium  pay- 
ments. 

Persons  living  in  rural-farm  areas  continue 
to  present  a problem,  although  at  one  time 
the  degree  of  uninsurance  was  far  greater. 
Insurers  have  conducted  many  experiments 
in  an  endeavor  to  find  ways  to  cover  more 
of  this  population  segment,  particularly 
through  group  insurance  approaches.  Many 
of  these  have  proven  successful;  some  have 
not.  The  same  media  of  protection  are  avail- 
able to  the  rural  population  as  are  avail- 
able in  urban  areas.  The  low  incomes  and 
educational  levels  of  some  farm  workers  ap- 
pear as  inhibiting  factors,  as  does  the  casual 
or  intermittent  nature  of  fann  work. 

At  one  time  many  individual  insurance 
policies  were  cancelled  due  to  the  develop- 
ment of  a health  hazard.  Today  a large  pro- 
portion of  these  policies  are  guaranteed  re- 
newable, frequently  to  age  65.  In  the  large 
majority  of  cases  where  this  is  not  so,  the 
insurer,  by  underwriting  administration,  re- 
frains from  discontinuing  the  coverage  for 
health  reasons. 

Coverage  among  dependent  persons  at  one 
time  showed  considerable  deficiencies.  These 
have  been  markedly  reduced  as  it  became 
more  general  practice  to  include  dependents 
in  the  coverage,  and  as  insurers  extended 
the  upper  age  limits  for  dependents  and  more 
generally  covered  infants  from  the  day  of 
birth. 

The  Health  Insurance  Association  of  Amer- 
ica has  urged  insurance  companies  to  ac- 
celerate their  efforts  to  extend  insurance 
to  people  presently  uninsured,  and  to  con- 
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sider  the  development  of  marketing  ap- 
proaches and  techniques  to  this  end. 

The  trends  in  private  health  insurance  in 
the  United  States  are  clear  and  unequivocal. 
Each  year  a greater  proportion  of  our  popu- 
lation has  some  form  of  insurance  protection 
against  the  costs  of  medical  care.  This 
means  that  each  year  fewer  and  fewer  Amer- 
ican families  face  the  possibility  of  financial 
stress  should  illness  strike.  It  means  that 
each  year  fewer  people  are  deterred  from 
seeking  medical  care  for  economic  reasons. 
Each  year  a greater  proportion  of  consumer 
expenditures  for  medical  care  are  met  by 
private  insurance  benefits;  and  the  propor- 
tion of  such  expenses  covered  by  insurance  is 
quite  high  where  the  more  costly  forms  of 
care,  such  as  hospitalization,  are  involved. 

The  trend  is  increasingly  toward  broader 
benefits;  and  toward  the  inclusion  of  more 
and  more  health  care  services,  including 
comprehensive  dental  care,  prescribed  drugs, 
nursing  care,  psychiatric  treatment,  care  in 
skilled  nursing  homes,  home  care  programs, 
out-of-hospital  diagnostic  services,  and  vi- 
sion care.  Increasingly,  the  direct  cost  of 
insurance  to  the  individual  is  relieved  as 
employers  assume  a larger  and  larger  part  of 
the  premium  cost,  and  as  the  administrative 
costs  of  insurers  are  streamlined  and  com- 
puterized. 

Other  trends  are  also  apparent.  Insurers 
have  a deepening  interest  in  the  costs  of 
health  care  and  in  the  many  factors  which 
influence  these  costs.  They  have  a willing- 
ness to  explore  the  different  types  of  organ- 
ization of  health  services.  They  are  actively 
participating  in  community  health  planning 
endeavors.  They  recognize  a responsibility 
with  respect  to  the  quality  of  our  health 
services. 

More  than  anything  else,  there  is  a recog- 
nition among  health  insurers  today  that  they 
have  a social  responsibility  to  fulfill  a pub- 
lic need  for  protection  against  the  costly  and 
protracted  forms  of  care.  This  perhaps,  is 
more  significant  than  any  discussion  of 
details. 

This  progress  is  indicative  of  essentially 
two  things : a broadening  of  the  benefit 
structure  and  the  inclusion  of  more  health 


services  in  the  health  insurance  benefit  pat- 
tern. Perhaps  the  most  single  important 
trend  in  this  sense  has  been  the  development 
by  the  insurance  companies  of  comprehen- 
sive major  medical  expense  insurance,  and 
the  growth  of  these  coverages.  The  spec- 
trum of  health  services  covered  can  include 
out-of-hospital  physician  visits  and  diag- 
nostic services,  the  treatment  of  mental 
illness,  prescribed  drugs,  appliances,  private 
duty  nursing  and  care  provided  in  skilled 
nursing  homes  or  through  organized  home 
care  programs. 

This  historic  shift  from  concentration  on  in- 
hospital  benefits  was  brought  about  by  the 
insurance  companies  in  a desire  to  cover  all 
reasonable  and  necessary  forms  of  health 
care,  whether  occasioned  in  or  out  of  the 
hospital,  and  to  devote  available  insurance 
funds  to  protection  against  more  serious 
and  protracted  costs.  This  development, 
starting  about  1950,  was  the  beginning 
of  a new  era.  Health  insurance  was  given 
greater  flexibility  and  was  no  longer  lim- 
ited to  certain  specified  forms  of  care  to  the 
exclusion  of  all  others.  There  was  no  longer 
a need  for  wasteful  arrangements  whereby 
the  individual  had  to  belong  to  several  dif- 
ferent types  of  plans  in  order  to  have  com- 
prehensive protection. 

A further  trend,  led  by  the  insurance 
companies,  has  been  the  development  of  cov- 
erages for  forms  of  care  for  which  at  one 
time  there  had  not  been  any  insurance  or 
prepayment  protection  available.  Among 
these  are  the  following: 

1.  Coverage  for  Mental  Illness 

2.  Prescription  Drug  Coverage 

3.  Dental  Care  Coverage 

4.  Nursing  Home  Coverage 

5.  Vision  Care  Coverage 

Going  beyond  the  extension  of  private 
insurance  coverages  to  the  uninsured  and 
the  improving  adequacy  and  scope  of  the 
benefit  structure,  insurers  have  developed 
a growing  interest  in  the  costs  of  care,  its 
organization,  and  the  quality  of  the  care 
for  which  they  provide  an  important  financ- 
ing source. 
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Insurance  companies  have  had  for  many 
years  a direct,  deep  involvement  with  and 
concern  about  the  mounting  costs  of  health 
care.  At  the  same  time,  they  are  well  aware 
of  the  many  interrelated  and  valid  reasons 
for  the  increases  in  both  the  costs  of  care 
and  utilization.  Scientific  and  technical  ad- 
vancement, increased  availability,  increased 
specialization,  the  rising  standard  of  living, 
the  improved  level  of  education,  increased 
urbanization,  improvements  in  the  wages 
and  hours  of  health  workers,  increased  costs 
in  providing  health  services,  changes  in  dis- 
ease patterns,  and  a growing  public  demand 
for  services  are  all  important  influences. 

To  counteract  these  influences,  it  is  im- 
portant to  increase  efficiency  wherever  pos- 
sible and  to  reduce  to  a minimum  any 
elements  of  waste. 

Insurers  were  among  the  first  to  draw 
attention  to  the  problems  associated  with 
inefficiency  in  scheduling  hospital  stays,  in 
questionable  extensions  of  confinement,  and 
even  the  necessity  of  confinement  in  certain 
cases.  In  the  design  of  their  coverages, 
through  benefits  which  provide  coverage 
both  in  and  out  of  hospital,  and  through  the 
employment  of  deductibles  and  coinsurance 
as  a form  of  patient  cost-sharing,  insurance 
companies  have  attempted  to  contain  un- 
necessary utilization  of  health  care  services. 
The  system  of  experience  rating  provides  a 
direct  incentive  to  containing  costs  and  util- 
ization to  the  reasonable  and  necessary. 
They  have  attempted  to  cope  with  multiple 
coverages  where  these  result  in  over-insur- 
ance. Through  their  claims  review  processes 
insurers  identify  questionable  increases  in 
costs  and  analyze  claims  patterns  on  a con- 
tinuing basis.  This  process  becomes  increas- 
ingly meaningful  as  the  values  of  automation 
are  made  more  applicable. 

Insurance  companies,  through  the  Health 
Insurance  Council,  have  also  maintained 
active  contact,  cooperation,  and  negotiations 
with  the  providers  of  care.  Through  these 
means  they  have  encouraged  the  establish- 
ment of  professional  society  review  commit- 
tees and  utilization  committees  in  facilities 
for  care. 

There  is  considerable  talk  today  about 
insurance  programs  establishing  incentives 


to  the  providers  of  care  to  increase  efficiency 
and  contain  costs.  It  would  appear  that  a 
means  by  which  incentives  could  be  directly 
built  into  an  insurance  arrangement  would 
be  through  the  establishment  of  a contrac- 
tual relationship  with  the  provider  of  care. 
An  integral  part  of  that  relationship  is  the 
establishment  of  a reimbursement  formula 
by  which  the  payments  in  return  for  the 
services  rendered  are  determined. 

Insurance  companies,  of  course,  do  not 
establish  the  amount  of  reimbursement  to 
the  providers  of  care  for  services  rendered. 
Their  policy  benefits  are  payable  to  the  in- 
sured person,  unless  legally  assigned,  on  the 
basis  of  customary  and  reasonable  charges. 
While  insurers  have  a willingness  to  give 
further  thought  to  the  subject  of  reimburse- 
ment incentives,  a helpful  prerequisite  would 
be  a determination  of  the  effectiveness  of 
financial  incentives  in  increasing  efficiency, 
without  lessening  quality.  There  is  opinion 
among  some  hospital  administrators  that 
such  an  approach,  in  and  of  itself,  is  not 
effective. 

With  respect  to  the  organization  of  health 
care  services,  in  somewhat  recent  months 
active  interest  has  developed  with  respect 
to  the  role  which  insurance  companies  might 
play  in  relation  to  the  prepaid  group  prac- 
tice of  medicine.  Included,  is  interest  in 
the  possibility  of  developing  dual  choice 
programs  within  one  insurance  company 
plan  whereby  members  of  insured  groups 
could  elect  between  receiving  services  on  a 
prepaid  basis  through  a comprehensive 
group  practice  arrangement,  or  receiving  in- 
demnity benefits  against  the  costs  of  free 
choice,  fee-for-service  care  (as  contrasted 
with  many  insurance  company  plans  pres- 
ently in  force  where  the  member  of  a group 
can  choose  either  insurance  company  cover- 
age or  coverage  by  a separate  prepaid  group 
practice  plan). 

In  part,  this  is  a response  to  a recogni- 
tion that  private  health  insurers  are  being 
called  upon  to  adjust  their  sights,  re- 
evaluate their  goals,  and  give  consideration 
to  fresh  approaches  and  techniques.  In  part, 
it  is  a willingness  to  explore  means  which 
might  possibly  serve  to  bring  about  maxi- 
mum use  of  health  insurance  dollars  with- 
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out  lessening  the  quality  of  care.  In  part, 
this  response  flows  from  a realization  that 
private  health  insurance  must  remain  flex- 
ible with  respect  to  transitions  in  the  prac- 
tice and  organization  of  medical  care. 

Opinion  with  respect  to  these  considera- 
tions is  by  no  means  solidified.  There  are 
many  questions  which  remain  to  be  answered, 
and  much  is  yet  to  be  learned  about  the  sub- 
ject. There  are  actuarial,  legal,  underwrit- 
ing, and  marketing  considerations,  all  of 
which  require  further  exploration.  There  is 
a question  as  to  just  how  much  growth  in 
the  prepaid  group  practice  concept  will  or 
can  take  place. 

However,  there  is  clearly  evident  within 
the  insurance  industry  a willingness  to  ex- 
amine the  subject  and  to  experiment.  Rep- 
resentatives of  insurance  companies  have 
been  meeting,  over  the  past  nine  months, 
with  such  interested  parties  as  the  American 
Medical  Association,  the  AFL-CIO,  Harvard 
Medical  School  and  several  other  medical 
schools,  medical  clinics,  the  Health  Insur- 
ance Plan  of  Greater  New  York,  the  U.  S. 
Public  Health  Service,  and  the  Institute  of 
Health  Economics  at  the  University  of  Penn- 
sylvania. 

In  so  doing,  insurance  companies  are  dis- 
playing a willingness  to  consider  experimen- 
tation. One  such  approach  could  involve 
some  of  the  present  medical  groups,  of  which 
there  are  several  thousand  throughout  the 
country.  Another,  presently  being  consid- 
ered on  an  experimental  basis,  is  that  of 
functioning  in  relation  to  a medical  group 
set  up  by  a medical  school.  Perhaps  other 
approaches  are  also  possible,  including  the 
matter  of  dual  choice  within  one  insurance 
company,  or  through  some  type  of  an  ar- 
rangement with  a prepaid  group  practice 
plan. 

Insurance  companies  have  an  interest  in 
the  possibility  of  economics  which  might  re- 
sult from  reduced  in-patient  costs.  They 
are  aware  that  competing  systems  can,  of 
themselves,  present  a method  of  contain- 
ing the  cost  of  care.  They  also  are  aware 
that  with  their  resources  they  have  the  po- 
tential to  play  a role  which  would  permit 
gradualism  in  the  transition  in  the  organ- 
ization of  medical  care. 


Health  insurers  also  have  a distinct  and 
active  interest  in  the  quality  of  health  care. 

The  quality  of  health  care  is  primarily 
the  responsibility  of  the  health  care  profes- 
sions. In  many  areas  only  the  health  profes- 
sionals have  the  competence  to  establish 
standards  of  effective  care  (e.g.,  the  avail- 
ability and  level  of  professional  education 
and  training,  both  initially  and  on  a con- 
tinuing basis;  professional  society  member- 
ship standards;  qualifications  for  hospital 
privileges).  Increased  cooperation  and  mu- 
tual understanding  among  the  professions 
might  give  further  assistance  to  this  process. 

It  is  clear  that  the  responsibility  of  health 
insurers  with  regard  to  quality  of  care  must 
continue  to  be  discharged,  essentially, 
through  cooperation  with  the  providers  of 
care,  and  along  with  them  the  planning 
agencies,  the  purchasers  of  insurance,  and 
frequently,  the  appropriate  public  agencies. 
Expansion  of  this  responsibility  is  shown  in 
the  cooperative  support  given  by  insurers 
to  such  quality-influencing  measures  as  the 
establishment  of  hospital  tissue  committees 
and  medical  audits,  utilization  review  com- 
mittees in  facilities  for  care,  medical  society 
review  committees,  sound  licensure  laws 
(recognizing  that  a trend  toward  a greater 
degree  of  uniformity  and  higher  standards 
could  serve  a valid  purpose),  accreditation 
programs,  the  maintenance  of  sound  medical 
records,  and  research.  The  insurance  business 
has  supported  the  underlying  concepts  of  the 
Comprehensive  Health  Planning  Act.  It  has 
adopted  a policy  and  is  developing  a nation- 
wide program  — known  as  HiCHAP  — 
which  is  intended  to  bring  about  the  active 
involvement  of  insurance  company  person- 
nel in  community  health  planning  and  will 
lend  financial  support  to  such  efforts,  and 
provide  technical  backup  with  information 
and  counsel.  This  activity  will  be  of  direct 
importance  to  the  future  availability  and  dis- 
tribution of  health  services. 

In  significant  respects  the  insurer  stands 
in  the  position  of  a trustee  for  its  insureds, 
charged  with  responsibility  to  represent 
their  best  interests  as  consumers  of  health 
care.  There  is  mounting  evidence  that  man- 
agement and  labor  have  a concern  extend- 
ing beyond  the  purely  financial  aspects  of 
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health  insurance  to  the  quality  and  effec- 
tiveness of  the  services  which  health  insur- 
ance is  buying.  The  costs  of  health  insur- 
ance protection  have  assumed  a significant 
role  in  collective  bargaining.  As  a portion 
of  all  employee  fringe  benefits,  health  care 
costs  today  exceed  one-third  of  the  total 
funds  so  allocated.  This,  in  itself,  has 
sharpened  the  concern  of  employers,  em- 
ployees, and  labor  unions.  They  look  to  their 
insurers  to  assume  a responsibility  with  re- 
spect to  the  quality  of  the  health  care  pur- 
chased. 

In  a society  which  is  in  general  agreement 
with  the  proposition  that  access  to  health 
care  shall  be  available  to  everyone  who  needs 
it,  regardless  of  ability  to  pay,  a vital  sys- 
tem of  health  insurance,  at  once  pluralistic 
and  presenting  opportunity  for  individual 
choice,  is  an  underlying  requisite.  Equally 
necessary  is  the  use  of  public  funds  for 
those  with  inadequate  or  little  or  no  means. 

The  values  inherent  in  the  flexibility,  the 
element  of  choice,  the  strong  competitive 
forces,  and  the  responsiveness  to  change 
characteristic  of  the  present  system  of  pri- 
vate health  insurance  in  the  United  States, 
are  generally  recognized,  and  were  articu- 
lated in  the  National  Conference  on  Medical 
Costs. 

There  are  those,  of  course,  who  do  not 
concur.  They  maintain  that  such  a system 
is  too  complex,  at  times  wasteful,  at  times 
unresponsive  to  its  responsibilities.  They 
maintain  that  ultimately  such  a system  will 
prove  unworkable.  They  argue  that  what 
is  needed  is  a universal,  monolithic,  com- 
pulsory program  operated  by  the  federal 
government  on  either  a social  insurance 
basis,  or  directly  providing  the  necessary 
care. 

Conceding  that  the  present  system  — a 
combination  of  private  health  insurance, 
provision  by  government  at  all  levels  for 
certain  categories  of  persons,  funds  and 
services  made  available  by  employers  and 
labor  unions,  assistance  by  several  types  of 
voluntary  agencies,  and  the  use  of  personal 
funds  — indeed  has  its  complexities  and  its 
imperfections,  there  is  no  evidence  to  con- 
clude that  some  other  system  would  be  more 
successful.  The  fact  is,  that  the  provision 


and  financing  of  health  care  is,  in  and  of 
itself,  a complex  matter. 

Perhaps  no  clearer  evidence  of  this  is 
presented  than  the  diverse  approaches  taken 
by  governments  throughout  the  world,  with 
no  two  being  similar.  Indeed,  just  about 
every  possible  combination  of  financing  ap- 
proach is  to  be  found.  Each  is  largely  mold- 
ed by  pre-existing  situations  which  funda- 
mentally cannot  be  changed  to  any  great  de- 
gree except  over  a considerable  period  of 
time:  the  pattern,  organization,  quantity, 
and  level  of  health  services;  traditions  and 
mores  both  in  the  health  field  and  society 
at  large;  economic  and  educational  levels  of 
the  population;  the  public  view  of  the  role 
of  government.  No  such  governmental  ap- 
proach provides  for  the  total  of  health  care 
needs.  None  is  without  serious  problems,  some 
of  which  bear  resemblance  to  many  of  the 
problems  of  which  we  are  aware  in  this  coun- 
try: manpower  shortage,  maldistribution  of 
services,  uneven  quality  of  services,  fragmen- 
tation of  both  services  and  agencies,  elements 
of  economic  waste,  cautiousness  in  moving 
from  the  status  quo,  defense  of  individual 
prerogatives,  the  exigencies  of  the  political 
arena,  and  uncomfortable  decisions  involv- 
ing the  wisest  and  most  efficacious  use  of 
resources,  which  are  never  unlimited. 

One  must  conclude,  then,  that  the  per- 
fect system  for  providing  and  financing 
health  care  has  not  yet  evolved.  One  might 
conjecture  that  it  never  will.  Therefore, 
each  people,  having  made  their  decisions, 
labor  to  make  a better  system  within  a given 
framework  which  they  have  accepted,  and 
continue  to  cope  with  problems  which  at 
times  stubbornly  resist  solution. 

One  thing  is  clear  in  the  United  States. 
Private  health  insurers  have  the  capacity 
and  they  have  the  desire  to  provide  a dy- 
namic means  by  which  the  American  public 
can  be  sufficiently  protected  against  bur- 
dening health  care  costs.  The  final  decision, 
however,  rests  with  the  consumer.  Consum- 
ers make  different  choices.  Insurers  can 
develop  and  refine  their  methods.  They  can 
encourage  and  urge  comprehensive  coverage 
for  the  full  spectrum  of  health  services.  But 
the  ultimate  choice  rests  with  others.  A 
hopeful  sign  for  the  future  is  growing  evi- 
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dence  of  the  public  interest  in  broader  bene- 
fits, particularly  where  a choice  is  presented. 

Private  health  insurers  are  devoted  to  the 
search  for  new  and  better  ways  of  applying 
the  competencies  and  techniques  in  manage- 
ment and  administration  of  health  insurance 
coverage  which  they  have  gained  over  many 
years.  They  are  aware  that  they  are  liv- 
ing in  a time  of  transition  — an  era  of 
shifting  social,  economic,  and  political  reali- 
ties which  envelop  all  who  are  concemed 
with  health  care.  They  are  prepared  to 
pull  their  weight  and  to  work  with  all  con- 
cerned in  the  creation  of  better  ways  and 
means  of  financing,  organizing,  and  deliv- 
ering quality  health  care.  They  are  not  com- 
placent about  their  past  accomplishments. 
They  have  tried  to  be  responsive  to  the  needs 
and  expectations  of  consumers.  Indeed,  they 
have  exerted  considerable  effort  to  arouse 
the  consumer’s  interest  in  his  health  insur- 


ance needs,  and  to  heighten  his  expectations. 
They  have  progressed  from  solely  a financ- 
ing mechanism  to  a broader  social  instru- 
ment with  an  awareness  that  they,  as  trust- 
ees of  so  large  a share  of  the  public’s  health 
funds,  have  a role  to  play  in  the  effectiveness 
of  health  care. 

That  the  insurance  companies  are  fully 
cognizant  of  their  social  responsibility  is 
clearly  evident,  not  alone  from  the  many 
developments,  experiments,  and  extensions 
of  their  services  over  the  past  two  decades, 
but  from  their  willingness,  as  companies 
individually  and  through  the  organizations 
they  support,  to  explore  all  possible  new  ap- 
proaches. 

Where  such  ability,  experience,  and  deter- 
mination to  fulfill  to  the  utmost  a social 
responsibility  is  present,  further  develop- 
ment and  progress  would  seem  assured. 
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Why  the  A.M.A. 


PRESIDENT’S  PAGE 

I have  just  returned  from  a meeting  in 
San  Francisco,  where  I had  the  opportunity 
to  hear  five  men  give  their  views  on  what 
the  future  holds  for  medicine.  Each  man 
spoke  with  complete  candor,  and  while  I 
don’t  particularly  relish  having  my  “ears 
boxed,”  at  least  it  is  part  of  an  education. 
If  one  is  to  fight  well,  one  must  know  his 
enemy. 

The  first  speaker,  Mr.  John  F.  Tomayko, 
Director  of  the  Department  of  Insurance, 
Pension,  and  Unemployment  Benefits  for  the 
United  Steel  Workers  of  America,  thinks 
that  private  enterprise  in  both  medicine  and 
the  insurance  industry  are  through.  He 
asserts,  most  violently,  that  the  doctors  have 
contributed  “outrageously”  to  the  increase 
in  health  care  costs.  “Solo  practice  is  out 
and  group  practice  is  in.” 

Mr.  Tomayko  states  that  the  future  of 
Blue  Shield  and  the  insurance  industry  is 
possible  only  if  they  pave  the  way  for  com- 
pulsory national  health  insurance.  “The 
people  are  spending  55  billion  dollars  per 
year,  and  they  aren’t  getting  their  money’s 
worth,”  he  said. 

Our  cause  didn’t  fare  much  better  from 
management’s  point  of  view  either.  Mr. 
Paul  J.  Ryder,  Manager,  Benefits  and  Labor 
Economics  Department  of  the  Ford  Motor 
Company,  demands  a revolution  in  the 
Health  Care  Industry.  He  said  that  the 
key  to  the  future  is  the  key  to  adjustment, 
and  if  the  purveyors  don’t  change,  the  fed- 
eral government  could  take  over  as  they  did 
in  Canada. 

He  extolled  the  virtues  of  the  closed 
panel  type  of  medical  practice,  and  said 
that  it  is  much  more  economical.  Later  in 
the  discussion,  however,  Mr.  Ryder  admitted 
that  the  Ford  employees  have  an  option, 
and  most  of  them  chose  private  practice. 

It  is  not  strange  that  the  orginators  of 
mass  production  in  industry  should  believe 
these  things,  but  they  should  realize  that 
there  is  only  a remote  similarity  between 
industry  and  medicine. 


It  is  true  that  having  specialists  trained 
to  do  a small  part  of  an  entire  job  either 
in  the  building  of  automobiles  or  in  the 
treatment  of  human  beings  would  be  more 
efficient.  However,  this  could  only  be  true 
in  a large  city.  The  quality  of  care  would 
be  only  as  good  as  its  weakest  expert,  and 
one  could  not  recall  people,  as  are  autos, 
to  correct  the  hurried  mistakes  of  imper- 
sonal work.  Humans  won’t  stand  for  mis- 
takes, and  they  are  not  cast  from  the  same 
template,  either. 

As  automobiles  become  more  complex  and 
expensive,  the  automobile  manufacturers 
have  their  problems  — there  is  a shortage 
of  mechanics  to  correct  the  mistakes  of 
efficiency  even  as  there  would  be  a short- 
age of  physicians  under  similar  circum- 
stances. 

Mr.  Ryder  says  that  care  in  the  home  or 
in  convalescent  homes  would  be  less  expen- 
sive than  hospitalization.  We  could  add  that 
in  many  cases  the  care  would  be  better,  too, 
except  that  in  terms  of  man  hours  it  would 
require  many  more  physicians,  and  we  have 
far  too  few  now. 

He  states  that  utilization  review  is  essen- 
tial for  efficient  control  of  hospital  stay 
— and  of  quality  control  as  well.  He  advo- 
cates Usual  and  Customary  third  party  pay- 


794 


Nebraska  S.  M.  J. 


ment  and  insured  prescriptions  payment, 
too. 

Dr.  Roger  Egeberg,  Assistant  Secretary 
for  Health  and  Scientific  Affairs,  H.E.W., 
discussed  the  situation  in  somewhat  differ- 
ent terms. 

While  Dr.  Egeberg  is  very  liberal,  he  still 
talks  and  thinks  like  a doctor.  He  said, 
“Because  so  much  better  medicine  is  avail- 
able, more  people  should  be  able  to  have 
it.”  This  is  the  orgin  of  the  “Right  to 
Medical  Care  Concept.” 

He  is  aware  that  the  doctor  is  working 
65  to  80  hours  per  week,  and  that  with  the 
addition  of  30,000,000  new  patients  through 
compulsory  national  health  insurance,  the 
working  hours  per  week  would  be  increased 
by  15  to  18  hours.  He  said  that  more  para- 
medical aids  must  be  trained  to  assist  the 
physician,  but  there  must  be  an  increase  in 
the  number  of  physicians  as  well. 

In  discussing  the  increased  cost  of  hos- 
pital care.  Dr.  Egeberg  pointed  out  that 
there  is  much  justification  for  it,  because 
it  represents,  in  part,  the  equalization  of 
salaries  paid  to  hospital  employees,  who  for 
years  have  been  underpaid.  He  emphasized 
the  fact  that  less  than  10%  of  the  cost  of 
health  care  is  in  physicians’  fees. 

Dr.  Egeberg  recommended  “Block  Grants” 
to  the  states  for  Comprehensive  Health 
Spending,  and  recognized  that  each  state 
has  unique  problems. 

He  believes  that  Medicare  has  been  run 
more  efficiently  than  was  expected,  but  he 
decried  the  fact  that  it  has  done  nothing 
to  correct  the  shortage  of  physicians. 

He  feels  that  the  delivery  of  health  care 
should  have  more  consumer  control  than  it 
does  at  the  present  time,  but  that  the  physi- 
cian should  govern  the  way  in  which  the  care 
is  practiced. 

Dr.  Egeberg  is  one  of  the  few  new  ap- 
pointees of  the  present  administration.  He 
is  surrounded  by  H.E.W.  employees  who 
are  civil  service  fixtures  appointed  during 
the  Kennedy  and  Johnson  administrations, 
and  who  were  willing  to  conform  to  the 
thinking  of  Wilbur  Cohen  and  his  ilk. 


These  employees  continue  to  promulgate 
highly  socialistic  ideas.  Indeed,  the  ghost 
of  Wilbur  Cohen  still  walks  in  the  halls 
of  H.E.W. ! 

Unless  Dr.  Egeberg  has,  at  his  beck  and 
call,  experts  who  know  the  problems  of 
physicians  and  are  ready  and  willing  to 
assist  him  his  ideas  could  be  changed  by 
the  constant  pounding  of  the  preponderant 
membership  of  H.E.W.  Only  the  A.M.A. 
with  the  help  of  Ampac  can  do  this. 

The  efficiency  of  Walter  Reuther  and  Mr. 
Hoffa  working  with  C.O.P.E.  have  proven 
the  effectiveness  of  unified  effort  and  or- 
ganization in  presenting  a point  of  view. 
That  the  A.M.A.  and  Ampac  are  uniting 
their  efforts  is  known,  but  not  many  of  us 
know  how  really  effective  these  efforts  are. 

The  discussion  by  Dr.  George  Himler, 
Chairman  on  Planning  and  Development  for 
the  A.M.A.,  illustrated  this  point  rather 
well.  He  is  a practicing  physician  in  New 
York  City,  and  this  may  have  colored  his 
ideas  somewhat.  Dr.  Himler  believes  that 
nationwide  compulsory  insurance  is  about 
one  or  two  years  away,  but  he  doesn’t  think 
for  a moment  that  it  will  solve  the  problem. 
Neither  does  he  feel  that  more  funding  of 
health  care  will  produce  the  sources  to 
implement  the  increased  demand  for  medical 
care. 

Dr.  Himler  points  out,  quite  correctly, 
that  no  one  method  for  delivery  of  health 
care  would  work.  The  individual  situations 
in  each  state  would  require  individual  solu- 
tions. He  explained  that  the  solutions  must 
be  multivalent,  but  also  that  up  to  now, 
the  government  has  not  shown  much  indica- 
tion of  requesting  help  in  the  planning. 

Mr.  Charles  E.  Payton,  a junior  at  the 
University  of  California  Medical  School,  is 
president  of  the  local  S.A.M.A.  chapter,  and 
national  vice-president  of  the  Pacific  Coast 
Section.  He  was  also  graduated  with  hon- 
ors in  chemistry  from  Northwestern  Uni- 
versity. 

He  stated  that  S.A.M.A.  is  “committed 
to  making  health  care  a right  of  the  people.” 
He  said  that  S.A.M.A.  has  strongly  sup- 
ported the  need  for  training  “Family 
Physicians.” 
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Mr.  Payton  called  for  training  more  physi- 
cians. He  suggested  cutting  some  of  the 
more  superfluous  subjects  from  medical  edu- 
cation, thereby  lessening  the  time  and  expense 
involved  in  producing  doctors.  He  urged 
the  training  at  different  grades  of  exper- 
tize. (Apparently  he  desires  first,  second 
and  third  class  doctors). 

Mr.  Payton  felt  that  it  would  be  less  ex- 
pensive to  diagnose  patients  as  ambulatory 
rather  than  hospitalizing  them.  He  was 
aware  that  until  such  diagnosis  was  paid 
by  insurance,  it  would  cost  the  individual 
patient  less  to  be  hospitalized.  He  also  felt 
that  compulsory  Universal  Insm'ance  is 
necessary. 

Mr.  Payton  suggested  that  the  best  pos- 
sible way  to  increase  the  size  and  quality  of 
instruction  in  medical  schools  would  be  to 
use  the  services  of  private  practicing  physi- 
cians in  the  teaching  program. 

He,  surrounded  by  full-time  teachers,  had 
never  been  told  that  twenty  years  ago  the 
chief  source  of  medical  education  was  the 
private  practicing  physician. 


I recommend  that  we  increase  our  co- 
operation with  the  A.M.A.  and  with  Ampac. 
We  must  fight  fire  with  fire,  because  if 
we  don’t  hang  together,  we  will  hang  sep- 
arately. 

I recommend  also,  that  close  cooperation 
between  the  third  party  carriers  and  the 
state  medical  associations  should  be  insti- 
tuted at  once.  We  must  exercise  imagina- 
tion and  present  a private  enterprise  method 
of  delivering  health  care  if  we  are  to  render 
unnecessary  the  expensive,  inefficient  gov- 
ernmental plans. 

Lastly,  I recommend  that  the  members  of 
Student  American  Medical  Association  be 
brought  into  close  relationship  with  the 
State  Medical  Association  and  the  county  so- 
cieties as  soon  as  possible. 

I hate  to  be  an  alarmist,  but  we  are  fight- 
ing for  survival  as  private  practicing  physi- 
cians. 

Remember  — “United  we  stand  . . . Di- 
vided we  fall !’’ 

J.  Whitney  Kelley,  M.D. 
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Medicine  and  the  Cost  of  Health  Care* 


IT’S  doubtful  that  any  physician 
in  this  audience  has  had  the 
opportunity  to  attend  as  many 
medical  meetings  in  the  last  two  or  three 
years  as  I have. 

But  I’m  sure  that  all  of  you  have  been 
to  enough  non-scientific  medical  sessions  in 
that  time  to  know  that  the  cost  of  medical 
and  health  care  has  become  a topic  that 
is  discussed  almost  every  time  three  or 
more  physicians  get  together. 

You  might  even  have  reached  the  same 
conclusion  I have  reached : namely,  that 

health  care  cost  has  just  about  replaced  the 
weather  in  that  famous  line  from  either 
Mark  Twain  or  Will  Rogers  — that  every- 
body talks  about  it,  but  nobody  does  any- 
thing about  it. 

At  least,  that  seemed  true  until  the  15th 
of  April  when  it  suddenly  appeared  that 
somebody  was,  indeed,  going  to  do  some- 
thing about  it.  That  somebody  is  the  fed- 
eral government. 

On  that  date,  Mr.  John  Veneman,  Under 
Secretary  of  HEW,  caused  a lot  of  hair 
to  stand  on  end  when,  during  a press  con- 
ference, he  unveiled  President  Nixon’s  new 
HEW  budget  proposals. 

Most  important  to  physicians  was  his 
statement  that  HEW  will  impose  fee  sched- 
ules on  MB’s  and  dentists  for  its  medicaid 
program.  The  schedules,  according  to  Mr. 
Veneman,  are  to  be  based  on  prevailing 
Blue  Shield  payment  plans  in  each  locality. 

Other  proposals  included  restricting  fed- 
eral medicaid  payments  to  a maximum  of  120 
days  for  the  mentally  ill  in  state  and  pub- 
lic institutions  . . . and  discontinuing  the 
current  two  per  cent  contingency  payments 
now  allowed  hospitals  under  both  medicare 
and  medicaid. 

As  president  of  the  AMA,  with  the  help 
of  certain  experts  on  the  Association  staff, 
I immediately  sent  a letter  to  the  Secretary 
of  HEW,  in  which  I spoke  for  the  AMA. 


DWIGHT  L.  WILBUR,  M.D, 
President, 

American  Medical  Association 


I would  like  to  read  excerpts  from  that 
letter  for  your  information: 

“Dear  Mr.  Secretary: 

“The  statement  made  by  Under  Sec- 
retary John  Veneman  on  April  15  about 
economies  in  government  - paid  health 
services  focused  on  a matter  of  great 
concern  to  all  Americans.  We  agree  that 
careful  consideration  of  the  factors  af- 
fecting provision  of  health  care  to 
every  citizen  is  needed  and  timely. 

“The  American  Medical  Association  is 
eager  to  make  available  to  your  office 
the  composite  experience  and  judgment 
of  the  nation’s  physicians,  who  are  the 
principal  providers  of  health  care  to 
all  the  people  . . . 

“It  has  always  been  a principle  of 
both  the  humanity  and  the  professional 
code  of  the  physician  that  no  one  shall 
ever  be  denied  quality  health  care  be- 
cause of  his  inability  to  pay.  The 
present  concern  is  how  this  universal 
care  can  best  be  provided  within  a 
viable  economic  system  and  in  the  face 
of  burgeoning  demand  for  medical 
manpower,  services  and  facilities  . . . 

“It  is  important  to  recognize  that 
there  are  many  variables  in  the  cir- 
cumstances of  payment  for  medical  and 
hospital  services.  Local  needs  and  re- 
sources, the  educational  and  motivation- 
al levels  of  the  people,  the  economic 
conditions  of  the  state  and  the  com- 
munity are  among  the  reasons  for  the 
differences  exhibited  by  the  payment 
patterns  of  the  Blue  Shield  plans  and 
health  insurance  companies.  These 
circumstances  must  be  the  foundation 
for  any  policies  involving  cost  and  pay- 
ment. 

*Presented  at  Nebraska  State  Medical  Association,  Annual 
Meeting,  April  29,  1969. 
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“No  universal  pattern  — no  matter 
how  many  variations  it  may  try  to  pro- 
vide — can  be  imposed  on  the  thou- 
sands of  localities  without  wreaking 
havoc  and  probably  increasing  ineffi- 
ciency and  costs  . . . 

“It  is  generally  recognized  that  wage 
and  cost  controls,  even  when  applied 
universally  and  supposedly  equally  to 
all,  have  exacerbated  the  problems  they 
sought  to  relieve.  Wage  and  cost  con- 
trols now  aimed  at  just  one  factor  in 
just  one  element  of  our  total  economic 
spectrum  could  only  aggravate  the  prob- 
lem of  manpower  shortages  that  is  cen- 
tral to  the  cost  problem  . . . 

“We  believe  that  no  group  or  agency 
has  a greater  concern  for  both  the 
ability  to  meet  the  health  needs  of  the 
people  and  for  stability  in  our  economy 
than  the  nation’s  physicians.  Through 
the  AMA,  they  are  eager  to  enlist  in 
your  efforts  to  meet  the  problems  in 
ways  that  will  assure  meeting  these 
goals.  We  shall  await  your  call  to  join 
with  the  informed  professionals  in  all 
aspects  of  the  health-care  field  in  care- 
fully and  solidly  working  out  the  policies 
and  procedures  that  can  best  do  this. 

“Sincerely  yours  . . .” 

This  proposal,  to  establish  fee  schedules 
for  services  provided  under  medicaid,  will 
not  turn  out  to  be  unique,  no  matter  what 
its  final  disposition  might  be.  It  is  noth- 
ing more  nor  less  than  a clear  and  concrete 
manifestation  of  a growing  threat  that 
hangs  over  the  head  of  every  practicing 
physician  in  this  nation : the  threat  of 

rigid  fee  schedules  imposed  on  the  medical 
profession  by  powers  outside  of  that  pro- 
fession. 

That  threat  exists  because  physicians  are 
the  most  visible  and  most  important  of  all 
the  providers  of  health  care.  And  in  spite 
of  all  the  factors  that  affect  the  total  cost 
of  total  health  care,  when  outsiders  look 
for  a way  to  alleviate  the  problem  that  the 
public  will  understand  and  accept,  the  most 
obvious  solution  is  to  attack  physicians. 

Nearly  500  years  ago,  Italian  philosopher 
Machiavelli  taught  that  if  you  want  to  sway 


the  people,  give  them  something  to  hate  so 
they  won’t  hate  you.  Critics  of  medicine, 
consciously  or  unconsciously,  are  doing 
that  very  thing  today  . . . and  physicians 
are  the  target. 

People  can’t  be  made  to  hate  nurses,  al- 
though their  legitimate  demands  for  better 
pay  are  one  of  the  big  factors  in  the  recent 
increases  in  health  care  cost. 

People  can  hardly  be  made  to  hate  the 
unknown  manufacturers  of  hospital  equip- 
ment, although  sophisticated  new  devices 
and  the  skilled  people  needed  to  use  them 
are  another  big  factor  in  health  care  costs. 

But  it’s  easy  to  point  out  physicians  as 
the  villains  . . . physicians  who  are  respon- 
sible for  whatever  care  a patient  gets  . . . 
physicians  who  send  bills  for  whatever  they 
do  . . . physicians  who  are  known  to  be  eco- 
nomically successful  . . and  who  live  in 
nice  houses,  drive  nice  cars  and  play  golf. 

The  fact  that  physicians  have  become  the 
villains  of  the  drama  should  not  be  a sur- 
prise to  members  of  the  AMA.  Clairvoyance 
is  not  normally  considered  a medical  skill, 
but  precisely  what  is  happening  today  was 
predicted  by  an  executive  of  the  AMA 
in  1966. 

On  August  26  of  that  year  — exactly  56 
days  after  medicare  had  gone  into  effect 
— the  following  statements  were  made  be- 
fore the  AMA  Public  Relations  Institute  in 
Chicago : 

“The  government  has  put  itself  in  a po- 
sition through  an  artfully  drawn  piece  of 
legislation  to  apparently  insulate  itself  from 
blame  for  the  problems  that  are  inherent  in 
the  administration  of  medicare. 

“Whatever  problems  arise,  the  govern- 
ment can  point  the  finger  at  the  carrier, 
the  hospital  and  particularly  the  doctor  . . . 

“You  don’t  need  a crystal  ball  to  see  what 
is  coming,”  the  speaker  added.  “Phase  one, 
which  we  are  now  in”  — and  remember,  this 
man  is  speaking  three  years  ago  — “is  the 
honeymoon  period,  a time  devoted  to  brain- 
washing the  public  and  even  certain  seg- 
ments of  the  medical  profession  to  believe 
that  medicare  can  work  — that  is  a panacea 
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which  will  take  care  of  the  health  needs 
of  the  public. 

“Phase  two  will  start  soon.  It  will  be  a 
squeeze  on  medical  fees  ...  You  can  ex- 
pect a campaign  to  saddle  the  medical  pro- 
fession with  responsibility  for  the  huge 
deficits  which  are  bound  to  occur  in  the 
financing  of  the  medicare  program.” 

I don’t  see  how  anybody  could  have  been 
more  right  than  that  in  looking  ahead  three 
years  and  predicting  what  would  be  hap- 
pening today. 

So  we  find  that  an  indictment  has  been 
returned  against  the  medical  profession.  If 
that  indictment  is  accepted  as  true  by  the 
people  of  our  nation,  it  is  because  they  are 
not  aware  of  the  facts  regarding  the  cost 
of  medical  and  health  care. 

The  government  is  not  disposed  toward 
teaching  them.  Medicine’s  more  severe 
critics  are  certainly  not  going  to  make  the 
facts  known.  That  means  the  job  is  ours 
. . . and  we’re  already  far  behind  when  we 
start,  because  our  profession  has  failed  to 
do  this  vitally  important  job. 

We  are  living  in  an  age  of  education.  Yet 
the  American  people  are,  for  the  most  part, 
unaware  in  many  areas.  In  the  case  of 
medicine,  they  know  more  than  ever  — at 
least  superficially  — about  many  specifics: 
which  we  might  call  the  trees. 

Yet  they  have  little  or  no  understanding 
of  the  whole  forest:  the  total  complex  that 
constitutes  modern  health  care. 

Their  everyday  conversation  sparkles  with 
such  esoteric  matters  as  heart  transplants, 
flu  vaccines,  cholesterol  levels,  kidney  ma- 
chines, lung  cancer,  miracle  drugs,  surgery 
for  injured  knees  . . . and  other  subjects 
readily  available  to  them  in  their  daily 
newspapers  and  favorite  women’s  magazines. 

But  those  same  people  are  abysmally  un- 
informed about  the  whole  explosion  of 
progress  in  the  medical  and  health  field,  as 
contrasted  to  the  necessarily  slow,  gradual 
growth  of  the  supply  of  skilled  manpower 
and  complicated  facilities  in  that  field. 

They  do  not  understand  the  much  larger 
cost  per  patient  that  is  involved  in  provid- 


ing modern  medical  care,  especially  in  such 
relatively  new  and  highly  sophisticated  en- 
vironments as  the  intensive  care  unit  of  the 
coronary  care  unit. 

They  do  not  understand  the  economic, 
as  well  as  medical,  consequences  of  keeping 
people  alive  to  experience  many  more  years 
of  old  age  than  they  could  have  had  in 
earlier  years. 

They  do  not  understand  the  economic 
effects  on  the  health  care  system  of  the 
emergence  of  regular  care  for  many  dis- 
eases, such  as  diabetes,  arthritis,  hyper- 
tension, and  coronary  heart  disease,  for 
which  no  treatment  was  available  just  a few 
years  ago. 

The  same  thing  is  true  of  many  other 
benefits  of  modern  medicine,  some  of  them 
elective  and  others  of  life  - saving  im- 
portance — including  more  preventive  care 
. . . birth  control  and  family  counseling  . . . 
cosmetic  medicine  . . . treatment  for  obesity 
. . . plastic  surgery  . . . therapy  for  mental 
health  . . . and  so  forth. 

When  the  medical  profession  and  its  or- 
ganizations begin  to  tally  their  responsibili- 
ties in  the  area  of  health  care  costs,  a pri- 
mary one  for  ultimate  effectiveness  is  to 
educate  the  public  ...  to  make  people 
knowledgeable  about  this  complex  subject. 

Foremost  among  the  subjects  to  be  in- 
cluded in  that  curriculum  is  the  need  for 
full-coverage  prepayment  of  health  care. 

It  seems  reasonable  for  the  head  of  a 
family  to  budget  a portion  of  his  income  to 
virtually  eliminate  concern  about  the  cost 
of  comprehensive  health  care  for  himself  and 
the  members  of  his  family.  But  too  many 
people  just  don’t  do  it  ...  or  don’t  budget 
enough. 

They  do  it  readily  for  the  tangible  things 
in  their  lives  — their  automobiles,  their 
homes  and  their  property.  Considerable 
progress  has  been  made  in  getting  them  to 
cover  intangibles  through  life  insurance  and 
liability  protection. 

So  it  is  not  unattainable  that  we  could 
generate  acceptance  of  the  wisdom  and 
logic  of  considering  as  a regular  part  of 
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the  cost  of  living  the  purchase  of  com- 
plete, advance  coverage  of  health  needs. 

Another  item  in  the  curriculum  is  to 
help  people  see  and  understand  exactly  what 
they’re  getting  for  the  health  care  money 
they  spend,  and  why  the  cost  of  that  care 
is  what  it  is. 

For  example,  intensive  care  or  coronary 
care  units  often  require  daily  charges  of 
$75  to  $125  or  more.  But  it  has  been  my 
experience  and  observation  that  patients 
and  their  families  accept  the  need  for  the 
high  cost  because  they  can  see  how  much 
is  involved  in  terms  of  complex  equipment 
and  highly  skilled  technicians. 

On  the  other  hand,  a person  undergoing 
regular  diagnostic  tests  is  not  aware  of  the 
substantial  but  invisible  laboratories,  work 
force  and  procedures  involved.  The  usual 
hospital  patient  has  little  or  no  idea  what  a 
complicated,  manpower-demanding  institu- 
tion a modern  hospital  is,  with  nearly  three 
employees  for  every  patient. 

Important  as  it  is,  however,  education 
is  not  the  only  step  physicians  can  take. 
There  are  other  things  physicians  can  do, 
both  to  help  control  costs  and  to  reduce 
patient  expenditures  for  health  care. 

Let  me  list  a few. 

There  has  been  a great  deal  of  discus- 
sion of  ways  to  reduce  the  cost  of  health 
care  by  changing  the  patterns  of  its  de- 
livery. But  so  far  there  are  not  enough 
facts  to  prove  the  superiority  of  any  method 
of  practice  over  another  in  teiTns  of  ex- 
pense or  quality. 

Extensive  studies  are  being  made  to 
evaluate  the  effectiveness  of  using  less 
sophisticated  professionals  and  technical  as- 
sistants to  take  over  some  of  the  physi- 
cian’s duties.  We  also  have  to  find  out 
whether  people  will  accept  such  an  idea. 

And  many  more  studies  are  needed  to  see 
whether  care  can  be  made  more  efficient 
and  more  economical  in  hospitals. 

The  AMA  has  recommended  several  ways 
it  believes  individual  health  care  spending 
can  be  reduced  ...  if  the  people,  the  gov- 


ernment and  industrial,  business  and  labor 
organizations  will  cooperate. 

One  way  is  to  reduce  every  stay  in  the 
hospital  to  the  absolute  minimum  necessary 
for  good  care.  Sometimes  it  is  convenient, 
but  not  really  necessary,  to  enter  the  hos- 
pital a day  or  two  before  an  operation  . . . 
or  remain  a day  or  two  after  the  patient 
could  go  home.  Such  conveniences  cost  a 
lot  of  money. 

Another  way  is  to  avoid  hospitalization 
entirely.  In  many  cases,  a patient  could 
get  adequate  care  in  a physician’s  office 
. . . in  his  own  home  ...  or  in  the  out- 
patient department  of  a hospital.  But  his 
health  insurance  must  cover  these  costs  just 
as  if  he  were  in  the  hospital  before  most 
people  will  be  willing  to  go  that  route. 

We  also  need  to  make  more  use  of  nurs- 
ing homes,  convalescent  homes  and  other 
extended  care  facilities  instead  of  depend- 
ing on  the  more  expensive  hospital  for  in- 
stitutional care. 

The  AMA  is  urging  all  health  insurance 
carriers  to  eliminate  the  requirement  of 
hospitalization  for  benefits  . . . since  that 
rule  alone  puts  many  people  into  crowded 
hospitals  who  really  wouldn’t  have  to  be 
there. 

We  want  to  see  health  insurance  cover 
services  outside  of  the  hospital  . . . even 
perhaps  including  the  cost  of  prescription 
drugs  and  other  services  or  devices  pre- 
scribed by  the  physician. 

Another  thing  we  can  do  — especially  to 
help  those  of  low  income  — is  to  support  the 
principle  of  income  tax  credits  for  health 
insurance  premiums. 

The  AMA  has  proposed  a program  under 
which  a governmental  voucher  would  be 
granted  to  cover  all  or  part  of  the  cost  of 
health  insurance  premiums  for  an  approved 
health  insurance  policy,  depending  on  the 
income  reported  on  the  IRS  return. 

For  example,  a family  might  owe  $400  in 
income  tax.  The  premium  for  acceptable 
health  insurance  coverage  for  the  entire 
family  might  be  $350.  Under  the  tax  credit 
program,  the  income  tax  payment  could  be 
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$50  plus  the  receipt  for  the  health  insurance 
premium. 

As  income  rose,  the  amount  of  credit 
would  drop  until  it  disappeared.  People  who 
can  afford  to  do  so  would  pay  for  their 
own  coverage. 

Such  a program  has  been  introduced  into 


the  House  of  Representatives  as  H.R.  19,  the 
“Health  Insurance  Benefits  Act  of  1969.” 

Finally,  of  the  things  I want  to  mention, 
the  medical  profession  can  work  with  other 
appropriate  organizations  to  develop  and  en- 
courage wider  use  of  reliable  automated 
laboratory  procedures  . . . passing  the  cost 
benefits  on  to  patients. 
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Eye  Safety  in  Pediatric  Practice* 


The  pediatrician  is  becoming  in- 
creasinglj^  safety  - minded,  al- 
though a recent  survey  has 
showni  that  medical  education  and  action 
in  the  accident  field  at  all  levels  still  show 
a certain  lack  of  awareness,  initiative  and 
motivation  about  the  aims  we  all  know  are 
desirable.  Facts  and  knowledge  do  not 
automatically  produce  results.  The  safety- 
image  is  still  not  a good  positive  one  and 
we  tend  to  lack  complete  conviction  that  ac- 
cidents are  predictable,  preventable  inter- 
actions between  hosts  and  environments, 
that  they  don’t  just  happen  out  of  the  blue. 
At  least  90  per  cent  are  preventable.  In  the 
total  overall  picture,  accidents  are  still  the 
greatest  cause  of  death  and  disability  in 
childhood.  16,500  childj'en  die  as  a result 
of  accidents  yearly  in  the  United  States, 

3,500,000  receive  disabling  injuries,  and 

2,200,000  school  days  are  lost. 

All  accidents  in  the  United  States  cost 
an  estimated  $20  billion  in  1966,  although 
there  are  no  specific  cost  statistics  for  chil- 
dren or  for  eyes.  Accidental  injuries  to 
the  eye,  however,  do  form  a significant  per- 
centage of  these  tragedies,  unusually  poig- 
nant when  there  is  loss  of  vision  because  of 
the  implications  involved.  Whereas  an  in- 
dividual pediatrician  in  the  course  of  a year 
or  a lifetime  does  not  see  an  enormous  num- 
ber of  such  episodes,  the  ones  he  does  see 
give  him  special  pause  and  make  him  wish 
something  had  been  done  ahead  of  time. 
He  is  usually  the  primary  physician  involved 
and  has  the  four  important  obligations  and 
roles  of  (1)  prophylaxis  and  prevention, 
(2)  good  early  treatment,  (3)  “sorting,” 
secondary  prevention  and  minimizing  of 
lasting  effects  through  adequate  and  time- 
ly consultation,  and  (4)  help  with  rehabili- 
tation and  readjustment  for  the  child  and 
family.  His  role  is  analogous  to  the  one  he 
has  in  the  treatment  of  burns. 

Statistics  are  not  the  end-all  but  are  of 
interest  and  value  in  defining  the  prob- 
lems and  the  priorities,  and  in  comparative 
studies  of  prevention  programs.  Better  and 
more  uniform  data  bases  are  necessary  to 
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compare  the  figures  and  results  of  differ- 
ent investigators.  Exact  national  figures 
in  the  eye  area  are  hard  to  ascertain.  The 
National  Safety  Council  in  its  annual  pub- 
lication Accident  Facts  (1968  edition )2  does 
not  list  children’s  eye  accidents  per  se,  but 
what  figures  there  are  are  somewhat  im- 
posing. Of  90,000  work  accidents  per  year, 
some  4 per  cent  involve  eye  injuries.  Hand, 
foot,  and  eye  injuries  have  the  highest  pro- 
portions of  temporary  consequences  though 
very  low  (less  than  0.1  per  cent)  fatality 
rates.  Eye  injuries  cause  temporary  dis- 
ability in  about  88%  of  cases,  permanent  in 
about  12%.  Whereas  it  would  be  statistical- 
ly inaccurate  to  extrapolate  these  figures 
for  children,  nevertheless  there  is  no  reason 
to  think  they  are  lower  or  less  significant. 
There  has  been  much  more  progress  by  In- 
dustry in  on-the-job  safety  measures  than 
we  have  made  in  the  other  walks  of  daily 
living.  There  are  many  special  threats  to 
children’s  eyes  too : fireworks,  pointed 
sticks,  BB  guns,  thrown  and  “shot”  mis- 
siles, etc.  “Play  or  Sport”  were  associated 
most  frequently  in  one  study  of  eye  acci- 
dents to  children  — 67.3  per  cent.®’®  The 
frequency  rate  was  between  2.5  and  2.9  per 

1,000  pupils  per  school  year,  which  would 
project  to  3.3  per  whole  year.  In  1965  in 
the  U.S.  there  were  an  estimated  161,500 
eye  injuries  to  school  children.  The  esti- 
mated prevalence  of  legal  blindness  (figures 
for  1960  and  1962)  shotved  approximately  900 
cases  caused  by  injuries  per  year  in  children 
to  19  years  of  age,  12,500  caused  by  poison- 
ing (mostly  retrolental  fibroplasia,  now  de- 
creasing).® Under  5 years,  injuries  repre- 
sented 1.1  per  cent  of  the  total;  for  5-19 
years,  2.4  per  cent.  An  encouraging  de- 
cline (50  per  cent)  in  injury-causes  of 
blindness  from  1940-1962  was  more  than  off- 
set by  a sixty-fold  increase  in  retrolental 
fibroplasia.  By  definition  of  course  both 

•Reprinted  from  The  Sight-Saving  Review,  Vol.  38,  No.  4, 
Winter  1968-1969  by  permission  of  the  National  Society  for  the 
Prevention  of  Blindness,  Inc. 
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eyes  are  involved  in  these  figures,  so  that 
the  problem  where  fortunately  only  one  eye 
is  usually  involved  is  numerically  greater 
than  the  figures  suggest. 

In  one  study^  the  most  common  cause  for 
enucleation  of  an  eye  in  children  under  15 
years  of  age  was  trauma  (55%),  fortunate- 
ly now  in  a sharp  decline  as  mentioned  pre- 
viously. A study  of  eye  accidents  to  school 
children^  revealed  a not  surprising  3:1 
ratio  for  boys  over  girls,  and  roughly  a 3 
per  1,000  rate  through  the  9th  grade,  with 
a drop  to  1.4  in  high  school.  Unpublished 
data  from  the  Denver  Public  Schools  show 
the  same  3:1  boy  : girl  ratio,  with  about 
50%  loss  of  1 day,  and  25%  loss  of  2 to  5 
days,  and  2%  loss  of  more  than  5 days,  of 
school  time.  This  involved  a total  of  172 
eye  accidents  over  a four-year  period.  85% 
of  these  were  caused  by  blows,  sharp  objects 
or  flying  particles,  smaller  numbers  by  falls 
and  burns.  Eye  accidents  accounted  for  ap- 
proximately 3 per  cent  of  the  total  report- 
able  accidents  in  the  school  system.  In  my 
own  experience  with  a boarding  school 
group  of  170  boys  ages  9-15  years,  we  aver- 
age 5 eye  injuries  a year  serious  enough  to 
require  ophthalmologic  consultation,  and 
have  had  5 or  6 children  in  25  years  who 
suffered  some  degree  of  permanent  impair- 
ment (including  one  enucleation). 

Spelled  out  in  a slightly  different  fashion 
from  my  introductory  four  points,  the  pe- 
diatrician’s role  involves  him  in:  (1)  “pro- 
phylactic” eye  examinations  and  screening 
tests  as  early  as  possible  in  infants  and  chil- 
dren, for  ocular  deviation,  amblyopia,  color 
vision,  (2)  good  early  treatment  of  eye  in- 
juries, (3)  an  active  approach  in  the  areas 
of  education,  engineering,  legislation  and 
implementation,  (4)  specific  activities  in  spe- 
cial areas  (schools,  home,  hospital,  office, 
sports),  and  (5)  rehabilitation  and  coping. 
Let  me  discuss  these  matters  in  some  detail. 

Good  pediatric  first  aid  involves  evalua- 
tion of  pain,  pupil,  perception,  person.  An 
accurate  history  of  exactly  the  “what  and 
how”  of  the  happening  is  of  inestimable 
value  to  the  doctor  in  knowing  what  to  look 
for.  Lasting  pain  (especially  if  it  inter- 
feres with  sleep)  is  important;  irregularity, 
inequality,  and  reactiveness  of  the  pupil 


(comparison  with  the  other  side)  are  good, 
easy  measuring  points  for  even  the  non- 
expert accurate  observer.  It  is  important 
to  check  the  visual  perception  as  early  as 
possible,  and  as  time  passes  too.  The  pedia- 
trician’s knowledge  of  the  particular  child 
and  family  help  with  the  evaluation  of  symp- 
toms even  as  he  notes  the  signs.  Most  in- 
juries he  can  treat  himself,  some  will  need 
expert  ophthalmologic  attention  and  care. 
Good  visual  acuity  (compared  if  possible  with 
a previous  record)  is  very  reassuring.  The 
fields  of  side  vision  should  not  be  neglected. 
For  those  interested  in  the  problem  in 
depth,  good  compendia  are  available. ^ 

Simple  lid  lacerations  are  easy  to  handle 
unless  the  laceration  is  through  the  lid  mar- 
gin, in  which  case  there  may  be  trouble 
(notching  of  the  lid  margin  or  eversion  of 
the  lid).  Consultation  is  also  advisable 
where  there  is  involvement  of  the  region  of 
the  lacrymal  passages.  These  two  situations 
require  specialized  care.  Corneal  abrasions 
are  common  and  can  be  demonstrated  easily 
by  staining  with  fluorescein.®  Washing  and 
instillation  of  an  antibiotic,  in  solution  or 
ointment,  suffice  for  treatment,  along  with 
a protective  patch  bandage  and  systemic 
analgesic  if  necessary.  One  must  check  for 
ulceration  and  infection  if  there  is  not 
marked  improvement  and  lessening  of  pain 
within  48  hours. 

Foreign  bodies,  usually  superficial,  are 
frequently  encountered  in  pediatric  practice. 
Oblique  focal  illumination  and  lid-rolling 
(eversion)  are  well-known  procedures.  Em- 
bedded foreign  bodies  are  almost  always 
problems  for  the  ophthalmologist.  Local 
antiseptics  and  anesthetics  may  be  used  with 
some  impunity,  but  in  my  opinion  corticos- 
teroids should  not  be  used  in  the  eye  except 
by  the  ophthalmic  specialist  or  under  his 
immediate  direction. 

Contusions  of  the  eye  are  common,  sub- 
conjunctival hemorrhages  (eye  itself 
asymptomatic)  needing  no  special  attention 
beyond  early  cold  compresses  and  rest.  An- 
terior chamber  hemorrhage  (obvious  cloud- 
ing and  defects  in  vision  with  pupil  changes) 
should  require  immediate  rest  and  consulta- 
tion. Often  rest  is  enough,  but  under  care- 
ful observation  in  a hospital.  Most  physi- 
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cians  are  well  aware  of  the  seriousness  of 
perforating  wounds  to  the  eye,  but  the  latent 
dangers  in  contusions  of  the  eye  with  hy- 
phemia (anterior  chamber  bleeding)  are  not 
always  appreciated,  and  yet  are  seen  much 
more  commonly  than  penetrating  wounds. 
These  may  follow  blunt  blows  from  balls  of 
all  sorts,  fists,  elbows,  etc.  Bed  rest  is  man- 
datory until  the  blood  absorbs  and  the  trau- 
matic iritis  subsides.  The  somnolence  and 
drowsiness  accompanying  this  condition  of 
hyphemia  may  cause  concern  about  deeper 
intracranial  lesions  which  indeed  may  not 
exist.  Lens  injuries  are  unusual  (fundus 
details  obscured  and  vision  affected) ; vi- 
treous hemorrhages  should  never  be  over- 
looked (black  reflex  with  the  ophthalmo- 
scope). Both  of  these  conditions,  of  course, 
require  expert  care.  Retinal  changes  (sub- 
jective or  objective  signs)  also  demand  the 
ophthalmologist. 

About  one-third  of  all  perforating  eye  in- 
juries are  said  to  occur  in  children,  and 
early  definitive  treatment  within  6 to  8 
hours  is  absolutely  necessary  or  infection 
may  supervene  with  all  its  dangers.  The 
exact  history  is  of  special  value  in  raising 
the  index  of  suspicion  in  regard  to  perfor- 
ating injuries  and  retained  foreign  bodies. 
X-rays  are  useful  here  too,  of  course. 

Thermal  and  chemical  burns  require  im- 
mediate first  aid  attention  (washing)  by  the 
nearest  responsible  person.  Ultraviolet-light 
conjunctivitis  is  usually  self-limited  and  re- 
quires only  symptomatic  therapy. 

The  pediatrician  has  unique  opportunities 
in  the  areas  of  education,  engineering,  and 
legislation.  Through  his  knowledge  of  chil- 
dren and  their  growth  and  activities  he  may 
practice  anticipatory  guidance  in  this  acci- 
dent area  as  well  as  others.  He  may  like- 
wise emphasize  prophylactic  measures  in 
individual  cases,  where  there  may  be  ambly- 
opia or  severe  myopia.  He  must  insist  on 
safety  lenses  and  frames  for  all  his  patients 
who  wear  glasses,  and  special  safety  glasses 
in  shop,  laboratory  work  and  certain  sports. 
The  physician  must  keep  abreast  of  ad- 
vances in  the  field  of  eye  safety  devices  and 
methods.  In  the  field  of  engineering  he  can 
belong  to  committees  involved  in  the  develop- 
ment of  a safer  environment  (e.g.  glass 


doors,  power  mowers)  and  he  may  indulge  in 
prestigious  coercion  in  the  legislative  field. 
An  example  of  an  area  for  interest  in  this 
regard  could  be  with  the  fireworks  prob- 
lem, about  which  there  is  considerable  pres- 
sure, lobbying,  and  fuzzy  thinking.'^  Just 
over  half  the  United  States  have  substan- 
tially effective  state  laws  controlling  the 
sale  and  use  of  fireworks,  the  fireworks 
injury  rate  being  below  0.55  per  100,000  in 
the  States  with  effective  laws  and  around 
7.0  per  100,000  in  the  areas  of  ineffective 
laws.®  In  1965,  in  500  fireworks  incidents, 
there  were  16  serious  eye  injuries,  and  in 
another  survey  with  147  participating  hos- 
pitals there  were  64  eye  injuries  with  9 
losses  of  eyesight. 

In  my  own  State,  in  an  investigation  by 
the  Massachusetts  Society  for  the  Preven- 
tion of  Blindness,  Inc.  (an  affiliate  of  the 
National  Society),  71  of  175  ophthalmolo- 
gists responded  to  a questionnaire  on  the 
sparkler  and  fireworks  problem.  These  spe- 
cialists had  encountered  three  losses  of 
sight,  two  severe  corneal  burns,  eighteen 
minor  injuries.  Sparklers  were  involved  in 
10  incidents,  cherry  bombs  in  4,  and  nine 
hospitalizations  were  required. The  sale 
of  sparklers  has  now  been  outlawed. 

Just  within  the  past  few  weeks  I had  a 
ten-year-old  boy  who  lost  his  vision  in  one 
eye  from  a combination  of  cap-dart  type 
of  explosive  projectile.  I am  sure  other 
pediatricians  have  been  through  similar  ex- 
periences. Here  is  an  area  for  concern  and 
potential  influence  by  all  of  us.  Better  out- 
lets can  certainly  be  provided  for  “blowing 
off  steam  and  tension”  than  the  use  of  ex- 
plosives. 

The  pediatrician  has  special  areas  where 
he  can  work  almost  uniquely  in  his  conscious, 
conscientious  orientation  toward  the  indi- 
vidual. His  indices  of  suspicion  and  aware- 
ness of  hazard  are  often  high  enough  to  allow 
him  to  point  out  home  hazards  commonly 
overlooked  in  day-to-day  living.  He  can 
help  eliminate  school  workshop  and  labora- 
tory potential  dangers,  insure  the  presence 
of  first-aid  personnel  and  materials,  and  be 
conscious  of  the  need  and  give  the  advice 
for  the  protection  of  eyes.  The  same  goes 
for  hospital  (even  retrotental  fibroplasia  can 
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result  from  an  “accident”  of  too  much  oxy- 
gen), office  (hazardous  toys),  clinic  work. 
In  the  sports  area  he  must  take  the  ultim- 
mate  responsibility  and  be  the  ultimate  au- 
thority in  restriction  of  collision  sports  and 
the  protection  of  the  child  with  amblyopia 
or  severe  myopia,  and  the  guidance  of  such 
a child  in  safe  directions.  The  lack  of  delin- 
eation of  responsibility  in  this  era  of  frag- 
mentation sometimes  tends  to  cloud  up  the 
essential  points,  to  divide  irresponsibility. 

Lastly  in  the  area  of  rehabilitation  and 
management  the  physician  has  important 
functions.  He  can  counsel  and  advise  in  the 
specifics  of  protection  of  the  remaining  eye 
after  monocular  damage;  and  he  can  see 
to  it  that  there  is  adequate  referral  in  cases 
of  blindness  to  the  services  now  almost  uni- 
versally available  through  state  or  govern- 
ment or  private  institutions,  and  be  in  liaison 
between  these  institutions  and  the  individual 
home. 


Bibliography 

1.  Committee  on  Accident  Prevention,  (ed.): 
Accidents  in  Children,  Evanston:  American  Academy 
of  Pediatrics,  1968. 

2.  National  Safety  Council:  Accident  Facts, 

Chicago,  1968. 

3.  The  National  Society  for  the  Prevention  of 
Blindness,  Inc.:  Estimated  Statistics  on  Blindness 
and  Vision  Problems:  New  York,  1966. 

4.  Apt,  Leonard;  and  Savin,  L.  K. : Causes  for 

enucleation  of  the  eye  in  infants  and  children. 
JAMA  181:948-953  (Sept.  15)  1962. 

5.  Kirby,  C.  Edith:  Eye  accidents  to  school 

children.  Sight-Saving  Review.  Vol.  XX,  No.  1, 
(Spring)  1950. 

6.  Hughes,  William  F.:  What  the  pediatrician 

should  know  about  the  management  of  ocular  in- 
juries. Pediat  Clin  North  America,  Saunders, 
Phila.  (Feb.)  1958. 

7.  Letter  to  the  Editor,  Pediatrics  39:947  (June) 
1967. 

8.  National  Fire  Protection  Association,  Fire 
Journal:  Boston  (July)  1965  and  (May).  1966. 

9.  Paton,  David,  and  Goldberg,  Morton  F. : In- 
juries of  the  Eye,  the  Lids,  and  the  Orbit.  Diag- 
nosis and  Management.  W.  B.  Saunders  Co., 
Phila.,  1968. 

10.  Massachusetts  Society  for  the  Prevention  of 

Blindness,  Inc.:  Mass.  Eye  and  Ear  Infirmary, 

Minutes  of  Meeting  of  Medical  Advisory  Com- 
mittee, (Dec.  20)  1967. 


December,  1969 


805 


The  Lack  of  Utopia  in  Birth  Control 


IN  1941,  Franklin  D.  Roosevelt 
promulgated  the  Four  Free- 
doms and  in  1965,  Dugold  Baird 
of  the  University  of  Aberdeen  suggested  it 
is  time  to  consider  a fifth  freedom  — free- 
dom from  the  tyranny  of  excessive  fertility^ 
Suffice  it  to  say  that  family  planning  and 
birth  control  in  some  form  or  another  are 
absolutely  essential.  The  demographic  need 
for  contraception  can  be  simply  stated  in  the 
following  words.  The  United  States  is  a 
prosperous  nation  with  a sixth  of  the  world’s 
population  and  a sixth  of  the  world’s  land 
area.  Its  population  grows  at  the  rate  of 
1.63%  per  year,  which  in  1961  amounted 
to  about  three  million  new  people.  At  this 
rate,  the  population  would  reach  no  less 
than  a billion  by  2060.® 

Through  the  many  centuries  of  man’s 
existence,  birth  control  has  been  practiced. 
With  all  these  years  and  the  many  millions 
of  dollars  spent  for  research,  the  human  be- 
ing finds  himself  a far  way  from  a state 
of  Utopia  in  family  planning.  Utopia 
is  defined  as  any  state,  condition  or 
place  of  ideal  perfection.  Many  still  as- 
sume that  the  practice  of  medicine  is  an 
exact  science  always  ending  in  a state  of 
perfection.  However,  since  the  human  body 
is  anything  but  perfection,  it  is  not  unusual 
that  this  cannot  be  achieved  by  therapeutic 
means.  Because  of  the  many  idiosyncrasies 
of  the  human,  judgment  and  intelligence 
must  be  exercised  to  correctly  categorize  the 
patient  into  a sphere  of  therapy  which  not 
only  will  be  successful  physically,  but  also 
psychologically.  In  brief,  doctors  must  prac- 
tice as  individuals  for  the  individual,  par- 
ticularly so  in  birth  control. 

Almost  every  patient  expects  and  demands 
100%  protection  from  any  method  of  birth 
control  prescribed  by  the  doctor.  This  should 
be  accomplished  with  the  least  possible  ef- 
fort on  the  part  of  the  patient  or  her  husband 
and  probably  also  should  be  effective  if  the 
method  has  been  forgotten  by  the  patient. 
In  other  words,  a patient  wants  to  live  in  a 
state  of  ecstasy  in  the  most  natural  setting 
as  possible  and  enjoy  complete  Utopia  in 
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avoiding  pregnancy.  Heywood  Broun  once 
stated  “The  ability  to  make  love  frivolously 
is  the  chief  characteristic  which  distinguish- 
es human  beings  from  beasts.”  However,  to 
love  frivolously  sooner  or  later  forces  us  to 
consider  the  following  procedures  of  contra- 
ception : 

Table  1 

METHODS  OF  CONTRACEPTION 
(Trainer) 

I.  Nontechnical  methods  of  contraception 

a.  Abstinence 

b.  Coitus  Interruptus  (Onanism) 

c.  Oral-Genital  Substitution 

II.  Technical  methods  of  contraception 

a.  Rhythm  Method 

b.  Intravaginal  Spermicides 

1.  The  douche 

2.  Vaginal  suppositories 

3.  Vaginal  foams 

4.  Gels  and  creams 

III.  Mechanical  devices 


a. 

The  condom 

b. 

The  diaphragm 

c. 

The  ceiwical  cap 

d. 

The  stem  pessary 

e. 

Intrauterine  devices 

IV. 

Hormonal  Control 

a. 

The  pill 

b. 

The  shot 

V. 

Surgical  methods 

a. 

Vasectomy 

b. 

Tubal  ligation 

c. 

Cesarean  hysterectomy 

d. 

Hysterectomy 

VI. 

Undeveloped  methods 

a. 

Immunization 

(Problems: 

1.  Inflammatory  response  when  spenn 
enter  vagina; 

2.  Production  of  defective  offspring; 

3.  Inability  to  reverse  when  fertility  is 
desired).. 

b.  Oral  chemicals 

The  many  methods  can  be  evaluated  by 
the  clinician  into  two  categories : 1.  The  per- 
cent figure,  such  as  saying  the  method  is 
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92%  effective;  2.  The  “pregnancy  rate,” 
elaborated  by  Raymond  Pearl  from  John 
Hopkins  School  of  Public  Health.  The  for- 
mula for  this  is: 


Pregnancy  Rate  = 


(Number  of  conceptions)  1200 
(Number  of  months  exposure) 


million  women  around  the  world  were  on  the 
pill,  including  6.5  million  in  the  United 
States.^  Never  before  have  so  many  people 
“taken  such  potent  drugs  voluntarily  over 
such  a prolonged  period.”  However,  there 
are  major  and  minor  side  effects  to  the  pill.'^ 


One  must  remember  the  lower  the  number, 
the  more  effective  the  method.  For  practical 
purposes,  the  pregnancy  rate  is  difficult  for 
patients  to  comprehend.  They  all  seem 
to  accept  the  percent  readily,  and  seem  to 
know  better  what  their  “batting  averages” 
are  with  a particular  procedure. 

Contraceptives  have  to  be  fitted  not  only 
to  the  physical  and  anatomical  needs  of  the 
patient,  but  most  of  all,  the  psychological 
demands.  In  order  to  put  the  patient  in  the 
proper  category,  we  must  consider  all  the 
factors  of  a given  method  to  make  it  not 
only  usable  and  safe,  but  desirable.  One 
must  remember  that  a woman’s  ability  to 
respond  sexually  is  greatly  dependent  on  the 
security  and  confidence  of  a method.  The 
lack  of  such  reassurance  may  become  the 
factor  for  sex  response  failure  with  any 
technique  used.^ 

For  the  sake  of  brevity,  and  according  to 
established  figures,  the  relative  factors  of 
all  methods  can  be  listed: 


Table  3 

MINOR  SIDE  EFFECTS 

1.  Nausea  and  vomiting 

2.  Breast  engorgement 

3.  Weight  gain 

4.  Headaches 

5.  Vertigo 

6.  Chloasma  or  melasma 

7.  Loss  of  libido 

8.  Increased  vaginal  moisture  or  discharge 

9.  Moniliasis 

MAJOR  SIDE  EFFECTS 

1.  Thromboembolic  effects 

a.  Five  well  qualified  groups  studied 
this.  In  each  instance  association 
was  equivocal. 

b.  In  100,000  women,  the  embolic  phe- 
nomena existed  about  7.4  times;  with 
those  on  the  pill,  about  8.0  times 
and  with  pi’egnancy,  20  times.  If 
one  really  believed  these  statistics, 
one  should  be  against  pregnancy. 

2.  Cerebral  effects  — severe  migraine 

3.  Ocular-visual  disturbances 

4.  Others,  i.e.,  thyroid  hyperplasia,  psy- 
chotic episodes,  hypertension,  jejunal 
atrophy,  cholestatic  jaundice,  ureteral 
obstruction,  degeneration  of  fibromyo- 
mata,  persistent  amenorrhea,  alopecia 
and  feminization  of  breast-fed  male  in- 
fants. 


Table  2 


1. 

Total  abstinence 

100% 

P.R. 

0 

2. 

Coitus  interruptus 
(Onanism)  _ _ 

75-  80% 

25-40 

3. 

Oral-genital  substitution  _ 100% 

0 

4. 

Rhythm 

70% 

14-18 

5. 

Post-coital  douche 

75-  80% 

36 

6. 

Vaginal  suppositories 

80-  90% 

4.6-27 

7. 

Vaginal  foams 

(depending  on 
92% 

solubility). 

3-10 

8. 

Gels  and  creams 

92-  95% 

0.6-5-10 

9. 

Condom 

88-  95% 

6-19 

10. 

Diaphragm 

95-  98% 

4-10 

11. 

Hormonal 

99-100% 

1-2 

12. 

Surgical 

97-  99% 

1-2 

The  undesirable  aspects  of  some  of  the 
main  methods  must  constantly  be  reviewed 
while  trying  to  advise  contraception  to  the 
individual  patient. 

The  “pill”  is  considered  the  safest  method 
in  the  prevention  of  pregnancy.  It  has  been 
widely  used.  In  mid-1967,  an  estimated  12.8 


Intrauterine  devices  according  to  the  lay 
magazines  intone  the  fact  that  this  is  some- 
thing new.  To  refresh  our  memories,  history 
reminds  us  that  the  basic  principles  of  the 
loop  were  established  long  before  the  Chris- 
tian era.  Turkish  and  Arabian  camel  drivers 
inserted  pessaries  or  small  stones  into  the 
uteri  of  camels  to  prevent  pregnancy.  Ap- 
parently the  camel  with  pregnancy  is  useless 
on  a long  trip  across  the  desert.  Aristotle 
and  Hippocrates  referred  to  this  practice. 
In  1909,  Richter  revitalized  the  procedure, 
and  this  was  followed  some  twenty  years 
later  by  Grafenberg. 

The  problems  with  the  devices  are  far  from 
getting  close  to  Utopia.  The  five  basic  dif- 
ficulties are  1.  Bleeding,  2.  Cramps  or  pains, 
3.  Pregnancy,  4.  Expulsion,  and  5.  Perfora- 
tion. According  to  Buckle  and  Hills,®  the 
failure  rate  of  the  loop  is  8.6%,  with  6% 
being  due  to  expulsion  and  2.6%  due  to  preg- 
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nancy.  Bleeding  has  been  rated  as  14% 
with  the  Marguiles  device  and  10.8%  with 
the  loop.  Our  experience  in  private  prac- 
tice is  seemingly  much  higher,  perhaps  since 
private,  middle-class  patients  make  more  of 
a point  of  being  unhappy  with  irregular 
bleeding,  occasional  unforewarned  spotting 
and  excessively  long  periods.  The  perfora- 
tion rate  has  been  stated  to  be  1:1500  with 
the  loop  and,  to  our  knowledge,  this  has  not 
been  a factor  in  pnvate  practice  if  care  is 
used  in  inserting,  and  if  the  device  is  not 
used  in  nulliparous  patients. 

Some  30  years  ago,  the  diaphragm  was 
the  rage  and  the  center  of  discussion  by 
members  of  the  female  sex.  Being  rated  as 
98%  safe  (although  one  wonders  whether 
it  is  really  the  diaphragm  or  the  jelly  in  view 
of  Masters’®  studies  on  the  rotation  of  the 
device)  it  still  serves  a useful  purpose.  Nat- 
urally, it  is  far  from  ideal,  since  malice  with 
forethought  must  be  present  to  assure  its 
presence  in  the  vagina  when  ecstasy  calls. 
It  must  be  quite  a psychological  and  emo- 
tional challenge  for  the  wife  to  remove  her- 
self out  of  bed  in  the  midst  of  romance 
to  find  this  contrivance  and  place  it  in  order 
to  be  protected.  The  proponents  of  the  dia- 
phragm encourage  the  nightly  installation 
of  the  diaphragm  after  the  nightly  dental 
brushing  and  washing  of  the  face,  thus  to  be 
ever  ready  should  the  situation  demand. 

The  jellies,  salves,  suppositories,  and 
foams  might  be  safer  in  the  nulliparous  fe- 
male than  in  the  grand  multipara,  but  a five 
to  eight  percent  failure  rate  is  not  too  en- 
couraging. Utopia  is  also  lacking  due  to  the 
presence  of  the  foreign  substance,  which  to 
some  is  sticky,  smelly,  and  definitely  objec- 
tionable. The  future  acceptance  of  these 
substances  is  most  doubtful. 

The  condom  is  still  widely  accepted  main- 
ly because  of  desperation  and  the  immedi- 
ate need  to  do  something.  It  does  not  re- 
quire individual  examination,  fitting,  and  in- 
struction. However,  its  association  with 
prostitution,  illicit  sexual  relations,  and 
venereal  disease  has  resulted  in  a reluctance 
to  accept,  let  alone  advocate  the  use  of  this 
method  in  marriage.^  From  manufacturing 
sources,  it  is  estimated  that  the  annual  pro- 
duction of  the  condom  is  between  five  and 


six  million  gross,  approximately  one  fifth 
of  which  are  exported.  Thus,  though  it  is 
probably  not  as  desirable  as  it  should  be, 
the  statistics  still  not  only  prove  that  sex  is 
popular,  but  that  in  desperation,  even  a con- 
dom will  do! 

Rhythm  is  rapidly  fading  from  usage, 
mainly  due  to  the  change  of  attitude  in  the 
church  at  the  grass-roots  level  of  the  clergy, 
and  not  in  the  hierarchy.  It  seems  rather 
unusual,  since  most  women  desire  or  show 
increased  libido  at  the  time  of  ovulation, 
that  coitus  must  be  postponed.  Naturally, 
with  its  seventy  percent  effectiveness, 
Utopia  is  lacking  to  a veiy  great  degree. 
Psychologically,  it  must  be  disturbing  dur- 
ing the  act  of  coitus  to  wonder  whether  one 
counted  correctly  on  the  calendar. 

The  ineffectiveness  and  many  times  un- 
availability of  the  douche  demands  very  little 
elaboration.  Perhaps  this  can  be  forgotten 
along  with  the  old  Roman  means  of  contra- 
ception; the  act  of  intravaginal  urination  by 
the  male  partner  at  the  end  of  coitus. 

Perhaps  one  of  the  most  widely  used 
means  of  contraception  is  coitus  interruptus. 
Accurate  statistics  are  not  available.  It  is 
also  known  as  Onanism  since  Jacob’s  grand- 
son, Onan  “spilled  his  seed  on  the  ground” 
and  God  killed  him  for  his  sin.  In  the 
modern  practice  of  medicine,  this  procedure 
is  often  referred  to  by  the  wife  as  “the  hus- 
band taking  care.”  This  has  been  inter- 
preted by  many  as  the  husband  using  the 
condom,  when  it  purely  refers  to  withdrawal. 
The  procedure  has  been  quite  popular  in 
France  and  England.  In  the  latter  country, 
statistics  indicate  that  43  percent  of  all 
couples  who  adopted  contraception  had  used 
coitus  interruptus  exclusively.  It  is  as- 
sumed that  the  popularity  existed  in  France 
since  contraception  was  outlawed  from  1920 
to  1967,  and  yet  this  country  maintained  a 
low  birth  rate.  In  the  United  States,  its 
usage  is  stated  to  be  around  two  percent. 
“Surprisingly,  withdrawal  is  quite  effective 
in  preventing  conception.  Its  physical  and 
psychosomatic  side  effects  are  highly  over- 
rated.”® 

Surgical  procedures  offer  rather  secure 
means  of  contraception,  if  psychologically 
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indicated.  Vasectomy  is  somewhat  ideal  in 
preventing  pregnancy,  but  is  never  widely 
accepted  by  the  male  because  of  serious  psy- 
chological inferences,  most  of  which  are 
founded  on  “old  wives’  tales.”  The  deflation 
of  the  male  ego  must  be  considered  seri- 
ously and  may  psychologically  be  a cause 
of  impotency.  With  the  high  divorce  rate 
presently  experienced,  many  men  do  not 
necessarily  want  to  sacrifice  themselves, 
hoping  that  the  female  partner  will  be  more 
willing  to  do  so!  Tubal  ligation  is  widely 
accepted  if  done  where  indicated.  At  Luther- 
an Hospital  of  Milwaukee,  the  procedure  has 
been  carried  out  for  over  23  years,  being 
carefully  scrutinized  by  a sterilization  and 
therapeutic  abortion  committee.  The  post- 
partum ligation  is  most  desirable  in  women 
who  usually  have  four  or  more  children  and 
are  well  over  25  years  of  age.  Most  of  these 
are  done  for  socio-economic  reasons,  although 
many  are  done  at  any  age  for  serious  medi- 
cal conditions.  Statistics  show  1,034  of  the 
ligations  accomplished,  180  have  been  done 
by  this  writer  with  two  known  failures.  The 
ligations  which  failed  were  done  by  the 
Pomeroy  procedure.  To  our  knowledge, 
thre  have  been  none  since  the  Irving  pro- 
cedure has  been  used. 

In  the  surgical  category,  another  proce- 
dure should  be  more  readily  advocated, 
namely,  the  vaginal  hysterectomy.  One 
hears  repeated  arguments  against  the  hys- 
terectomy, yet  as  far  as  fertility  is  concerned, 
it  is  probably  one  of  the  safest,  speaking 
from  the  contraceptive  standpoint.  Too 
many  still  believe  monthly  menses  to  be  psy- 
chologically necessary  to  maintain  the  emo- 
tional stability  of  the  female.  In  our  experi- 
ence, in  the  female  over  35  who  has  a sec- 
ond degree  prolapse  with  menorrhagia  which 
restricts  her  activity  for  six  to  nine  days 
each  month,  the  preservation  of  the  uterus 


is  nothing  but  a cross.  It  is  our  opinion 
that  to  foist  a tubal  ligation  (a  major  pro- 
cedure) on  a woman  with  such  a problem 
is  not  doing  what  could  be  best.  A vaginal 
hysterectomy,  adequately  done  with  the 
preservation  of  the  ovaries  (if  normal)  will 
create  a happy,  secure  patient.  A well  chos- 
en Cesarean  hysterectomy  may  be  better 
than  a ligation.  In  our  series  as  well  as  in 
other  investigators,  the  incidence  of  menor- 
rhagia and  segmental  hydrosalpinx  is  rather 
high  with  the  so-called  simple  tubal  liga- 
tion, iatrogenically  creating  another  future 
surgical  problem.  What  is  required  in  all 
situations  is  good  judgment. 

Summary 

The  various  methods  of  contraception  have 
been  reviewed.  Many  statistics  have  been 
cited  and  can  probably  be  disputed  depend- 
ing on  the  conditions  of  usage.  However, 
despite  these  findings,  one  fact  can  be  read- 
ily assured;  no  Utopia  has  been  achieved 
in  family  planning.  The  method  to  be  used 
for  a patient  must  be  planned  according  to 
her  psychological,  anatomical,  theological, 
and  philosophical  outlooks  on  life. 
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SPECIAL  ARTICLES 


WashingtoNotes 

1.  Medicredit 

An  American  Medical  Association  spokes- 
man outlined  the  AMA’s  voluntary  national 
health  insurance  plan,  “Medicredit,”  for 
consideration  by  the  House  Ways  and  Means 
Committee. 

Dr.  Russell  B.  Roth,  speaker  of  the 
AMA’s  House  of  Delegates  and  a practic- 
ing physician  in  Erie,  Pa.,  said  the  plan, 
which  would  be  financed  in  part  by  federal 
income  tax  credits,  is  flexible  and  would 
assure  all  Americans  — no  matter  how  lim- 
ited their  financial  resources  — of  ade- 
quate health  care  protection. 

“Representing  this  country’s  physicians 
as  we  do,”  Dr.  Roth  said,  “the  AMA  is  on 
record  in  its  belief  that  it  is  the  basic  right 
of  every  citizen  to  have  available  to  him 
good  health  care. 

“Today  we  want  to  put  before  this  com- 
mittee a plan  which  is  universal  in  scope, 
voluntary  in  nature,  and  realistic  in  terms 
of  total  program  cost.” 

He  estimated  the  program  would  cost  the 
federal  government  $8  billion  to  $9  billion 
a year,  but  about  $3  billion  a year  of  that 
would  be  offset  by  liquidation  of  the  med- 
icaid program.  Medicare  would  continue. 

“For  those  in  low-income  categories,  this 
protection  is  theirs  without  expense  or  con- 
tribution on  their  part,”  Dr.  Roth  said. 
“For  those  with  moderate  and  higher  levels 
of  income,  Medicredit  provides  a system  of 
cash  incentives  to  enable  them  to  protect 
themselves  against  major  health  care 
costs  . . . 

“Our  proposal  is  the  result  of  years  of 
careful  study  of  our  existing  mechanisms 
for  delivering  and  financing  health  care, 
coupled  with  our  close  study  of  the  federal 
government’s  ability  to  fund  a universal 
health  insurance  program  . . . 

“It  would  give  to  persons  who  have  pur- 
chased comprehensive  health  insurance  the 
option  of  receiving  a tax  credit  on  their 
annual  federal  income  tax  return,  a credit 


based  on  their  tax  liability.  That  is,  a tax- 
payer could  take  as  a credit  against  the 
amount  of  income  tax  owed  to  the  federal 
government,  all  or  part  of  their  personal 
cost  for  comprehensive  health  coverage. 
Persons  or  families  with  a lower  tax  lia- 
bility (usually  reflecting  lower  income  or 
more  dependents  and  allowable  expenses) 
would  receive  a greater  tax  credit.  And 
those  families  in  the  lower  30%  income 
range,  would,  without  cost  to  them,  re- 
ceive a certificate  enabling  them  to  purchase 
health  coverage  from  qualified  groups  or 
plans.” 

The  AMA  plan  calls  for  establishment  of 
a “Health  Insurance  Advisory  Board”  to 
create  Medicredit  guidelines.  It  would  be 
chaired  by  the  Secretary  of  Health,  Educa- 
tion, and  Welfare  and  include  the  Commis- 
sioner of  Internal  Revenue  and  public  mem- 
bers. It  would  review  the  effectiveness  of 
the  program  and  file  annual  reports  with 
the  President  and  the  Congress. 

Basic  medical  benefits  of  Medicredit 
would  include: 

— Up  to  60  days  of  inpatient  hospital 
services,  including  maternity  services; 

— All  emergency  room  and  outpatient 
services  provided  in  the  hospital; 

— All  physicians’  services,  whether  per- 
formed in  the  hospital,  home,  office  or 
elsewhere. 

Supplemental  benefits  to  basic  coverage 
would  also  be  eligible  for  tax  credits. 

Dr.  Roth  stressed  the  importance  of 
utilizing  private  insurance  carriers,  this 
taking  maximum  advantage  of  private  sec- 
tor competition  to  help  hold  costs  down. 

Rep.  Durward  G.  Hall,  M.D.  (R.,  Mo.),  a 
former  member  of  the  AMA  House  of  Dele- 
gates submitted  to  the  committee  another 
national  health  insurance  plan.  The  first 
part  of  his  two-part  plan  calls  for  the  fed- 
eral government  to  furnish  persons  eligible 
for  medicaid  with  health  insurance  certifi- 
cates covering  certain  specified  basic  health 
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protection.  The  states  would  have  the  re- 
sponsibility for  the  balance  of  health  care 
for  an  eligible  individual  after  his  basic 
coverage  had  been  exhausted.  Thus,  the 
Hall  plan  would  replace  medicaid. 

The  second  part  of  the  Hall  proposal  calls 
for  the  federal  government  helping,  in  cases 
of  catastrophic  illness,  those  persons  who 
can  afford  normal  health  care  insurance 
only. 

Other  national  health  insurance  plans  are 
being  sponsored  by  Walter  Reuther,  head 
of  the  automobile  workers’  union;  the  AFL- 
CIO;  Sen.  Jacob  K.  Javits  (R.,  N.Y.),  and 
Gov.  Nelson  Rockefeller  of  New  York.  In- 
dications are  that  the  committee  will  not 
give  serious  consideration  to  such  legislation 
before  next  year  at  the  earliest.  However, 
it  appears  probable  that  the  issue  will  come 
to  a vote  in  Congress  before  the  1972  elec- 
tions. 

2.  Health  cost  legislation 

The  AMA  also  submitted  to  the  Ways 
and  Means  Committee  a statement  on  the 
Nixon  Administration’s  “Health  Cost  Ef- 
fectiveness Amendments  of  1969’’  legisla- 
tion. 

The  AMA  commended  the  Department  of 
Health,  Education  and  Welfare  for  its  ef- 
forts to  curtail  the  rising  costs  of  medicaid 
and  medicare,  but  said  that  the  Association 
believes  “there  are  better  and  more  ap- 
propriate means  of  meeting  this  problem.” 

As  for  the  provision  prohibiting  payment 
to  physicians  who  have  committed  fraud, 
overcharged  or  otherwise  abused  the  medi- 
care program,  the  AMA  said: 

“It  should  be  kept  in  mind  that  there  pres- 
ently exist  remedies  to  reach  the  cases  of 
abuse  which  may  exist  — certainly  the 
cases  of  extreme  abuses  which  HEW  has 
asserted  these  proposed  penalties  are  in- 
tended to  reach.  While  it  is  true  that  the 
law  does  not  provide  authority  to  disqualify 
physicians  as  to  prospective  participation, 
a carrier  may  reject  or  review  a physician’s 
claims  on  an  individual  basis  as  each  claim 
is  presented. 

“The  apparent  concern  of  the  Congress 
regarding  alleged  abuses  and  increasing  pro- 


gram costs  may  require  some  changes  in  the 
administration  of  federally  financed  health 
care  programs.  However,  the  proposed 
amendments  appear  to  introduce  more  se- 
vere remedies  than  the  problems  require.” 

As  for  the  provision  that  utilization  re- 
view committees  pass  retroactively  on  the 
medical  necessity  of  admission  of  medicare 
patients  to  hospitals,  the  AMA  said : 

“At  the  present  time  a utilization  review 
plan  of  an  institution  must  provide  for  re- 
view, on  a sample  basis  or  other  basis,  of 
admissions,  duration  of  stays,  and  services 
furnished  but  must  provide  for  review  of 
each  case  of  extended  stay  and  also  deter- 
mine medical  necessity  of  further  stay.  The 
law  provides  for  3 additional  days  of  bene- 
fit payments  after  a negative  finding  and 
notification. 

“Where  a finding  has  been  made  that 
the  admission  was  unnecessary,  no  payment 
would  be  made.  Thus  the  denial  of  pay- 
ment would  be  retroactive  to  the  date  of  ad- 
missions. The  3-day  grace  period  is  re- 
moved from  existing  law. 

“The  AMA  previously  objected  to  initial 
certification  of  the  need  for  admission  to  a 
hospital,  and  this  initial  certification  re- 
quirement was  removed  from  the  law.  Un- 
der this  bill  the  utilization  review  commit- 
tee would  be  required  to  review  the  attend- 
ing physician’s  judgment  as  to  the  need  for 
hospitalization.  The  present  requirement  of 
the  committee  under  medicare  is  to  review 
extended  stay  cases  to  determine  need  for 
further  stay ; thus  it  does  not  review  a great 
number  of  cases  of  hospitalization  where  the 
patient  is  discharged  earlier.  Requiring 
committees  to  review  all  cases  of  hospital- 
ization would  impose  a tremendous  burden 
on  the  committee,  and  create  additional 
heavy  demands  on  physicians’  productive 
manhours. 

“An  adverse  finding  by  a committee  would 
subject  the  patient  to  individual  liability  for 
hospital  charges.  As  a result,  this  provision 
could  act  as  a restraint  on  patients  receiv- 
ing care,  particularly  in  those  cases  where 
a physician  recognizes  the  possibility  of  dif- 
fering medical  judgments  concerning  the 
admission.” 
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Respiratory  Diseases 


THE  FIRST  BREATH 
Life  hangs  on  the  infant’s  first  breath, 
yet  all  factors  that  operate  to  bring  off 
the  event  safely  are  not  clearly  understood. 

One  essential  is  that  lung  surfactant  be 
present  and  at  birth  form  a surface  film 
in  the  alveoli  to  stabilize  the  peripheral 
air  spaces. 

One  of  the  marvels  of  the  birth  of  a child  is  the 
remarkable  adaptation  from  intrauterine  to  extra- 
uterine  life.  That  the  infant,  when  delivered,  will 
give  a lusty  cry  has  come  to  be  taken  for  granted. 
Failure  of  the  event,  or  its  delay,  is  tragic.  Un- 
doubtedly, adverse  events  at  the  time  of  delivery 
are  the  cause  of  a significant  portion  of  neuro- 
muscular and  cerebral  deficit  in  later  life. 

Thus,  one  approaches  the  problem  of  the  ini- 
tiation of  breathing  not  only  with  the  curiosity  of 
the  scientist  and  the  attitude  of  pursuit  of  under- 
standing for  its  own  sake,  but  also  with  the  realiza- 
tion that,  with  further  understanding,  morbidity 
and  mortality  associated  with  birth  may  be  re- 
duced. 

Since  the  fundamental  physiologic  mechanisms 
of  the  initiation  of  breathing  are  essentially  the 
same  for  all  animals,  there  is  abundant  opportunity 
to  study  this  phenomenon  and  to  apply  to  humans 
knowledge  gained  from  animal  studies. 

In  a study  with  goats  it  was  found  that  the  fetal 
lung  weighed  nearly  twice  as  much  as  the  post- 
natal aerated  lung.  The  difference  was  due  to  the 
presence  of  liquid.  Histologic  examination  showed 
that  the  liquid  was  mostly  in  the  airways.  This 
means  that  the  fetal  lung  near  term  is  distended 
with  a volume  of  liquid  about  equal  to  that  of 
the  functional  residual  capacity  after  replacement 
of  the  liquid  by  air. 

AIR-LIQUID  INTERFACE 

With  the  introduction  of  air  into  the  lung,  there 
is  an  associated  increase  in  pulmonary  blood  flow. 
Because  the  osmotic  pressure  of  the  blood  exceeds 
that  of  the  lung  liquid,  the  osmotic  forces  favor 
the  movement  of  liquid  into  the  blood.  The  creation 
of  an  air-liquid  interface  produces  local  pressure 
differences  within  the  lung  that  allow  for  drainage 
of  the  liquid  from  the  terminal  air  spaces. 

Delay  in  the  process  of  clearing  the  lung  of  liquid 
sometimes  leads  to  a clinical  syndrome  which  may 
be  called  transient  tachypnea  of  the  newborn. 
The  outstanding  feature  is  a significantly  elevated 
respiratory  rate;  rales  are  usually  absent,  which 
is  consistent  with  liquid  in  the  interstitial  spaces. 
Heart  sounds  are  normal,  as  are  blood  gases.  The 
tachypnea  may  last  for  24  to  72  hours. 

As  for  the  stimuli  that  must  be  operative  in  the 
initiation  of  breathing,  various  studies  have  shown 
that  tactile,  thennal,  and  sensory  stimuli  can  in- 
crease the  output  of  the  respiratory  neurons. 
Chemical  stimuli,  which  are  always  in  the  direction 
of  decreasing  Po^  and  pH  and  increasing  Pco^  dur- 
ing the  birth  process,  are  able  to  stimulate  the  first 


breath  and  doubtless  are  critical  to  the  maintenance 
of  respiration.  However,  with  a prolonged  second 
stage  of  labor,  the  blood  gases  can  quickly  reach 
necrotizing  levels.  Thus,  use  of  CO^  as  a respira- 
tory stimulent  or  allowing  for  further  hypoxia  is 
not  going  to  be  constructive  in  assisting  the  first 
breath,  and  could  be  lethal. 

CHANGE  IN  TEMPERATURE 

In  recent  years  there  has  been  a great  deal  of 
interest  in  whether  change  in  temperature  is  im- 
portant in  initiating  breathing.  In  most  parts  of 
the  world  the  infant  is  exposed  to  a sudden  change 
in  temperature  from  99°  F of  intrauterine  life  to 
about  70°  F room  temperature.  Whether  this  is 
important  or  is  only  an  associated  event  is  not 
clear.  Other  possible  influences  on  initiating  the 
first  breath  have  also  been  studied,  but  at  present 
priority  cannot  be  assigned  to  any  one. 

The  first  breath  naturally  raises  the  question  also 
of  the  first  expiration.  Obviously,  if  all  the  air 
that  entered  the  lung  were  to  leave  it  on  expira- 
tion, every  breath  would  resemble  the  first 
breath.  It  is  necessary  for  the  normal  pulmonary 
adaptation  at  birth  to  create  a functional  residual 
capacity.  This  can  be  achieved  only  if  the  pul- 
monary surfactant  is  present  and  a surface  film 
is  formed  at  the  moment  of  birth,  allowing  for 
the  stabilization  of  the  peripheral  air  spaces. 

Studies  at  the  time  of  appearance  of  the  sur- 
factant in  fetal  animals  show  that  tow'ard  the  end 
of  gestation  surfactant  is  always  present,  although 
at  different  times  in  different  animals. 

Chemical  analyses  of  lipids  have  shown  that  the 
concentration  of  surfactant  is  higher  in  the  new- 
born than  in  the  adult.  Since  surfactant  is  so 
critically  important  to  the  retention  of  air  in  the 
lung  at  end  expiration,  perhaps  there  is  an  abun- 
dant supply  available  in  the  newborn  to  permit 
air  retention  in  association  with  the  first  breath. 
Or,  it  could  be  that  the  mechanisms  for  the  removal 
of  surfactant  are  not  operative  in  the  fluid-filled 
lung  and  an  accumulation  occurs.  In  any  event, 
it  seems  to  be  that  the  newborn  is  particularly 
blessed  with  an  abundance  of  this  essential  surface 
tension-lowering  substance. 

When  surfactant  is  deficient  or  further  synthesis 
is  impaii’ed,  the  consequences  are  a tendency  to  air- 
lessness with  each  expiration  and,  of  necessity,  the 
application  of  high  applied  pressures  to  maintain 
respiration.  This  leads  to  marked  retractions  com- 
monly associated  with  atelectasis  and  hyaline  mem- 
branes, a disorder  characterized  at  death  by  a de- 
ficiency of  the  pulmonary  surfactant.  The  half  life 
of  lipid  components  of  surfactant  have  been  esti- 
mated at  approximately  14  hours.  This  raises  the 
question  of  whether  some  infants  who  have  minimal 
respiratory  difficulty  in  the  first  hours  of  life 
may  suffer  from  an  impairment  of  further  syn- 
thesis of  this  essential  compound.  Their  worsening 
pulmonary  status  during  the  second  and  third  day 
of  life  may  then  represent  its  utilization  and  failure 
of  formation. 
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LEARNING  FROM  THE  INFANT 
Many  of  the  details  of  how  the  infant  can  be 
assisted  in  taking  his  first  breath  are  lacking,  but 
it  must  be  remembered  that  each  breath  after 
birth  differs  in  some  respects  from  the  one  before. 
As  the  lung  liquid  clears,  the  mechanical  prop- 
erties of  the  lungs  change,  blood  gas  tensions 
change  and,  therefore,  any  respirator  must  adapt 
to  the  events  taking  place  in  the  infant  or  be  oper- 
ated by  someone  skilled  in  artificial  respiration  who 
can  assist  the  infant. 


Advances  in  physiology  with  respect  to  under- 
standing respiratory  control  mechanisms  and  other 
events  associated  with  respiration  at  all  ages  will, 
it  is  hoped,  enlai-ge  our  understanding  of  the  first 
breath.  Possibly,  too,  further  attention  to  this 
most  significant  event  would  throw  light  on  respir- 
atory problems  at  all  ages. 

— Mary  Ellen  Avery,  M.D.  The  Amberson  Lecture.  Ameri- 
can Review  of  Respiratory  Disease.  September,  1969,  Vol. 
100,  No.  3. 


While  Making  Rounds 


Quote  Unquote. 

“Natural  selection  does  not  guarantee 
progress.” 


Huxley 


“Wanting  to  work  is  so  rare  a want  that 
it  should  be  encouraged.” 

Lincoln 


“He  who  is  sick  in  mind  shows  the  mark 
of  it  on  his  body.” 

Lucilius 


How  Interesting. 

How,  we  asked  our  surgical  friend,  can  you 
talk  of  doing  a fistulectomy?  You’re 
taking  out  a nothing.  A fissurectomy 
is  even  funnier. 

Who? 

Who  discovered  the  causative  agent  of 
gas  gangrene? 

Welch,  in  1892. 

Why? 

Why  does  x-ray  cause  cancer  and  cure  it? 


“He  who  has  but  one  eye  is  always  wip- 
ing it.” 


Fuller 


Lines  To  Practice  By. 

“The  language  of  truth  is  simple  and  un- 
adorned.” 


Seneca 


Words  We  Can  Do  Without. 

Disposalism 

Insofar 

Pre-empt 

Our  Own  Monthly  Statistical  Report. 

Since  1900,  1,700,000  Americans  have 
lost  their  lives  in  automobile  accidents. 

Anniversary  Time. 

December  23,  1834 
Malthus  died. 

Q & A. 

“She  had  respiratory  failure.” 

Q:  “What  does  that  mean?” 

A:  “She  stopped  breathing.” 

Strange  Disease  Of  The  Month. 

Polka  fever. 


“When  a man  dies,  and  his  kin  are  glad 
of  it,  they  say,  ‘He  is  better  off’.” 

Howe 


“Superfluity  of  lecturing  causes  ischial 
bursitis.” 


Osier 


— F.C. 


Priapism  in  Acute  Granulocytic  Leukemia — 

N.  Jaffe  (35  Binney  St,  Boston)  and  B. 
S.  Kim.  Amer  J Dis  Child  118:619-620 
(Oct)  1969. 

Priapism  was  one  of  the  initial  manifes- 
tations of  acute  granulocytic  leukemia  in  an 
11 1/2 -year-old  boy.  Early  management  of 
the  leukemic  process  is  important. 
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Medicinews 


Services  with  incentives 

Health,  Education,  and  Welfare  Secre- 
tary Robert  H.  Finch,  has  announced  that 
26  Southern  California  hospitals  will  soon 
begin  to  test  a new  method  of  payment  for 
services  with  built-in  incentives  to  cut 
costs  and  improve  management  efficiency. 

The  experiment  will  involve  payments  un- 
der Medicare,  Medicaid  (called  MediCal  in 
California),  and  the  Southern  California 
Blue  Cross  Plan. 

Under  a contract  between  the  Social  Se- 
curity Administration  and  Blue  Cross  of 
Southern  California,  signed  October  7 in 
Los  Angeles,  the  26  selected  hospitals, 
chosen  as  representative  of  all  Southern 
California  hospitals,  will  be  paid  for  services 
furnished  Medicare  beneficiaries  under  the 
new  incentive  system  over  a SY-^-yeSiV  period. 
This  is  the  second  contract  signed  by  the 
Administration  under  the  program  for  in- 
centive reimbursement  experiments,  author- 
ized under  a provision  in  the  social  security 
amendments  enacted  January  2,  1968. 

The  first  contract  was  signed  last  July 
31  with  the  Connecticut  Hospital  Associa- 
tion. 

The  new  method  of  payment  in  the  South- 
ern California  experiment  will  also  apply  for 
services  furnished  MediCal  beneficiaries 
and  members  of  the  Southern  California 
Blue  Cross  Plan,  under  a separate  contract. 

Secretary  Finch  said  the  Southern  Cali- 
fornia and  Connecticut  experiments,  and 
others  now  being  developed,  are  intended 
to  find  w'ays  to  get  more  value  for  the 
dollar  spent  on  health  care  — to  provide  in- 
centives to  efficiency  and  economy  and  at 
the  same  time  maintain  a high  level  of 
quality  care. 

“Control  of  rising  hospital  costs,”  the  Sec- 
retary said,  “will  benefit  the  entire  health 
care  system,  private,  as  well  as  govern- 
mental.” 

Under  the  experiment  to  be  conducted  in 
Southern  Califoniia,  each  hospital  depart- 


ment will  have  certain  production  standards 
to  meet  and  will  be  rewarded  for  any  re- 
duction in  labor  costs  for  the  current  year 
as  compared  with  the  previous  year.  Sec- 
retary Finch  noted  that  sharing  these  sav- 
ings with  the  hospitals  that  achieve  them 
will  encourage  hospital  management  to  de- 
velop and  implement  effective  labor  cost  con- 
trol procedures. 

The  incentive  payment  that  each  hos- 
pital receives  will  reflect  its  own  improve- 
ment in  reducing  labor  costs.  Medicare, 
IMediCal,  and  Blue  Cross  of  Southern  Cali- 
fornia will  each  be  responsible  for  a part 
of  the  incentive  payment,  the  share  for  each 
to  be  based  on  the  ratio  of  the  respective 
program’s  patient  days  to  total  patient  days. 

The  experiment  will  be  carried  out  by 
the  Commission  for  Administrative  Serv- 
ices in  Hospitals,  which  will  work  under 
general  direction  of  Blue  Cross  of  Southern 
California. 

Joint  commission  appoints 

The  election  of  Allen  Menefee,  assistant 
director.  Health  for  Mental  Retardation, 
Providence,  R.I.,  as  chairman  of  the  newly- 
established  Accreditation  Council  for  Fa- 
cilities for  the  Mentally  Retarded  of  the 
Joint  Commission  on  Accreditation  of  Hos- 
pitals has  been  announced  by  John  D.  Por- 
terfield, M.D.,  director  of  the  Joint  Com- 
mission. 

Also  announced  was  the  appointment  of 
Kenneth  Crosby,  Ed.D.,  as  program  director. 
Dr.  Crosby,  who  is  currently  research  scien- 
tist at  the  New  York  State  Institute  for 
Basic  Research  in  Mental  Retardation,  will 
assume  his  new  duties  January  1,  1970. 

Clinical  nutrition 

A Symposium  on  Current  Concepts  in 
Clinical  Nutrition  will  be  presented  by  the 
American  College  of  Nutrition  on  November 
30,  1969,  at  the  Brown  Palace  Hotel  in  Den- 
ver, Colorado. 
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Moderator  of  the  half-day  session,  from 
9 a.m.  to  1 p.m.,  is  Col.  John  E.  Canham 
(MC),  USA,  Chief  of  the  Medical  Research 
and  Nutrition  Division  at  Fitzsimmons  Gen- 
eral Hospital,  Denver,  Colo. 

The  scientific  meeting,  -which  will  take  up 
the  clinical  application  of  new  research  in 
nutrition  — as  it  relates  to  the  various  fields 
of  medicine  — will  be  held  in  connection 
with  the  Annual  Meeting  of  the  American 
College  of  Nutrition. 

The  meeting  is  open  to  all  physicians  and 
there  is  no  registration  fee. 

Information  can  be  obtained  from  Sey- 
mour L.  Halpem,  M.D.,  President  of  the 
American  College  of  Nutrition,  146  Central 
Park  West,  New  York,  New  York  10023. 

Dermatologists  schedule  annual 
meeting 

The  American  Academy  of  Dermatology 
(AAD)  will  hold  its  28th  Annual  Meeting 
Dec.  6-11  at  the  Americana  in  Bal  Har- 
bour, Fla. 

The  meeting,  the  major  scientific-educa- 
tional effort  of  the  national  medical  society 
for  specialists  in  skin  diseases,  will  com- 
bine formal  postgraduate  courses  with  scien- 
tific sessions  on  new  developments  in  basic 
and  clinical  research  subjects. 

The  postgraduate  courses,  scheduled  for 
Saturday  and  Sunday,  Dec.  6 and  7,  will 
provide  an  opportunity  for  the  nation’s 
dermatologists  to  learn  about  new  diagnos- 
tic and  therapeutic  techniques  and  about 
new  knowledge  in  fields  of  interest  to  them 
and  their  practices  and  to  refresh  themselves 
on  basic  principles  in  such  subjects  as  radia- 
tion, cutaneous  surgery,  microbiology  and 
photobiology  and  cutaneous  allergies. 

Among  the  scientific  highlights  will  be 
the  Robert  A.  Pommerening  Memorial  Lec- 
ture on  Monday  morning,  named  in  honor  of 
the  AAD  Secretary-Treasurer  who  died 
shortly  after  the  1968  annual  meeting. 
Robert  A.  Good,  M.D.,  Minneapolis,  Minn., 
American  Legion  Memorial  Heart  Research 
Professor  of  Pediatrics  and  Microbiology  at 
the  University  of  Minnesota  Health  Sciences 


Centers,  will  give  the  lecture.  He  will  talk 
on  the  “Essential  Relationship  Between 
Immunity,  Lymphoid  System  and  Cancer.” 

The  address  of  the  AAD  is  2250  North- 
west Flanders  Street,  Portland,  Oregon 
97210. 

More  for  medicare  money 

A new  method  of  paying  for  health  care 
services  designed  to  get  increased  value  for 
the  Medicare  health  care  dollar,  will  be  test- 
ed in  New  York  City  under  a contract  signed 
this  week  by  Robert  M.  Ball,  Commissioner 
of  Social  Security,  with  the  Health  Insur- 
ance Plan  of  Greater  New  York  (HIP). 

“The  experiment,”  Ball  said,  “provides 
strong  economic  incentives  to  find  the  most 
economical  and  efficient  way  of  providing 
a full  range  of  health  care  services  to  Medi- 
care beneficiaries. 

The  incentive  payment  provisions  of  the 
experiment.  Ball  said,  are  designed  to  en- 
courage and  reward  HIP  for  planning  and 
carrying  out  patient  care  policies  that  will 
make  the  best  use  of  hospitals,  extended  care 
facilities  and  home  health  agencies. 

One  of  the  major  objectives  of  this  ex- 
periment, he  noted,  is  to  encourage  the  use 
of  alternatives  to  high  cost  hospital  care  suit- 
able to  each  patient’s  progressive  condition. 

In  the  three-year  experiment  to  be  con- 
ducted by  HIP,  Medicare  reimbursement  for 
a full  range  of  health  care  services,  includ- 
ing doctor’s  care,  hospital  care,  and  all  other 
services  will  be  made  through  a single  capi- 
tation payment.  Any  savings,  representing 
the  difference  between  the  health  care  costs 
of  Medicare  beneficiaries  who  are  HIP  mem- 
bers and  those  who  are  not,  will  represent 
incentive  payments  to  HIP. 

For  measurement  purposes,  costs  of  a 
group  of  HIP  Medicare  beneficiaries  will  be 
compared  over  a one-year  period  with  costs 
of  a control  group  of  non-HIP  Medicare 
beneficiaries.  New  measurement  groups  will 
be  formed  for  each  of  the  three  years  cov- 
ered by  the  experiment. 

The  experiment  will  require  HIP  to 
broaden  the  range  of  health  care  services  it 


December,  1969 


815 


has  provided  to  its  members  in  the  past. 
Until  now,  HIP  has  received  from  Medicare 
a capitation  payment  for  medical  services 
provided  or  arranged  for  by  the  plan  for 
Medicare  beneficiaries.  These  services  in- 
clude diagnostic  and  therapeutic  care  pro- 
vided by  physicians  and  other  specialists, 
but  do  not  include  hospital  and  other  in- 
stitutional care.  Under  the  experiment,  the 
plan  will  have  to  develop  arrangements  for 
the  provision  of  a full  range  of  medical, 
home  care  and  institutional  services  covered 
by  Medicare. 

Ball  noted  that  a special  medical  care 
planning  and  administrative  unit  will  be 
established  by  HIP  to  supervise  the  experi- 
mental program.  The  unit’s  responsibilities 
will  be  to  assess  current  patterns  of  medical 
care,  to  develop  and  implement  guidelines  for 
modifying  these  patterns,  to  establish  the 
necessary  working  relationships  with  hos- 
pitals and  other  institutions,  and  to  evaluate 
the  progress  of  the  experiment. 

The  Harvard  Center  for  Community 
Health  and  Medical  Care  will  assist  HIP  in 
planning  and  evaluating  the  reimbursement 
experiment. 

Previous  contracts  under  the  program  for 
incentive  reimbursement  experiments  were 
signed  with  the  Connecticut  Hospital  As- 
sociation last  July  31,  and  with  Blue  Cross 
of  Southern  California  on  October  7. 


Adhesive  Tape  Anhidrosis  — B.  I.  Gordon 
and  H.  I.  Maibach  (San  Francisco  Medical 
Center,  San  Francisco).  Arch  Derm  11: 
429-434  (Oct)  1969. 

The  time-course  sequence  of  the  onset  and 
duration  of  anhidrosis  produced  by  adhesive 
tapes  with  varying  physical  properties  were 
studied  in  order  to  discover  the  mechanisms 
involved  in  the  experimental  production  of 
miliaria.  Six  tapes  and  a plastic  occlusive 
film  were  used  on  28  subjects.  Sweat  stim- 
ulation was  with  0.1  ml  of  1:1,000  metha- 
choline,  and  sweat  rates  were  determined 
with  the  modified  Bullard  sudorometer.  The 
most  marked  anhidrosis  was  produced  with 


the  more  occlusive  tapes,  eg,  plastic  ad- 
hesive with  zinc  oxide  — Hytape,  regular  ad- 
hesive, and  Saran  Wrap.  The  recovery 
phase  took  approximately  14  to  23  days  with 
marked  anhidrosis  still  in  effect  the  first 
week  after  testing.  Stripping  the  anhi- 
drotic  occluded  sites  to  glistening  did  not 
appreciably  remove  the  anhidrosis  that  was 
produced  by  this  occlusion.  This  suggests 
that  tape  or  occlusion  anhidrosis  is  not  di- 
rectly due  to  ostial  stratum  corneum  block- 
age. Plastic  occlusive  film  (Saran  Wrap) 
produced  nearly  as  much  anhidrosis  as  the 
most  adherent  and  occlusive  tape. 


Liver  Regeneration  and  the  “Critical  Mass” 
Hypothesis  — H.  A.  Johnson  (Brook- 
haven  National  Lab,  New  York).  Amer  J 
Path  57:1-16  (Oct)  1969. 

After  partial  hepatectomy  the  regenerat- 
ing liver  shows  a mitotic  response  charac- 
terized by  a lag  phase  during  the  first  post- 
operative day,  a rather  sudden  burst  of  mi- 
totic activity  at  24  to  48  hours,  and  a de- 
cline to  normal  levels  within  a week.  This 
unexplained  pattern  of  hyperplasia,  charac- 
teristic of  compensatory  growth  in  other 
tissues  as  well  as  in  liver,  can  be  accounted 
for  by  the  “critical  mass”  hypothesis  which 
proposes  that  cell  division  is  triggered  when 
the  growing  cell  reaches  a certain  critical 
mass. 


Renal  Function  in  Persons  Occupationally 
Exposed  to  Pesticides  — D.  P.  Morgan  and 
C.  C.  Roan  (Univ  of  Arizona,  Tucson, 
Ariz).  Arch  Environ  Health  19:633-637 
(Nov)  1969. 

Kidney  function  tests  carried  out  on  42 
pesticide-exposed  and  23  control  subjects 
failed  to  identify  chronic  occupational  dif- 
ferences in  glomerular  function,  or  in  tubular 
reabsorption  of  phosphate  or  total  amino 
acid  nitrogen.  In  one  case  of  acute  organo- 
phosphate  poisoning,  tubular  reabsorption 
of  phosphate  was  initially  defective  but  re- 
turned to  normal  in  the  course  of  four 
months.  Certain  occupational  differences  in 
uric  acid  excretion  are  as  yet  unexplained. 
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FEATURES 


Doctors  Make  News 


Doctor  David  F.  Johnson,  Jr.,  is  estab- 
lishing a medical  practice  in  Osmond. 

Doctor  C.  A.  McWhorter,  Omaha,  has 
been  installed  president  of  the  College  of 
American  Pathologists. 

Doctor  Dan  Nye,  Kearney,  has  been  re- 
elected chairman  of  the  State  Comprehensive 
Health  Planning  Advisory  Council. 

Doctor  Charles  Curtiss,  Kearney,  has 
been  elected  president  of  the  Kearney  area 
Chamber  of  Commerce. 

Doctor  Charles  W.  McLaughlin,  Omaha, 
was  recently  elected  to  the  Board  of  Regents 
of  the  American  College  of  Surgeons. 

Doctor  0.  C.  Kreymborg,  North  Platte, 
has  been  named  city  physician  for  that 
community. 


Doctor  Leo  Weiler  has  been  appointed 
Hastings  city  physician  by  that  commun- 
ity’s City  Council. 

Doctor  Harold  Glenn  Smith,  Jr.,  Fremont, 
has  been  re-elected  to  active  membership 
in  the  American  Academy  of  General  Prac- 
tice. 

Doctor  Clinton  E.  Sturdevant,  North 
Platte,  was  a guest  speaker  at  a recent  meet- 
ing of  the  South  Central  Section  of  the 
American  Urological  Association. 

Doctors  Thomas  H.  Wallace,  Francis  F. 
Bartone,  William  S.  Carter,  Herbert  R. 
Crowley,  Robert  G.  Faier,  C.  Rex  Latta,  Hal 
K.  Mardis,  John  W.  Pemberton  and  Robert 
D.  Sellers  were  recently  inducted  as  mem- 
bers of  the  American  College  of  Surgeons. 


Our  Medical  Schools 


Head  and  neck 

The  second  annual  postgraduate  course 
in  head  and  neck  surgery  and  anatomy  will 
be  presented  by  the  University  of  Nebraska 
Medical  Center  Thursday  through  Saturday, 
December  11-13,  1969. 

Dr.  James  J.  O’Neil  of  the  Creighton  Uni- 
versity School  of  Medicine  faculty,  will  be 
guest  director  of  the  course  which  carries 
twelve  hours  of  Category  I credit  with  the 
American  Academy  of  General  Practice. 

Respiratory  failure 

Management  of  acute  and  chronic  respir- 
atory failure  will  be  the  topic  of  the  second 
annual  symposium  on  chronic  respiratory 
diseases  January  29  and  30,  1970.  A group 
of  distinguished  physicians  will  join  Uni- 
versity of  Nebraska  faculty  in  conducting 
the  course,  which  will  be  fundamentally 
oriented  and  of  interest  to  nurses  and  other 
paramedical  persons  as  well  as  physicians. 


The  fee  of  $50  includes  two  luncheons. 
The  course  carries  twelve  hours  of  Category 
I credit  with  the  AAGP. 

Both  courses  will  be  conducted  on  the 
Omaha  campus. 


CU  researchers  receive  grant 

A research  grant  in  excess  of  $500,000 
has  been  awarded  Creighton  University 
School  of  Medicine  by  the  National  Insti- 
tutes of  Health,  a division  of  the  U.S.  Pub- 
lic Health  Service. 

The  funds  are  to  cover  a four-year  period 
in  a planned  20-year  study  of  two  related 
skeletal  problems,  according  to  Dr.  Robert 
P.  Heaney,  professor  of  medicine. 

The  research  project  was  begun  two 
years  ago  by  Dr.  Heaney  and  Dr.  Paul  D. 
Saville,  professor  of  medicine,  to  study  va- 
rious forms  of  arthritis  and  osteoporosis. 
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the  latter  disease  described  by  Dr.  Heaney 
as  “a  major  health  problem  that  is  rarely 
adequately  studied.” 

Osteoporosis,  according  to  Dr.  Heaney,  is 
the  commonest  of  all  bone  diseases  and  af- 
flicts one-fourth  of  the  female  population 
over  65  years  of  age.  Resulting  in  fragility 
of  bones,  osteoporosis  is  the  major  cause  of 
hip  fractures. 

Dr.  Heaney  said  that  studies  have  revealed 
that  one  of  six  persons  who  suffer  a hip 
fracture  die  as  the  result  of  the  injury. 

In  the  field  of  arthritis,  the  Creighton  re- 


searchers are  seeking  basic  information 
about  the  physiology  of  bone  around  joints 
involved  with  arthritis  with  the  ultimate 
goal  of  separating  what  is  now  generally 
classified  as  arthritic  diseases  into  specific 
classes  or  subgroups. 

Involved  in  the  osteoporosis  phase  of 
the  research  project  are  approximately  150 
nuns  between  the  ages  of  35  and  45  from 
the  immediate  Omaha  area,  none  of  whom 
have  had  osteoporosis.  They  were  selected 
to  participate  in  the  project,  according  to 
Dr.  Heaney,  because  they  are  in  the  “popu- 
lation at  risk”  age  group. 


Here  and  There 


Upjohn  films  win  awards 

Two  films  from  the  Upjohn  Vanguard  of 
Medicine®  film  series  received  awards  at 
the  17th  Annual  Columbus  Film  Festival. 

“Lillehei  on  Stagnant  Shock,”  a film  de- 
signed to  give  physicians  up-to-date  informa- 
tion on  the  new  concept  of  treating  severe 
shock  with  vasodilators,  rather  than  vaso- 
pressors, received  the  Chris  Statuette 
Award  in  the  Health,  Safety,  Medicine 
category.  The  award  is  the  highest  given 
in  a category.  Receiving  a Chris  Certificate 
Award  in  the  same  category  was  another 
Upjohn  film,  “Cold-light  Endoscopy.” 

“Lillehei  on  Stagnant  Shock”  has  previ- 
ously won  the  CINE  Golden  Eagle  and  the 
Atlanta  International  Film  Festival  Gold 
Medal.  “Cold-light  Endoscopy”  has  been 
awarded  the  CINE  Gold  Eagle,  the  Padua 
II  Bo  Award  (Italy),  the  Purkinje  Medal 
(Czechoslovakia),  and  the  Association  of 
Military  Surgeons  of  the  United  States 
Honor  Award. 

Films  in  the  Upjohn  Vanguard  of  Medi- 
cine® series  are  in  full  color  and  range  in 
length  from  18  to  30  minutes.  They  are 
available  on  a temporary,  free-loan  basis 
for  showing  to  members  of  the  medical  and 
allied  professions. 


The  awards  were  accepted  by  Richard  P. 
Trubey,  Manager  of  Special  Projects  for 
The  Upjohn  Company,  who  conceived  the 
Vanguard  series  and  produced  “Lillehei  on 
Stagnant  Shock.”  “Cold-light  Endoscopy” 
was  produced  by  Dr.  Norman  P.  Schenker 
of  Munich  and  Geneva. 

Award  by  parasitologists 

A 38-year-old  Tulane  University  profes- 
sor was  awarded  the  Henry  Baldwin  Ward 
medal  by  the  American  Society  of  Para- 
sitologists for  outstanding  work  in  his  field. 

Dr.  Franklin  Sogandares-Bemal,  profes- 
sor of  biology  and  director,  laboratory  of 
parasitology,  Tulane,  was  presented  the 
honor  by  Dr.  Dominic  DeGiusti,  of  Wayne 
State  University,  who  served  as  chairman 
of  the  Society’s  awards  committee. 

The  award  made  at  the  group’s  annual 
meeting  here  in  the  Shoreham  Hotel  in- 
cludes a medal  and  an  honorarium  of  $1,000 
and  is  provided  annually  by  Parke,  Davis 
& Company.  It  is  given  to  a member  of  the 
Society  who,  by  his  own  investigation,  has 
attained  leadership  in  some  phase  of  para- 
sitological research  within  15  years  after 
completing  his  scholastic  training. 

Dr.  Sogandares-Bernal  was  cited  for  his 
“outstanding  contributions  to  our  basic 
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knowledge  of  digenetic  trematodes  . . . for 
his  enthusiasm  and  excellence  in  the  teach- 
ing of  parasitology  and  the  general  areas  of 
zoological  studies  on  the  undergraduate  and 
graduate  level.” 

CARF  appoints 

Alan  H.  Toppel  has  been  made  program 
director  of  the  accreditation  program  of  the 
Commission  on  Accreditation  of  Rehabilita- 
tion Facilities  (CARF),  according  to  an  an- 
nouncement by  John  D.  Porterfield,  M.D., 
director  of  the  Joint  Commission  on  Accred- 
itation of  Hospitals  and  of  CARF. 

Mr.  Toppel  succeeds  Charles  E.  Caniff, 
who  has  directed  the  accreditation  program 
for  rehabilitation  facilities  since  CARF 
was  organized  in  January  1967.  Mr.  Caniff 
has  taken  a new  position  in  program  de- 
velopment with  the  Joint  Commission,  which 
provides  the  headquarters,  as  well  as  the 
executive  and  program  direction  for  CARF. 

AMA  launches  PR  program 

In  this  day  of  unprecedented  opportuni- 
ties and  media  for  communication,  but  with 
seemingly  less  cooperation  and  understand- 
ing, the  American  Medical  Association  this 
autumn  undertook  a major  step  to  promote 
a greater  awareness  of  the  services  per- 
formed by  the  medical  profession. 

Through  this  innovative  program,  select- 
ed members  of  the  AMA  Communications 
Division  staff  have  been  assigned  as  “ac- 
count executives”  to  assist  the  various  AMA 
councils,  committees,  state  and  county  medi- 
cal societies,  AMA  internal  divisions,  and 
the  Institute  for  Biomedical  Research  in 
the  areas  of  public  relations  and  communi- 
cations. 

Each  “account  executive”  will  have  two 
major  functions:  (1)  to  provide  liaison  be- 
tween his  council  or  committee,  i.e.,  “ac- 
count,” and  the  Communications  Division, 
and  (2)  to  advise  the  Communications  Divi- 
sion of  opportunities  for  positive-action 
public  relations  activities  based  on  what  his 
council  or  committee  is  doing,  what  public 
relations  problems  it  may  have  encountered, 
and  to  summon  professional  PR  help  from 


the  Division  to  assist  in  resolving  them.  The 
account  executive  will  also  volunteer  the  Di- 
vision’s professional  services  to  help  offset 
any  potential  or  anticipated  problems  which 
could  conceivably  result  in  a “bad  press” 
for  the  profession. 

In  a memorandum  dated  September  30, 
Ernest  B.  Howard,  M.D.,  AMA  executive 
vice  president,  announced  this  new  system 
to  all  chairmen  and  secretaries  of  AMA 
councils  and  committees.  He  explained : 
“The  account  executive  system  is  designed 
to  make  available  to  AMA’s  councils  and 
committees  and  their  staffs  the  communica- 
tions and  public  relations  know-how  of  the 
Communications  Division  staff.  The  ac- 
count executive  system  will  provide  com- 
munications service  when  a program  or  proj- 
ect is  first  considered,  as  it  is  planned,  and 
during  its  execution,  and  will  furnish  that 
service  on  a continuing  basis.  Too  often  in 
the  past  the  Communications  Division  staff’s 
counsel  or  help  has  been  sought  only  after 
a program  or  project  has  already  been  for- 
mulated. 

“The  account  executive  system  also  will 
keep  the  Communications  Division  better 
informed  of  the  work  of  AMA’s  councils 
and  committees,  and  will  allow  that  division 
to  discern  trends  and  developments  in  medi- 
cine, to  better  contribute  to  the  work  of  the 
AMA,  and  to  spot  public  relations  danger 
areas  as  they  develop,”  Doctor  Howard 
said. 

Of  the  68  public  relations  professionals 
now  on  the  Communications  Division  staff 
(total  personnel  is  116,  including  secre- 
tarial, clerical,  art  and  photography  em- 
ployees), 33  have  been  assigned  to  one  or 
more  “accounts,”  totaling  68.  All  are  col- 
lege graduates  with  degrees  ranging  from 
a bachelor’s  up  to  a Ph.D.  (and  one  M.D.) ; 
their  ages  range  from  25  to  over  50,  and  all 
are  astute  and  proven  experts  in  working 
with  the  various  media  and  public.  While  all 
are  basically  public  relations/journalism 
careerists,  each  — as  in  medicine  — has  de- 
veloped particular  skills  in  the  “specialties” 
of  communications,  e.g.,  newspapers,  maga- 
zines, scientific  publications,  radio  and  tele- 
vision, speech  writing,  government,  schools, 
civic  groups,  and  audiovisuals. 
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Consequently,  each  account  executive  will 
have  as  a valuable  resource  the  complete 
talents  and  facilities  of  the  Communications 
Division  to  offer  to  the  councils  and  com- 
mittees when  needed. 

To  further  prepare  them  for  this  new 
program,  the  account  executives  this  fall 
are  attending  hour-long  “classes”  in  the 
AMA  headquarters  over  seven  weeks  to 


Send  For  It 

Film:  legal  pitfalls 

Precautions  by  which  the  medical  assist- 
ant and  her  physician  - employer  can  help 
protect  themselves  from  lawsuits  are  out- 
lined in  a new  film,  “Case  in  Point.”  The 
film,  produced  jointly  by  the  American  As- 
sociation of  Medical  Assistants  and  Wyeth 
Laboratories,  had  its  premier  at  the  AAMA’s 
annual  meeting  at  the  Ilikai  Hotel  in  Hono- 
lulu. 

Utilizing  a documentary  approach,  “Case 
in  Point”  depicts  various  professional  ac- 
tivities of  the  medical  assistant,  and  dra- 
matizes the  importance  of  observing  funda- 
mental safeguards  in  such  areas  as  office 
medical  procedures,  recordkeeping,  danger- 
ous conditions  in  the  doctor’s  office,  rela- 
tions with  patients,  and  handling  of  infor- 
mation about  patients. 

Included  are  scenes  filmed  in  suburban 
Philadelphia,  Pa.  locations,  at  Lankenau 
Hospital,  Bryn  Mawr  Hospital,  the  Mont- 
gomery County  Courthouse,  and  Villanova 
University’s  Law  School. 

Consultants  to  the  film  were  Russell  S. 
Fisher,  M.D.,  Chief  Medical  Examiner,  State 
of  Maryland ; the  American  Medical  Associa- 
tion; and  the  American  Association  of  Med- 
ical Assistants. 

Jack  Rothstein,  manager  of  medical  pro- 
motion at  Wyeth  Laboratories,  said,  “ ‘Case 
in  Point’  recognizes  that  the  medical  as- 
sistant’s professional  activities  are  impor- 
tant to  patient  care,  and  she  is  often  the 
physician’s  first  line  of  defense  against  lia- 


“fill-in” on  the  other  PR  “specialties”  per- 
formed by  their  colleagues  in  the  division. 

The  AMA  Board  of  Trustees  requested 
that  this  system  be  established  and  Doctor 
Howard  and  Charles  S.  Lauer,  director  of 
the  Communications  Division,  appointed 
Andre  F.  Rhoads,  assistant  director  of  the 
division,  as  supervisor  and  coordinator. 


bility.  The  film  is  designed  to  help  the  med- 
ical assistant  increase  her  knowledge  of  her 
professional  responsibilities,  perform  her 
assigned  duties  more  adeptly,  and  thereby 
help  her  and  the  physician  contribute  to 
better  patient  care.” 

“Case  in  Point”  is  available  for  showing 
to  physicians  and  to  chapters  of  the  AAMA. 
The  film  runs  25  minutes,  is  16-mm.,  color, 
sound.  Prints  can  be  obtained  on  loan  from 
the  Wyeth  Film  Library,  Box  8299,  Phila- 
delphia, Pa.  19101. 


Upjohn  has  award-winning  film 

Modern  technology  is  revolutionizing  the 
practice  of  medicine,  allowing  quicker,  more 
sensitive  and  less  expensive  diagnoses. 

How  this  aids  in  the  early  detection  of 
breast  cancer  and  complications  of  preg- 
nancy, in  the  diagnosis  and  follow-up  of 
rheumatoid  arthritis  and  in  locating  tumors 
is  the  subject  of  the  ninth  in  the  award- 
winning “Vanguard  of  Medicine”®  film 
series  produced  by  The  Upjohn  Company, 
Kalamazoo,  Michigan. 

Titled  “X-ray,  Ultrasound,  and  Thermog- 
raphy in  Diagnosis,”  the  new  22-minute  full- 
color  film  explores  modern  concepts  of  elec- 
tronic diagnosis  and  shows,  for  the  first 
time,  the  filming  of  fetal  movement  traced 
by  ultrasound. 

While  x-ray  remains  the  mainstay  of 
medical  diagnosis,  it  is  not  without  its  haz- 
ards or  disadvantages.  Many  of  these  can 
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now  be  overcome  by  ultrasound  or  ther- 
mography. The  ultimate  in  diagnosis  is  pro- 
vided when  these  new  techniques  are  used 
to  supplement  x-ray. 

A major  portion  of  the  film  shows  the 
use  of  thermography,  a visual  mapping  of 
minor  changes  in  body  temperature,  in  mass 
screening  for  early  breast  cancer.  Advan- 
tages of  this  method  are  that  examination 
of  the  patient  takes  less  than  30  minutes; 
a technician  without  advanced  medical 
training  can  screen  out  negative  cases  in 
a few  seconds,  and  the  materials  cost  less 
than  a dollar.  Since  increased  vasculariza- 
tion and  metabolism  increase  local  tempera- 
tures, it  is  even  possible  to  differentiate  be- 
tween benign  and  malignant  tumors,  a phe- 
nomenon demonstrated  in  color  by  the  film. 

Because  inflammation  causes  increased 
temperatures  in  the  involved  areas,  ther- 
mography is  specially  suited  for  determin- 
ing the  involvement  and  evaluating  the 
effect  of  treatment  of  inflammatory  dis- 
eases such  as  rheumatoid  arthritis.  This 
use  is  shown  in  the  film  by  a thermogram 
which  clearly  defines  the  amount  of  knee 
joint  involvement  in  a rheumatoid  arthritis 
patient.  Another  thermogram  taken  after 
treatment  by  intra-articular  injection  of  a 
potent  corticosteroid  reveals  a nearly  normal 
knee  joint. 

In  addition,  “X-ray,  Ultrasound,  and 
Thermography  in  Diagnosis”  examines  the 
various  uses  of  high  frequency  sound 
waves  in  determining  the  position  of  the 
placenta  and  revealing  obstetrical  prob- 
lems such  as  cephalopelvic  disproportion. 
Ultrasound  cardiograms  can  be  made,  pro- 
viding clues  as  to  the  condition  of  the  un- 
born child  at  an  extremely  early  stage. 

Consultants  for  the  film,  headed  by  Jef- 
ferson Medical  College  Radiology  Depart- 
ment Chairman  Dr.  Philip  J.  Hodes,  include 
Dr.  Alfred  Kratochwil  of  Austria,  Dr.  Malte 
Hinselmann  of  Switzerland,  Drs.  Ekkehard 
Kazner  and  Helmut  Riemann  of  Germany, 
and  Dr.  JoAnn  D.  Haberman,  Dr.  Irwin  M. 
Freundlich  and  John  D.  Wallace,  of  the 
United  States.  Also  collaborating  were  Drs. 
E.  Klausberger  of  Austria,  0.  Melander  of 
Sweden  and  J.  N.  Wolfe  of  the  United  States. 


The  film,  produced  by  Dr.  Norman  P. 
Schenker,  of  Munich  and  Geneva,  may  be 
obtained  for  showing  through  The  Upjohn 
Professional  Film  Library,  Kalamazoo, 
Michigan. 

AMA  publishes  congressional 
directory 

An  invaluable  guide  to  physicians  and  to 
all  citizens  interested  in  good  government 
and  its  workings  is  the  1969  Congressional 
Directory  to  the  91st  Congress  developed  by 
the  Division  of  Public  Affairs  of  the  Ameri- 
can Medical  Association. 

This  handy,  pocket-size  booklet  lists  al- 
phabetically each  state’s  senators  and  repre- 
sentatives, their  office  room  numbers,  build- 
ing, switchboard  number  and  individual  ex- 
tensions. 

It  also  features  Senate  and  House  Com- 
mittees and  their  memberships  and  phone 
numbers  for  the  committee  offices,  and  also 
the  names  and  means  of  contact  for  “offi- 
cials in  the  Executive  Branch  of  importance 
to  medicine.” 

Only  a limited  supply  remains,  but  single 
copies  are  available  upon  request  from  the 
Division  of  Public  Affairs,  AMA,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610. 

School  health  programs 

In  recognition  of  good  medical  society 
leadership  and  fine  work  done  at  the  state 
level  and  to  stimulate  similar  services 
throughout  the  country,  the  AMA  has  pub- 
lished the  results  of  the  1969  Survey  Report 
of  “School  Health  Activities  of  State  Medi- 
cal Associations.”  The  contents,  summar- 
ized by  state,  are  based  on  information  sub- 
mitted to  the  Department  of  Health  Educa- 
tion of  the  AMA.  The  report  was  presented 
to  the  delegates  at  the  12th  National  Con- 
ference on  Physicians  and  Schools  Oct.  8-11. 

Each  state’s  report  reflects  the  special 
needs  in  school  health  in  its  area  and  sug- 
gests policies  and  practices  upon  which  there 
is  interprofessional  agreement.  In  each  in- 
stance, the  school  health  activities  of  state 
medical  associations  are  developed  in  cooper- 
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ation  with  state  departments  of  education 
and/or  state  departments  of  health. 

Single  copies  of  the  survey  report  are 
available  from  the  limited  inventory  until 
the  supply  is  depleted;  from  Department  of 
Health  Education,  AM  A,  535  North  Dear- 
born Street,  Chicago,  Illinois  60610. 


ACR  catalogue 

The  American  College  of  Radiology  re- 
cently released  a combination  brochure/ 


catalogue  outlining  its  history,  organization- 
al structure,  purpose  and  membership  re- 
quirements. Of  interest  to  all  physicians, 
regardless  of  type  of  practice,  is  the  listing 
and  description  of  literature,  exhibits,  films, 
and  slides  adaptable  for  both  professional 
and  lay  audiences.  Many  of  the  titles  are 
for  professional  instruction  only,  but  others 
are  ideal  for  public  television,  health  fairs, 
recruitment  activities,  and  high  school  pro- 
grams. The  booklet  is  available  from  the 
American  College  of  Radiology,  20  North 
Wacker  Drive,  Chicago,  Illinois  60606. 


The  Funny  Bone 


That’s  What  They  Said. 

“It’s  pretty  indefinite.” 

The  Chart. 

“Because  of  his  increasing  age.” 

We’re  all  increasing. 

The  Diagnosis. 

Bilateral  lower  extremity  edema. 
Swollen  feet. 

The  Surgeon. 

Surgeon:  How’s  he  doing? 
Anesthesiologist:  I’m  giving  the  anes- 
thetic; why  do  you  ask? 

Surgeon:  That’s  why  I ask. 

How  Much  Do  You  Weigh? 

“I’m  pretty  heavy  right  now.” 

The  Oldest  Medical  Joke. 

What  did  Parkinson  do? 

He  saved  us  from  having  to  say  paralysis 
agitans. 

Department  of  Definitions. 

Convalescent:  bed  and  bored. 

Slow  Death  Of  The  English  Language. 

“We’d  like  to  spectate  that  ourselves.” 

Pet  Peeve. 

Applause  in  the  middle  of  a song. 

Remember? 

Arterial  transfusion. 

— F.C. 


Failure  to  Thrive  and  Fatal  Injury  as  a Con- 
tinuum — B.  S.  Koel  (2200  O’Farrell  St, 
San  Francisco).  Amer  J Dis  Child  118: 
565-567  (Oct)  1969. 

Three  infants  were  hospitalized  for  failure 
to  thrive.  Two  of  the  infants  had  evidence 
of  trauma.  Two  gained  weight.  No  organic 
etiology  was  found  in  the  three.  Within 
months,  all  three  returned,  critically  ill 
from  trauma.  Two  infants  died.  Environ- 
mental failure  to  thrive  may  be  an  early  as- 
pect of  the  battered-child  syndrome.  Nutri- 
tional improvement  in  the  hospital  will  not 
guarantee  long-term  survival  if  the  parent- 
child  relationship  remains  unexplored  and 
untreated. 


Diagnosis  and  Treatment  of  Diffuse  Esopha- 
geal Spasm  — J.  A.  Rider  et  al  (Franklin 
Hosp,  San  Francisco).  Arch  Surg  99:435- 
440  (Oct)  1969. 

Diffuse  esophageal  spasm  is  a motility  dis- 
turbance which  involves  the  entire  esophagus 
and  is  characterized  by  severe  substernal 
pain.  The  treatment  of  nine  patients  by  a 
relatively  simple  technique  of  esophageal 
dilatation  utilizing  a pneumatic  balloon,  re- 
sulted in  complete  relief  or  marked  improve- 
ment in  all.  This  technique  may  be  an  ac- 
ceptable alternative  to  the  relatively  ineffec- 
tive treatment  with  medications  or  the  more 
hazardous  surgical  procedures. 
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Down  Memory  Lane 


1.  In  spite  of  all  that  has  been  written 
and  urged  in  regard  to  tonsil  infections  the 
profession  is  still  liable  to  overlook  their 
significance. 

2.  The  mortality  from  excision  of  ob- 
structing growths  of  the  colon  during  the 
stage  of  acute  obstruction  approaches  100%. 

3.  No  gastric  examination  is  complete 
without  the  use  of  the  Roentgen  ray. 

4.  As  you  are  all  aware,  no  diagnosis  you 
announce  carries  to  the  heart  of  the  fond 
mother  such  consternation  as  the  one  which 
says,  “Your  child  has  pneumonia.” 

5.  It  is  of  more  than  passing  interest  to 
note  that  while  many  doctors  of  the  eastern 
and  middle-western  states  advise  all  their 
tuberculosis  cases  to  enter  local  sanitoria; 
yet  when  the  doctor  himself  becomes  ill  he 
takes  the  first  train  departing  for  Colo- 
rado or  New  Mexico. 

6.  If  the  present  scheme  of  the  War  De- 
partment is  carried  through  the  supplies  will 
be  given  to  the  Red  Cross  for  use  in  foreign 
countries  and  our  own  people  will  be  forced 
to  continue  to  purchase  inferior  supplies  at 
inflated  prices  while  foreign  countries  will 
reap  the  benefit  of  our  benevolence.  Charity 
begins  at  home. 

7.  We  have  heard  murmurings  of  state 
control  of  medicine  in  this  country  as  it  has 
come  in  others,  notably  England. 

8.  The  United  States  has  only  one  doctor 
to  every  seven  hundred  persons. 

9.  In  mixed  astigmatism,  the  principal 
meridians  are  found  and  measured  by 
spheres  also  one  of  the  spheres  determined 
upon  being  plus  and  the  other  minus  in  the 
nature  of  things. 

10.  In  1918  we  received  a total  of  30,- 
655  births  plus  767  stillbirths,  making  a 
grand  total  of  31,422. 

Nebraska  State  Medical  Journal 
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Teaching  of  Community  Medicine  in  Under- 
graduate Curriculum  — R.  Logan  (Univ 

of  Edinburgh  Medical  School,  Edinburgh). 

Brit  J Med  Educ  3:185-191  (Sept)  1969. 

Community  medicine  is  functionally  de- 
fined as  medicine  practiced  with  the  hospital 
and  attention  is  drawn  to  the  narrow  spec- 
trum of  diseases  students  see  in  teaching 
hospitals  and  the  common  conditions  that 
are  now  treated  predominantly  in  the  com- 
munity. A syllabus  is  described  which  em- 
phasizes the  psychosocial  approach  to  a dis- 
ease state,  as  well  as  the  more  traditional 
biophysical  approach.  Four  major  areas  of 
teaching  are  proposed : the  physical  aspects 
of  community  medicine,  involving  an  under- 
standing of  disease  as  a continuum;  the  so- 
cial aspects  of  disease  in  the  community, 
underlining  the  patient’s  social  role  and  re- 
sponsibilities ; the  management  of  disease 
in  the  community,  stressing  the  physician’s 
job  as  head  of  a domiciliary  care  team;  and 
epidemiology  as  the  relevant  research  meth- 
od. A course  integrated  with  clinical  teach- 
ing and  taught  on  an  interdepartmental 
basis  is  described  and  includes  general  prac- 
tice attachments. 


Halogen  Sensitization  of  Liver  — K.  K. 
Keown  and  H.  G.  Bingham  (Univ  of  Mis- 
souri Medical  Center,  Columbia).  Anesth 
Analg  48:710-714  (Sept-Oct)  1969. 

The  triad  of  hepatic  sensitization  follow- 
ing administration  of  a halogenated  com- 
pound is  characterized  by  fever  from  unde- 
terminable origin,  eosinophilia,  and  hepatic 
dysfunction,  which  may  be  severe  enough 
to  produce  a fatality.  Each  patient  who  de- 
velops a suspected  halogenated  liver  sensi- 
tization should  be  informed  that  future  ad- 
ministration of  a halogenated  compound 
could  be  dangerous  and  should  be  avoided. 
A “medical  card”  identifying  the  patient 
as  one  susceptible  to  halogens  should  be 
carried  by  each  individual  who  has  been  sen- 
sitized. 
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From  the  Editor 


AMA:  voluntary  national  health 
insurance  plan 

An  American  Medical  Association  spokes- 
man has  urged  the  House  Ways  and  Means 
Committee  to  consider  adoption  of  its  vol- 
untary national  health  insurance  plan,  which 
it  terms  “Medicredit.” 

According  to  Dr.  Russell  B.  Roth,  speaker 
of  AMA’s  House  of  Delegates  and  practic- 
ing physician  in  Erie,  Pa.,  “Medicredit” 
would  not  affect  the  present  Medicare  pro- 
gram for  those  65  and  older. 

It  would  utilize  a system  of  federal  income 
tax  credits  to  those  individuals  and  fam- 
ilies who  purchase  qualified  health  coverage 
from  approved  private  insurance  companies 
or  plans. 

In  effect.  Dr.  Roth  testified,  a person’s 
federal  tax  liability  would  act  as  an  index 
as  to  what  share  of  the  cost  of  his  health 
insurance  premium  would  be  borne  by  the 
federal  government  and  how  much  would  be 
paid  by  the  individual. 

For  those  individuals  and  families  who, 
in  terms  of  their  tax  liability,  are  in  the 
bottom  30  percent  of  taxpayers,  health  in- 
surance protection  would  be  provided  with- 
out cost  to  them. 

They  would.  Dr.  Roth  said,  simply  receive 
a certificate  entitling  them  to  free  health 
insurance.  They,  in  turn,  would  submit  the 
certificate  to  a qualified  company  or  plan. 
The  private  insurer  who  issues  a comprehen- 
sive plan  covering  both  hospital  care  and 
physicians’  services  would  then  be  reim- 
bursed directly  by  the  Federal  government. 

Dr.  Roth  explained  that  as  the  individual 
or  family’s  tax  liability  level  rose,  the  Fed- 
eral government  would  assume  a smaller  pro- 
portionate share  of  the  cost  of  health  insur- 
ance. 

Federal  tax  credit  would  be  subtracted 
from  the  amount  of  income  tax  owed  the 
Federal  government  in  a given  year. 

“For  example,”  Dr.  Roth  said,  “a  tax- 
payer with  a $500  tax  liability  might  re- 


ceive 70  percent  of  the  annual  premium  cost 
as  a credit  against  his  tax  liability,  and  a 
family  with  a $1200  tax  liability  might  re- 
ceive 20  percent  of  the  premium  ex- 
pense ...” 

He  also  proposed  establishment  of  a 
“Health  Insurance  Advisory  Board”  to  cre- 
ate Medicredit  guidelines. 

“This  board,  which  would  be  chaired  by 
the  Secretary  of  Health,  Education,  and 
Welfare  and  include  the  Commissioner  of 
internal  Revenue  and  public  members,”  Dr. 
Roth  stated,  “would  review  the  effectiveness 
of  the  program  and  file  annual  reports  with 
the  President  and  the  Congress.” 

Basic  medical  benefits  of  Medicredit  would 
include : 

— Up  to  60  days  of  inpatient  hospital  serv- 
ices, including  maternity  cases; 

— All  emergency  room  and  outpatient 
service  provided  in  the  hospital ; 

— All  physicians  services,  whether  per- 
formed in  the  hospital,  home,  office  or 
elsewhere. 

Supplemental  benefits  to  basic  coverage 
would  also  be  eligible  for  tax  credit. 

In  his  testimony.  Dr.  Roth  also  stressed 
the  importance  of  utilizing  private  insurance 
carriers,  thus  taking  maximum  advantage  of 
private  sector  competition  to  help  hold  costs 
down. 


Military  surgeons  meet 

The  Executive  Council  of  the  Association 
of  Military  Surgeons  of  the  United  States 
dropped  the  registration  fee  to  encourage 
their  civilian  counterparts  to  attend  their 
76th  Annual  Meeting  held  at  the  Sheraton 
Park  Hotel,  17-19  November,  1969. 

Dr.  Gerald  0.  Dorman,  President  of  the 
American  Medical  Association,  gave  the 
keynote  address.  His  subject  was  “Team- 
ing Up  for  Quality  Health  Care,”  which  was 
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in  keeping  with  the  theme  of  this  year’s 
meeting  — “The  Medical  Team.” 

As  has  proven  so  successful  in  past  years, 
most  of  the  professional  papers  were  given 
at  panel  discussions.  Top  authorities  from 
the  military  services,  Veterans  Administra- 
tion and  Public  Health  Services  participated. 
Among  the  subjects  discussed  was  the  care 
of  patients  suffering  from  disease,  shock 
and  trauma. 

This  year’s  Sustaining  Membership  lec- 
ture was  given  by  Dr.  Robert  H.  Moser, 
former  Chief  of  the  Department  of  Medicine 
at  Walter  Reed  General  Hospital,  and  author 
of  the  popular  “Diseases  of  Medical  Prog- 
ress.” Dr.  Moser  is  now  associated  with  a 
medical  group  on  the  island  of  Maui  in  Ha- 
waii. 

Another  former  Army  officer.  Dr.  Albert 
J.  Glass  gave  the  William  C.  Porter 
lecture.  Dr.  Glass,  who  was  Chief  of  Psy- 
chiatry in  the  Far  East  during  the  Korean 
War,  is  Director  of  the  Oklahoma  Depart- 
ment of  Mental  Health.  He  spoke  on  “The 
Role  of  Military  Psychiatry  in  the  Develop- 
ment of  Community  Health  Services.” 

Some  115  technical  and  scientific  exhib- 
its were  displayed  and  prize  - winning  films 
were  shown  each  day. 

An  excellent  program  was  set  up  for 
wives  of  the  visiting  delegates,  including  a 
visit  to  the  White  House  with  Mrs.  Nixon 
receiving  the  group. 

Major  General  James  T.  McGibony,  Com- 
manding General,  United  States  Army  Medi- 
cal Command,  Europe,  is  President  of  the 
Association.  He  was  stationed  in  Washing- 
ington  from  May  1965  to  August  1968,  as 
Deputy  Surgeon  General  of  the  Army. 

Pediatricians  elect 

Robert  James  McKay,  Jr.,  M.D.,  F.A.A.P., 
professor  and  chairman.  Department  of 
Pediatrics,  University  of  Vermont  College 
of  Medicine,  has  been  elected  vice-president 
and  president-elect  of  the  American  Acad- 
emy of  Pediatrics.  The  10,800  member 
Academy  is  the  Pan-American  association 
of  physicians  certified  in  the  care  of  infants, 
children  and  adolescents. 


ACC:  annual  meeting 

The  American  College  of  Cardiology  will 
hold  its  19th  Annual  Scientific  Session  Feb. 
25-March  1,  1970  in  New  Orleans,  La.  All 
sessions  will  be  held  at  The  Rivergate  Cen- 
ter. 

Major  scientific  symposia  will  include  such 
topics  as  surgery  for  complications  of  myo- 
cardial infarctions,  cardiac  valve  substitu- 
tion and  pulmonary  circulation.  A new  fea- 
ture at  the  meeting  this  year  will  be  a core 
curriculum  in  clinical  cardiology  and  a self- 
assessment  classroom. 

A special  group  of  panel  discussions, 
called  Controversies  in  Cardiology,  will  fea- 
ture discussions  by  authorities  on  opposing 
sides  of  current  issues.  Topics  will  include 
prevention  of  atherosclerosis,  homografts 
vs  prosthetic  heart  valves,  alcoholic  heart 
disease,  and  surgery  for  coronary  disease. 

Doctors  attending  the  meeting  will  also 
have  a choice  of  20  evening  Fireside  Confer- 
ences, 21  Luncheon  panels.  Clinical  Conver- 
sations with  Master  Teachers,  and  a Round 
of  Clinics  and  Demonstrations  being  ar- 
ranged with  hospitals  and  medical  schools 
in  the  New  Oi’leans  area,  according  to  B. 
L.  Martz,  M.D.,  Indianapolis,  Ind.,  College 
President. 

The  address  of  the  ACS  is  9650  Rockville 
Pike,  Bethesda,  Maryland  20014. 


Effect  of  Suction  on  Blood  Flow  in  Ischemic 
Limbs  — C.  N.  Smyth  (University  College 
Hosp,  London).  Lancet  2:657-659  (Sept 
27)  1969. 

The  effect  of  repeated  periods  of  intermit- 
tent suction  on  limbs  has  been  examined  in 
patients  with  a long  history  of  peripheral 
vascular  disease  but  who  were  not  amen- 
able to  surgical  treatment.  Measurement 
demonstrated  that  calf  blood  flow  can  be  in- 
creased by  this  technique,  and  24  (60%) 
of  40  patients  claimed  subjective  benefit  and 
relief  of  symptoms. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS: 
December  6 — North  Platte,  Elks  Lodge. 
December  13  — Fairbury,  Elks  Lodge 
January  10  — Cozad,  Elks  Lodge 
January  24  — Norfolk,  Elks  Lodge 

AMERICAN  ACADEMY  OF  ALLERGY— 
Postgraduate  course,  February  14  - 15, 
1970;  in  connection  with  its  26th  an- 
nual meeting,  February  14-18,  1970,  at 
the  Jung  Hotel,  New  Orleans,  Louisiana. 
Write  to:  American  Academy  of  Allergy 


Executive  Office,  756  North  Milwaukee 
Street,  Milwaukee,  Wisconsin  53202. 

RURAL  HEALTH  — 23rd  National  Confer- 
ence, sponsored  by  the  AMA  Council  on 
Rural  Health;  at  the  Pfister  Hotel  and 
Tower,  Milwaukee,  Wisconsin,  April  9-10, 
1970. 

NEBRASKA  STATE  MEDICAL  ASSO- 
CIATION — 102nd  Annual  Session ; 
April  27-29,  1970,  Hotel  Cornhusker,  Lin- 
coln, Nebraska. 


Poetry  Corner 

THE  NIGHT  BEFORE  AN  OPERATION 

You  thought  you  had  a private  room. 
Alone  in  sanitary  gloom. 

But  strangers  come  and  peer  at  you 
As  if  you  were  a corpse  on  view. 

They  shave  you  almost  everywhere 
And  contemplate  you,  lying  bare. 

Your  temperature’s  not  in  your  face — 
They  take  it  in  the  strangest  place. 
They  syphon  off  your  poor  inside. 

And  drain  away  what’s  left  of  pride. 
They  sample  of  your  kidney’s  brew. 

And  heap  indignities  on  you. 

They  ask  you  questions  not  pertaining 
To  anything  you’re  entertaining. 

Then  they  leave  you,  wond’ring  why 
You  didn’t  just  stay  at  home  and  die. 

Eleanor  Boshco 
Medford,  Massachusetts 


AMA  - ERF  workshop 

It  was  an  interesting  and  a stimulating 
experience  to  attend  the  North  Central  Re- 
gional Workshop  sponsored  by  the  Woman’s 
Auxiliary  to  the  A.M.A.,  which  met  for  a 


two-day  session  in  Kansas  City,  Missouri, 
October  20-21,  1969. 

The  workshop  was  held  for  the  benefit 
of  state  presidents,  presidents-elect,  and 
state  chairmen,  of  the  following  commit- 
tees: AMA-ERF,  Children  and  Youth, 

Health  Careers,  Membership,  and  Legisla- 
tion. 

It  was  this  writer’s  privilege  to  attend 
the  sessions  on  AMA-ERF : “AMA-ERF,  the 
gift  that  keeps  on  giving.” 

The  Woman’s  Auxiliary  has  pledged  its 
support  to  three  of  the  Foundations  most 
important  projects:  Funds  for  Medical 

Schools,  the  Institute  of  Bio-Medical  Re- 
search, and  the  Student  Loan  Guarantee 
Program.  The  Loan  Fund  was  recently  re- 
instituted after  having  been  more  or  less 
discontinued  for  two  years. 

The  Funds  for  Medical  Schools  helps  to 
solve  the  financial  problems  facing  every 
medical  school  dean  in  the  country.  Medical 
schools  are  already  feeling  the  effects  of 
recent  cutbacks  in  federal  and  state  funding. 
Not  only  are  their  normal  costs  of  opera- 
tions increasing,  but  in  order  to  provide  the 
country  with  more  physicians  to  take  care 
of  the  ever  increasing  population,  these 
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schools  must  expand  their  enrollments  plac- 
ing even  more  demands  on  them.  It  is  neces- 
sary for  them  to  enlarge  their  facilities,  in- 
crease salaries,  and  undertake  extensive 
building  projects. 

The  AMA  - ERF’s  Funds  for  Medical 
Schools  can  do  a great  deal  to  alleviate  some 
of  the  pressure  caused  by  these  necessary 
changes. 

Your  contributions  may  be  earmarked  for 
the  medical  school  of  your  choice.  Your  sup- 
port will  help  to  provide  the  financial  aid 
that  the  medical  school  dean  needs  so  badly 
— to  be  used  where  it  is  needed  the  most. 

The  Institute  for  Bio-medical  Research  has 
a professional  staff  of  75  dedicated  men  and 
women  under  the  directorship  of  Dr.  George 
Beadle,  a Nobel  prize  winning  scientist. 
Their  work  in  biomedical  research  is  done  in 
five  major  areas:  experimental  medical 

ecology,  virology,  neurobiology,  regulatory 
biology,  and  molecular  biophysics. 

None  of  the  money  contributed  by  the 
physicians  or  their  wives  is  used  for  mor- 
tar and  stone,  nor  is  any  of  it  used  for  the 
research  on  tobacco  and  its  effects.  The 
operational  costs  for  one  year  for  the  Insti- 
tute is  one  and  one-half  million  dollars,  so 
you  can  see  how  necessary  it  is  to  keep  the 
contributions  coming. 

The  Student  Loan  Guarantee  Program  pro- 
vides loans  for  future  physicians,  at  a time 
when  they  most  need  it.  The  loans  are 
made  solely  on  the  basis  of  need  to  medical 
students,  interns  and  residents. 

The  Student  Loan  Fund  was  first  estab- 
lished in  1960  by  the  A.M.A.  because,  after  a 
careful  study,  it  was  found  that: 

1.  There  was  a decline  in  the  number 
and  quality  of  eligible  college  students 
interested  in  medicine  as  a career, 
due  in  part  to  the  high  cost  in  time 
and  money  of  a medical  education. 

2.  There  was  an  emphasis  on  careers  in 
science  and  engineering  caused  by 
certain  domestic  and  international 
issues. 

3.  The  cost  of  a post-baccalaureate  edu- 
cation in  other  fields  were  usually  less 
costly  than  one  in  medicine. 


4.  Scholarships,  fellowships,  and  other 
financial  aids  were  more  prevalent  for 
fields  other  than  medicine. 

The  advantages  of  the  plan  are  as  follow: 

1.  It  creates  an  opportunity  to  borrow 
approximately  one-half  the  cost  of  a 
medical  education  for  any  student  in 
good  standing,  and  who  has  no  other 
means  of  obtaining  the  necessary 
funds. 

2.  It  requires  no  subsidy  whatsoever. 

3.  It  provides  loans  at  a lower  than 
normal  rate  of  interest.  At  the  pres- 
ent time  the  prime  rate  of  interest  is 
8Y2%  while  the  rate  on  a loan 
through  AMA-ERF  is  7V^%. 

4.  It  provides  the  borrower  with  a guar- 
anteed rate,  he  will  be  charged  when 
he  repays  his  loan.  Thus,  he  would 
be  aware  of  the  total  cost  of  the  loan 
before  he  borrowed. 

5.  The  repayments  may  be  spread  over  a 
ten  year  period  so  that  the  install- 
ments are  of  a reasonable  size  even  for 
a maximum  sized  loan. 

6.  The  borrower  doesn’t  start  the  repay- 
ment until  six  months  after  he  has 
started  to  practice. 

This  year,  the  need  is  clear  for  increased 
support  of  the  Loan  Fund.  In  the  first  eight 
months  of  1969,  there  were  1,412  loan  appli- 
cations made,  and  800  more  were  made  in 
the  month  of  September.  The  dollar  amount 
out  on  loan  at  the  present  time  is  $39,000,- 
000. 

In  this,  the  50th  year  anniversary  of  the 
Woman’s  Auxiliary  to  the  A.M.A.,  we  must 
all  work  a great  deal  harder  for  more  and 
larger  contributions  to  A.M.A.-E.R.F.  It  is 
unfortunate  that  at  the  present  time  the 
Nebraska  Medical  Foundation  is  unable  to 
make  loans  because  of  the  government  re- 
striction and  the  high  interest  rates.  Let  us 
hope  that  they  will  soon  be  able  to  continue 
with  their  program,  but  in  the  meantime 
let  us  all  work  diligently  to  support  the 
A.M.A.-E.R.F.  Student  Loan  Fund  as  well 
as  the  much  needed  financial  aid  for  medical 
schools  and  the  Institute  of  Biomedical  Re- 
search. 

Irene  H.  Kelley 
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WOMAN’S  AUXILIARY  TO  THE 
AMERICAN  MEDICAL 
ASSOCIATION 

North  Central  Regional  Workshop 
October  20-21,  1969 

Hilton  Inn 

Kansas  City,  Missouri 

The  North  Central  Regional  Workshop  of 
the  Woman’s  Auxiliary  to  the  American 
Medical  Association  was  held  in  Kansas  City, 
Missouri  at  the  Hilton  Inn  on  October  20- 
21,  1969.  The  following  Nebraska  Board 
Members  attended : President  - elect,  Mrs. 

John  Filkins ; First  Vice  - President,  Mem- 
bership, Mrs.  Frank  Cole;  Health  Careers, 
Mrs.  Hiram  Walker ; AMA  - ERF,  Mrs.  J. 
Whitney  Kelley;  Legislation,  Mrs.  Thomas 
Gensler  and  Children  and  Youth,  Mrs.  Rob- 
ert H.  Mclntire. 

The  Workshop  began  with  Mrs.  Chester 
Young,  Regional  Vice  President,  presiding. 
Mrs.  John  M.  Chenault,  president,  extended 
greetings  to  those  attending.  Mrs.  G.  Pren- 
tiss Lee,  First  Vice  President,  explained  the 
purpose  and  procedure  of  a workshop,  which 
is  “the  coming  together,  the  working  togeth- 
er, and  the  thinking  together.”  Then  to  im- 
plement our  decisions  we  must  have  three 
ingredients  — Wisdom,  Skill,  Virtue.  “Wis- 
dom is  the  knowing  what  there  is  to  do ; 
Skill  is  the  deciding  what  to  do;  and  Virtue 
is  doing  it.” 

Committee  presentations  were  given  by 
various  national  chairmen  in  the  six  areas; 
namely.  Membership,  AMA-ERF,  Children 
and  Youth,  Health  Careers,  and  Legislation. 

The  various  state  representatives  were 
then  divided  according  to  their  specific  chair- 
manship for  group  discussion.  Each  state 
boai’d  member  from  Nebraska  will  have  a 
report  on  her  particular  chaimianship.  How- 
ever, Mrs.  George  E.  Robertson,  North  Cen- 
tral Regional  Chairman  for  Children  and 
Youth  will  discuss  her  area  of  concern.  We 
are  proud  to  have  Kate  represent  Nebraska 
on  the  national  level. 

The  evening  program  with  Mrs.  G.  Pren- 
tiss Lee,  presiding,  was  on  Leadership  and 
Parliamentary  Procedure  with  Mrs.  John  M. 


Chenault,  Mrs.  R.  C.  L.  Robertson  and  Mrs. 
Herbert  L.  Mantz  participating. 

The  discussion  groups  met  again  on  Tues- 
day to  resume  discussion  of  the  areas  of 
concern  for  their  particular  chairmanship 
and  programs  and  projects  to  aid  in  solving 
the  problems. 

Irvin  E.  Hendryson,  M.D.,  Vice  Chairman, 
AMA  Board  of  Trustees,  was  the  noon  lunch- 
eon speaker  discussing  questions  and  prob- 
lems. The  total  cost  of  health  care  has  stead- 
ily risen.  The  AMA  is  working  for  a better 
financing  plan  for  health  care.  This  plan 
will  be  in  a bill  to  be  presented  to  Congress 
to  show  the  MB’s  social  consciousness  and 
awareness  of  problems.  The  AMA  plan  is 
health  care  for  the  indigent  by  insurance 
mechanisms  — 40%  goes  to  health  care 
for  the  indigent  now.  Another  1/3  in  health 
care  goes  to  the  citizen  with  insurance.  The 
AMA  would  like  to  aid  the  middle  class  citi- 
zen by  giving  them  a tax  write  off  from 
health  care.  The  AMA  plan  would  amount 
to  around  18  billion  which  is  less  than  other 
suggested  plans. 

Mr.  Jack  Casurella,  Staff  Coordinator, 
AMA;  Mr.  Timothy  Norbeck,  Assistant  Di- 
rector, AMA  Field  Service  and  Mrs.  Frank 
Gastineau,  Secretary  - Treasurer,  AMP  AC 
were  present  as  resource  personnel  as  was 
Miss  Margaret  Wolfe,  National  Executive 
Secretary. 

Watch  the  NSMJ  for  the  Chairmanship 
reports. 

Mrs.  Robert  Mclntire 

REPORT  FOR  NSMJ  OF  THE  26TH 
ANNUAL  CONFERENCE 

Woman’s  Auxiliary  to  the  American 
Medical  Association 

October  5-8,  1969 
The  Drake  Hotel 
Chicago,  Illinois 

The  26th  Annual  Conference  of  the  Wom- 
an’s Auxiliary  to  the  American  Medical  As- 
sociation was  held  at  the  Drake  Hotel,  Chi- 
cago, Illinois  on  October  5-8,  1969. 

Mini  workshops,  consisting  of  program 
discussion  by  chairmen  of  the  community 
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health,  international  health,  home-centered 
health  care,  mental  health  and  safety-dis- 
aster preparedness  committees,  were  a new 
feature  of  the  1969  Fall  Conference  of  state 
presidents,  presidents-elect,  national  officers 
and  chairmen. 

The  conference  opened  Sunday  evening 
with  four  regional  dinners  chaired  by  Mrs. 
G.  Prentiss  Lee,  Portland,  Oregon,  first  vice 
president.  Presiding  were  the  regional  vice 
presidents:  Mrs.  Herbert  J.  Ulrich,  Snyder, 
N.Y.,  eastern  region;  Mrs.  Chester  Young, 
Kansas  City,  Kansas,  north  central  region; 
Mrs.  Glenn  T.  Scott,  Jr.,  Ponchatoula,  Lou- 
isiana, southern  region;  and  Mrs.  Lyle  F. 
Murphy,  Long  Beach,  California,  western 
region. 

Mrs.  John  M.  Chenault,  Decatur,  Alabama, 
president,  opened  the  Monday,  October  6th 
session.  Gerald  D.  Dorman,  M.D.,  presi- 
dent of  the  American  Medical  Association, 
delivered  the  keynote  address.  Dr.  Dorman 
congratulated  the  auxiliary  on  its  anti- 
violence campaign  and  encouraged  them  to 
become  involved  with  youth.  He  reminded 
those  present  of  the  AMA  and  auxiliary’s 
main  objective  — “best  health  care  for  all 
the  people.” 

Mrs.  R.  C.  L.  Robertson,  Houston,  Texas, 
president-elect,  was  the  conference  presid- 
ing officer.  Howard  A.  Schneider,  Ph.D., 
head  of  the  Experimental  Medical  Ecology 
Department  of  AMA’s  Institute  for  Bio- 
medical Research,  headlining  the  morning 
program,  referred  to  the  auxiliary  as  the 
“Institute’s  staunchest  and  greatest  sup- 
port.” 

A dynamic  health  careers  presentation 
especially  designed  to  reach  the  “now  gen- 
eration” was  offered  by  A.  Brooks  Parker, 
Jr.,  director  of  Tennessee  Health  Careers. 
Mr.  Parker  talked  about  the  successful  health 
careers  campaign  being  conducted  through- 
out Tennessee  and  showed  a slide  presenta- 
tion called  “The  Health  Teams”  which  is  be- 
ing used  as  a part  of  the  recruiting  pro- 
gram. 

The  morning  program  concluded  with  dis- 
cussions by  Woman’s  Auxiliary  to  the  Stu- 
dent American  Medical  Association  leaders 


Mrs.  Carl  Welch,  president,  and  Mrs.  G.  Ed- 
ward Kappler,  president-elect. 

Ernest  B.  Howard,  M.D.,  AMA  executive 
vice  president,  commented  on  the  quantity 
and  quality  of  health  care  today.  As  the 
luncheon  speaker,  he  added  that  the  AMA’s 
major  need  is  to  identify  itself  as  a na- 
tional group  with  concerns  of  the  nation  in 
health  care  and  “do  something  about  it.” 

The  afternoon  session  centered  around 
“The  Auxiliary  At  Work  in  the  Community.” 
Eight  auxiliary  women  participated  in  a 
skit  titled  “How  to  Present  a Package  Pro- 
gram,” which  offered  some  practical  appli- 
cations of  the  auxiliary’s  package  program 
on  alcoholism.  The  program  concluded  with 
the  showing  of  the  film,  “A  New  Look  at 
the  Old  Sauce,”  from  the  Texas  Commission 
on  Alcoholism. 

The  Monday  session  ended  with  a dinner 
sponsored  by  the  AMA  Public  Affairs  Divi- 
sion and  the  American  Medical  Political 
Action  Committee  (AMP AC).  Mrs.  Frank 
Gastineau,  secretary-treasurer  of  AMPAC, 
introduced  the  guest  speaker,  the  Honorable 
Robert  Packwood,  (R),  U.S.  Senator  from 
Oregon. 

Senator  Packwood  discussed  “You,  Too, 
Can  Be  a Leader,”  focusing  his  presenta- 
tion on  women  in  politics.  He  referred  to 
the  qualities  of  leadership  which  can  be 
learned  or  taught  as  purpose,  integrity, 
tolerance,  discipline  and  imagination.  He 
added  that  there  is  a sixth  quality  called 
zeal  which  cannot  be  learned  or  taught.  “If 
you  master  zeal,”  Packwood  remarked,  “you 
will  have  all  the  qualities  of  good  leader- 
ship.” 

The  mini  workshops  began  the  Tuesday 
session.  The  state  participants  were  divid- 
ed into  five  groups  according  to  member- 
ship. Five  program  extension  committee 
chairmen  rotated  from  room  to  room  pre- 
senting ideas  for  implementation  in  the 
states. 

Following  the  “Table  Talk”  luncheon  pro- 
gram, Donald  L.  Taylor,  executive  vice  presi- 
dent of  the  Iowa  Medical  Society,  recounted 
how  “The  Auxiliary  Works  With  the  Medical 
Society.” 
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The  afternoon  concluded  with  a three- 
part  program  on  “The  Auxiliary  Tells  Its 
Story.”  Mrs.  G.  Prentiss  Lee,  membership 
committee  chairman,  Mrs.  Sherman  Arnold, 
Illinois,  and  Mrs.  Bernard  Campbell,  Colo- 
rado, discussed  the  auxiliary’s  contributions 
to  its  members.  Mrs.  Hartwell  Dunn,  Okla- 
homa, and  Mrs.  Josiah  Fuller,  Minnesota, 
told  of  the  auxiliary’s  work  with  other  or- 
ganizations, while  Mrs.  J.  Paul  Sauvageot, 
communications  committee  chairman,  Mrs. 
John  M.  Wagner,  editor  of  MB’s  Wife,  and 
Mrs.  Richard  A.  Sutter,  editor  of  Direct 
Line,  discussed  the  auxiliary’s  relationship 
to  the  public. 

The  AMA  headquarters  were  toured  on 
Wednesday  morning.  This  was  followed  by 
a film  presentation.  Mrs.  Paul  E.  Raus- 
chenbach.  New  Jersey,  chairman  of  the 
committee  on  children  and  youth,  introduced 
the  new  film  by  the  National  Foundation 
called  “More  Than  Love.” 

Rev.  Dr.  Paul  B.  McCleave,  director  of 
the  AMA’s  Department  of  Medicine  and 
Religion,  presented  “A  Storm,  A Strife,” 
the  new  AMA  medicine  and  religion  film. 

Mrs.  Robert  H.  Mclntire, 
President, 

Woman’s  Auxiliary 


Primary  Carcinoma  of  the  Male  Breast  — 
T.  R.  Stephenson  and  H.  E.  Gordon  (VA 
Center,  Los  Angeles).  Arch  Surg  99:529- 
530  (Oct)  1969. 

In  20  male  patients  with  primary  breast 
carcinoma,  the  average  duration  of  symp- 
toms was  eight  months;  more  than  50% 
of  the  patients  had  advanced  disease.  Clin- 
ical staging  was  according  to  the  method 
described  by  Haagensen.  A subareolar 
breast  mass  with  nipple  abnormality  or 
bloody  discharge  from  the  nipple  is  diag- 
nostic of  malignancy.  The  primary  sur- 
gical treatment  was  radical  mastectomy  in 
12  patients,  simple  mastectomy  in  5,  and 
biopsy  of  the  lesion  in  3.  Subsequently, 
three  patients  underwent  bilateral  orchi- 


ectomy when  metastatic  disease  was  found 
and  a favorable  response  was  obtained  in 
one.  Palliative  adrenalectomy  has  also  been 
favorably  reported  for  recurrent  male  breast 
carcinoma.  Thirty  percent  of  the  patients  in 
this  series  were  alive  five  years  postopera- 
tively,  20%  of  them  without  disease. 

Hazards  of  Steroids  in  Association  With 
Anesthesia  — T.  Oyama  (Hirosaki  Univ 
School  of  Medicine,  Hirosaki,  Japan). 
Canad  Anaesth  Soc  J 16:361-371  (Sept) 
1969. 

The  mean  free  cortisol  level  in  the  plasma 
after  30  minutes  of  halothane-NgO  anes- 
thesia alone  in  the  14  steroid-treated  pa- 
tients did  not  change  from  the  preinduction 
value,  while  in  the  control  group  it  in- 
creased significantly.  Arterial  hypotension 
occurred  in  five  steroid-treated  patients  dur- 
ing anesthesia  alone  or  during  operation  and 
except  for  one  case  a low  level  of  free  cor- 
tisol was  observed  in  plasma.  In  order  to 
prevent  a possible  so-called  adrenocortical 
insufficiency  during  operation  in  patients 
previously  treated  with  steroid,  the  author 
suggests  that  the  following  patients  should 
receive  hormone  preoperatively  and  ment  or 
who  have  had  continuous  treatment. 

Carbon  Monoxide  and  Suiwival  From  Myo- 
cardial Infarction  — S.  I.  Cohen,  M. 
Deane,  J.  R.  Goldsmith  (California  State 
Dept  of  Public  Health,  Berkeley).  Arch 
Environ  Health  19:510-517  (Oct)  1969. 

To  test  the  hypothesis  that  during  high 
periods  of  carbon  monoxide  (CO)  pollution 
persons  with  acute  cardiovascular  disease 
would  be  adversely  effected,  the  authors 
have  studied  case  fatality  rates  for  patients 
admitted  with  myocardial  infarction  (MI) 
to  35  Los  Angeles  hospitals  during  1958. 
The  results  indicate  that  there  is  an  in- 
creased MI  case  fatality  rate  in  “high”-pol- 
lution  areas  and  that  this  difference  is  only 
evident  during  periods  of  relatively  increased 
CO  pollution.  An  association  could  exist  be- 
tween MI  case  fatality  rate  and  atmospheric 
CO  pollution. 
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Nebraska  Society  of  Anesthesiologists 
Dean  Watland,  M.D.,  President, 

8601  W.  Dodge  Road,  Omaha,  Nebraska 
Nebraska  Society  of  Medical  Technologists 
Marilyn  Crane,  President,  4019  Nicholas,  Omaha 
Nebraska  State  Department  of  Health 
Lynn  W.  Thompson,  M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secretary 
1315  Sharp  Building,  Lincoln,  Nebraska  68508 
Nebraska  State  Nurses  Association 
Zelda  Nelson,  Executive  Director 
307  Baird  Bldg.,  Omaha,  Nebraska 
Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Orthopedic  Society 
Harold  Horn,  MD,  Secretary 
3145  “0”  Street,  Lincoln,  Nebraska 
Nebraska  State  Radiological  Society 
James  P.  Schlichtemier,  M.D.,  Secretary-Treasurer 
8303  Dodge  St.,  Omaha,  Nebr.  68114 
Nebraska,  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha,  Nebraska  68132 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building,  Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Seci-etary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings,  Nebr. 

Omaha  Mid-West  Clinical  Society 

Rita  M.  Crowell,  Executive  Secretary 
1040  Medical  Arts  Building  68102 

POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 

Rehabilitation  Services  Division 

Fred  A.  Novak,  Assistant  Commissioner 
707  Lincoln  Bldg.,  1001  O St.,  Lincoln  68508 

University  of  Nebraska  College  of  Medicine 

Cecil  L.  Wittson,  MD,  President 
42nd  and  Dewey,  Omaha,  Nebraska 
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whenever  anxiety  induces  or  intensifies  clinical  symptoms 

Librium 

(chlordiaz£poxide  HCl) 

Quickly  relieves  anxiety -Helps  improve  response  in 
psychophysiologic  disorders -Seldom  impairs 
mental  acuity  or  physical  coordination, on  proper  dosage - 
Has  wide  margin  of  safiety 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows : 

Indications:  Indicated  when  anxiety,  tension 
and  apprehension  are  significant  components 
of  the  clinical  profile. 

Contraindications;  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  {e.g., 
operating  machinery,  driving). Though  physi- 
cal and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  cau- 
tion in  administering  to  addiction-prone  indi- 
viduals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates,  have 
been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing 


gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  gener- 
ally not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxi- 
cal reactions  {e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxi- 
ety states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 

Roche® 

LABORATORIES 

Division  of  Hoffmann  - La  Roche  Inc. 
Nutley,  New  Jersey  07110 


and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor  men- 
strual irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  de- 
creased libido— all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in 
EEG  patterns  (low-voltage  fast  activity)  may 
appear  during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunaion  have  been  reported 
occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  pro- 
tracted therapy. 

Usual  Daily  Dosage:  Individualize  for  maxi- 
mum beneficial  effects.  0;W— Adults:  Mild 
and  moderate  anxiety  and  tension,  5 or  10  mg 
t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide  HCl) 
Capsules,  5 mg,  10  mg  and  25  mg— bottles  of 
50.  Libritabs^'^’'  (chlordiazepoxide)  Tablets, 

5 mg,  10  mg  and  25  mg— bottles  of  100.  With 
respect  to  clinical  activity,  capsules  and  tablets 
are  indistinguishable. 


Also  available:  HihritaUs  (chlordiazepoxide ) S-mg,  10-mg  25-mg  tablet  | 
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Ornade'  Spansule 

Trademark  ■ 

Each  capsule  contains  8 mg.  of  Teldrin'®  (brand  of  chlorpheniramine  maleate) ; 50  mg.  of 
phenylpropanolamine  hydrochloride ; 2.5  mg.  of  isopropamide,  as  the  iodide. 


brand  of 

sustained  release  capsules 


Prompt  relief  from  nasal  congestion  and  hypersecretion  due  to  colds. 

Before  prescribing,  see  complete  prescribing  information  in  SK&F  literature  or  PDR 
Contraindications:  Glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  or 
bladder  neck  obstruction. 

Precautions:  Use  cautiously  in  the  presence  of  hypertension,  hyperthyroidism,  coronary  artery  disease; 
warn  vehicle  or  machine  operators  of  possible  drowsiness. 

Usage  In  Pregnancy:  Use  in  pregnancy,  nursing  mothers  and  women  who  might  bear  children  only  when 
potential  benefits  have  been  weighed  against  possible  hazards. 

/Vofe.  The  iodine  in  isopropamide  iodide  may  alter  PBI  test  results  and  will  suppress  1’^'  uptake; 
discontinue  'Ornade'  one  week  before  these  tests. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose,  throat  or  mouth;  nervousness;  insomnia. 
Other  known  possible  adverse  reactions  of  the  individual  ingredients:  nausea,  vomiting,  diarrhea,  rash, 
dizziness,  fatigue,  tightness  of  chest,  abdominal  pain,  irritability,  tachycardia,  headache,  incoordination, 
tremor,  difficulty  in  urination.  Thrombocytopenia,  leukopenia  and  convulsions  have  been  reported. 
Supplied:  Bottles  of  50  capsules. 

One  capsule  q12h  for  round-the-clock  relief 
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When  disease  is  ruled  out 
and  psyehie  tension  is  implicated 

\hllUlTl®  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
infonnation,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  erpotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff -man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/ or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 
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or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions : If  combined  with  other  psyehotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hypere.xcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-tenn  therapy. 
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